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Imagine 

A MACHINE 
THAT  CAN 
DO  THIS  TO 


We're  proud  to  announce  the  introduction  of  Extra- 
corporeal Shock  Wave  Lithotripsy  as  a new  feature  of  our 
kidney  stone  treatment  program.  This  new  device  makes 
it  possible  to  pulverize  and  eliminate  kidney  stones  with- 
out invasive  surgery  Now  you  have  the  opportunity  to 
participate  in  this  state-of-the-art  procedure  at  CAMC’s 
High  Tech  Center  here  in  Charleston,  West  Virginia. 

The  Lithotripter  uses  shock  waves  to  bombard  kid- 
ney stones  into  sand-like  particles  inside  the  body.  The 
residue  is  then  easily  passed.  Although  the  theory 
behind  Lithotripsy  is  simple,  the  process  is  precise.  The 
stone  is  pinpointed  inside  the  body  with  fluoroscopy 
and  shock  wave  firing  is  synchronized  with  the  patient's 
heartbeat  by  electrocardiogram.  Usually,  the  entire  pro- 
cess takes  about  an  hour. 


As  you  can  imagine.  Lithotripsy  offers  many  benefits 
to  kidney  stone  patients.  The  process  is  less  painful, 
entails  fewer  side  effects,  and  recuperation  is  quicker 
than  with  conventional  surgery.  It's  even  less  expensive 
than  surgery. 

We're  encouraging  all  area  urologists  to  apply  for 
privileges  in  Extracorporeal  Shock  Wave  Lithotripsy.  We 
invite  you  to  visit  CAMC  and  see  the  lithotripter  in 
action.  Come  and  learn  about  this  revolutionary  ther- 
apy which  is  the  wave  of  the  future  in  kidney  stone 
treatment.  We  will  happily  provide  you  with  a brochure 
for  your  use  as  well  as  brochures  for  your  patients. 

For  your  brochures  or  other  information  about 
Lithotripsy  and  our  kidney  stone  treatment  program, 
call  CAMC  at  1-800-654-0159. 


CAMC 

Charleston  Area  Medical  Center 
1-800-654-0159 
We  Care  For  West  Virginia 
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Unmatched  quality 
and  unequal^ 
dependability  in 
cardiology  and 
related  services. 


CRI,  Cardiac  Rehabilitation 
Institute,  blends  years  of 
experience  and  outstanding 
technological  capabilities  and 
expertise  to  deliver  cardiology 
and  related  services  that  are 
unmatched  for  quality, 
unequaled  for  accuracy, 
unstinting  in  dependability. 

CRI  puts  experience  and 
technology  to  work  for 
physicians  and  their  patients 
with  a team  of  dedicated 
professionals  who  work  hard 
applying  their  exceptional 
talents,  skills,  and  knowledge 
. . . board  certified  cardiologists, 
trained  cardiovascular  nurses, 
and  skilled  medical 
technologists  using  state-of- 
the-art  equipment,  advanced 
technologies,  and  proven 


methods  to  administer  and 
interpret  tests  and  procedures 
quickly  and  with  unmatched 
accuracy. 

CRI  provides  the  widest  range 
of  cardiology  and  related 
services: 

• Non-invasive  peripheral 
vascular  imaging 

• Echocardiography  (M-Mode, 
2D  and  Doppler) 

• Ultrasonic  abdominal  studies 


• Nuclear  cardiology  and 
stress  testing 

• Pulmonary  spirometry 

• Holter  monitoring 

• Mobile  units,  including 
NU-Car  40;  40  foot  nuclear 
cardiology  unit 

Depend  on  CRI,  Cardiac 
Rehabilitation  Institute. . .for 
the  technology  and  the 
professional  talents  that  get 
the  job  done  on  time, 
every  time. 


IBIBI  cardiac 

REHABILITATION 


INSTITUTE 

5438  Center  Avenue,  Pittsburgh,  PA  15232 
Phone:  412/682-6201 


McDonough 

Caperton 

Systems 


Now  serving  over  120  physicians 

We  offer  the  largest,  most  complete  selection  of  medical  office  management  systems 
and  services  available  to  physicians  in  West  Virginia.  Our  efforts  mean  you  have  a 
choice  . . . 

^ of  programs  including 

• Patient  Past  History/Lab 
Results/Treatment  Information 

• Statistical  Retrieval  and  Analysis 
of  Medical  Information 

• Patient  Billing  Preparation 

• Aged  Account  Information 

• Complete  Financial  and 
Management  Reporting 

• Insurance  Forms  Preparation 

of  hardware  including  IBM,  AT  & T,  and  IMS 

of  investment  levels  beginning  at  $9,995  with  upgrade  opportunity 

of  purchase  or  lease  arrangements  to  meet  your  individual  business  needs 

of  total  hardware  and  software  support  for  the  life  of  the  system  provided  by  our 
own  trained  technicians 

^ of  a company  sincerely  interested  in  your  satisfaction  and  success  in  the  day- 
to-day  use  of  our  systems. 

We’re  your  systems  consultant  and  welcome  the  opportunity  to  discuss  your  individual 
concerns  and  questions.  Our  job  and  our  commitment  is  to  help  you  reduce  your  paper- 
work, increase  your  productivity  and  improve  your  cash  flow. 

MAKE  US  YOUR  CHOICE 

Call  us  at  744-2583 
or  write 

325  Sixth  Avenue 

South  Charleston,  West  Virginia  25303 
Bradley  E.  Layne,  President 


• Scheduling  Functions 

• Hospital  Census 

• Electronic  Claims  Submission 

• Word  Processing 

• Tailoring  by  Specialty 

• "Password”  Security  Protection 

• Remote  access,  including 
master  CN/CFF  capability. 
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Eye  Physicians 

and 

Surgeons 


Keeping  Your  Family  In  Sight 


SOUTH  CHARLESTON  OFFICE 


• DRY  EYE  SPECIALISTS 
• PEDIATRIC  VISION  CARE 
• CONTACT  LENSES 


• CATARACT  SURGERY 

• EYE  EXAMINATIONS 
• LASER  SURGERY 


CHARLESTON  OFFICE 


Vluhib  S.  Tarakii,  M.I). 


Herbert  A.  Tinier.  M.D. 


Richard  C.  Rashid,  M.D. 


Medicare  Assignment  accepted  on  ^ medicare  patients. 
Charging:  only  what  medicare  approves  for  covered 
services. 


South  Charleston 
Across  the  street  from 
Thomas  Memorial  Hospital 
424  Division  Street 


FOR  APPOINTMENTS  CALL 

(304)  768-7371 


Charleston 

CAMC/General  Division 
General  Medical  Pavilion, 
Suite  too 
415  Morris  Street 


TABLETS 


A Century 
of  Caring 

1886-1986 


©1986  The  Upjohn  Company 


J'6138  January  1986 


Easy  To  Tate 


Keflex 

cephalexin 


Oral 

Suspension 
250  mg/5  ml 


500-mg  Pulvules® 


Oral 

Suspension 
mg/5  ml 


250-mg  Pulvules 


Additional  information 
avaiiabie  to  the  profession 
on  request. 
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420113 


Dista  Products  Company 
Division  of  Eii  Liiiy  and  Company 
Indianapoiis,  Indiana  46285 
Mfd.  by  Eli  Lilly  Industries,  Inc. 
Carolina,  Puerto  Rico  00630 


McDonough  Caperton  Insurance  Group's  new  corporate  office  building,  located  in  Charleston,  West  Virginia,  houses  over  150 
employees  and  serves  as  the  home  base  for  all  McDonough  Caperton  Insurance  Group  activity.  McDonough  Caperton  Insurance 
Group  also  maintains  office  facilities  in  eight  cities  throughout  West  Virginia,  Ohio,  Pennsylvania  and  Kentucky. 


McDonough 

Caperton 

Insurance 

Group 


Uniquely  capable  . . . Professionally  competent  . . . 

Serving  others  . . . Through  excellence. 


providing  a broad  range 
of  insurance  and  financial  services 
to  the  business  community, 
associations,  institutions, 
and  individuals. 


Among  the  10  Largest  Privately  Owned  Insurance  Brokers  in  the  United  States. 


Corporate  Headquarters:  One  Hillcrest  Drive,  East,  P.O.  Box  1551,  Charleston,  WV  25326.  Telephone:  (304)  346-0611. 
With  offices  in:  Beckley,  Charleston,  Fairmont,  Parkersburg,  Wheeling,  Pittsburgh,  Cleveland  and  Lexington,  KY. 


PHYSKIAMS.THERE  ARE  TWO  KINDS 
OF  FLEXIBILITY  IN  THE  ARMY  RESERVE 
WE  THINK  YOU'LL  LIKE. 


One,  time.  We  know  how 
tough  it  is  for  a busy  physician  to 
make  weekend  time  commit- 
ments. So  we  offer  flexible  training 
programs  that  allow  a physician  to 
share  some  time  with  his  or  her 
country.  We  arrange  a schedule  to 
suit  your  requirements. 

Two,  the  opportunity  to 
explore  other  phases  of  medicine, 
to  add  a different  kind  of  knowl- 
edge— the  challenge  of  military 
health  care.  Its  a flexibility  which 
could  prove  to  be  both  stimulating 
and  rewarding,  with  the  opportu- 
nity to  participate  in  a variety  of 
programs  that  can  put  you  in  con- 
tact with  medical  leaders  from  all 
over  the  country. 

See  how  flexible  we  can  be, 
call  our  Army  Medical  Personnel 
Counselor: 


MAJ  Chuck  Schuder 
(412)  644-4432 

ARMY  RESERVE. 
BEALLYOUCANBE. 


Would  you  treat  only  the  symptoms,  if  you  knew 
there  was  a proven  cure? 


Elcomp...the  best  medical  office 
computer  system  is  now  even 
better  with  the  Flexible  Package 


It’s  hard  to  cure  chronic  ailments 
like  runaway  accounts  receivable, 
backlogged  claim  processing,  poor 
collection  ratio — by  treating  only  the 
symptoms.  The  Flexible  Package 
from  Elcomp  Systems,  combined 
with  Data  General’s  Desktop  Gener- 
ation computers,  has  been  a proven 
cure  for  more  than  500  physicians 
since  1978. 

The  Flexible  Package  is  modular, 
which  means  you  can  tailor  the 
system  to  fit  your  practice’s  specific 
needs  without  any  programming 
changes.  We  will  train  your  staff  in 
the  operation  of  your  system,  and 
show  you  how  your  practice  can 
most  benefit  from  all  the  features  in 
your  Flexible  Package. 


The  Flexible  Package  cure  for 
medical  office  ailments: 

• Improved  cash  flow  through 
advanced  collection  methods  and 
delinquency  reporting 

• Account  Inquiries — demographic, 
insurance,  and  financial  information 
at  a touch 

• Accounts  Receivable  and  Man- 
agement Reports,  whenever  you 
need  them 

• Instantaneous  retrieval  of  patients’’ 
procedures  and  diagnoses 

• Appointment  Scheduler,  to  help 
organize  your  day 

• Automatic  preparation  of  recall 
letters 

• Flexibility  to  design  your  own 
reports  with  the  Report  Generator 

• and  many  more  benefits... 


Elcomp  Systems  can  supply  the 
cure  for  your  practice  management 
ailments.  The  treatment  is  singular 
and  straightforward— to  give  you 
hardware,  software,  training,  and 
after- pure  base  support  as  one 
package. 

Focus  on  curing  your  office  problems, 
not  just  relieving  the  symptoms. 

Call  Elcomp  today— you’ll  never 
feel  better. 


IrDataGeneral 


j Personal 
I Computers 


EISEHF"  s^sisms,  hs. 

Foster  Plaza  VII,  661  Andersen  Drive,  Pittsburgh,  PA  15220 
(800)  441  -8386 


NAME:  Lauren  Barszcz,  L.P.T. 

OCCUPATION:  Physical  Therapist, 

OVMC  Rehabilitation  Center  at 
Woodsdale. 

BACKGROUND:  Earned  B.S.  in  Physical 
Therapy  from  West  Virginia  University  and 
licensed  in  physical  therapy.  A native  of 
Pittsburgh,  moved  to  Wheeling  after 
graduation. 

JOB  SUMMARY:  Helps  patients  achieve  the 
highest  possible  level  of  independence  by  improv- 
ing strength,  motion,  coordination,  balance  and 
mobility. 


Lauren’s  role  on  Team  Rehab  is  impor- 
tant to  a patient’s  success  in  the  rehab  pro- 
gram. She  spends  two  hours  a day  with 
each  patient,  teaching  exercise  programs 
tailored  to  restore  or  increase  the  in- 
dividual’s physical  independence.  The 
comprehensive  rehabilitation  program  is 
aimed  at  returning  patients  to  the 
mainstream  of  life.  “Rehab  is  different  from  other 
types  of  hospital  and  physical  therapy  settings,’’ 
Lauren  says.  “We  prepare  the  patient  to  function  at 
home  and  in  the  community.  From  here  the  patient 
goes  out  the  door  and  into  the  world.” 


Comprehensive  rehabilitation  requires  a 
diverse  array  of  specialists. 


OVMC  Rehabilitation 
Center 


Homestead  Avenue 
Wheeling,  WV  26003 
(304)  232-5533 


at  Woodsdale 


the  Eye  and  Ear  Clinic 

of  Charleston,  Inc. 

The  Laser  Surgery  Center 


SPECIALISTS  IN 

EYE  EAR  NOSE  and  THROAT  SURGERY 


UYlij  t UAL  CLLULc 


• 35-bed  JCAH  Accredited 

Hospital 

• Ambulatory  Care/ 

Same  Day  Surgery 

• Laser  Surgery  Specialists 

• Facial  Plastic  Surgery 

• Cataract  Surgery/ 

Lens  Implant 


MEDICAL  AND  SURGICAL  SERVICES  PROVIDED  THROUGH 


EYE  EAR  NOSE  and  THROAT  PHYSICIANS 
& SURGEONS  OF  CHARLESTON,  INC. 

OPHTHALMOLOGISTS  OTOLARYNGOLOGISTS 


Milton  J.  Lilly,  Jr.,  MD 
Robert  E.  O'Connor,  MD 
Moseley  H.  Winkler,  MD 
Samuel  A.  Strickland,  MD 
James  W.  Caudill,  MD 


Romeo  Y.  Lim,  MD 
Nabil  A.  Ragheb,  MD 
R.  Austin  Wallace,  MD 

EENT 


John  A.  B.  Holt,  MD 


FREE  PARKING 

MEDICARE  ASSIGNMENT  ACCEPTED 


1306  KANAWHA  BOULEVARD,  EAST 
P.O.  BOX  2271 

CHARLESTON,  WEST  VIRGINIA  25328 
TELEPHONE:  (304)  343-4371 
TOLL  FREE:  (800)  642-3049  (WV) 


SAAB 


RT.  60 

ST.  ALBANS,  WV 


OPEN  DAILY  9-9 
SAT.  9-6 


I'here  s no  reason  at  all  why  a healthy  respect  for  a doOar  should  condemn  you  to 
owning  a merely  average  car. 

According  to  the  National  Automobile  Dealers  Association,  the  average  retail 
selling  price  of  a new  car  last  year  was  about  $11,925.  For  very  little  more  than  that,  you  can 
have  a new  Saab  900. 

The  modest  price  of  a Saab  900  buys  you  a front-wheel  drive  European  sports 
sedan  that’s,  protected  by  a 3-year/36, 000  mile  limited  factory  warranty  and  fitted  out  with 
air  conditioning,  rack-and-pinion  steering  and  station-wagon -like  cargo  capacity,  along  with  a 
long  list  of  other  comfort  and  engineering  features  that  often  aren’t  available  at  all  on  other 
cars  in  tliis  class. 

Instead  of  settling  for  a depressingly  “average”  car,  come  SiAAB 
in  soon  and  see  how  much  more  you  can  get  for  your  money.  mnwstmkiiiHoiiairscvcrhmit. 


THE  SAAB  900. 

THE  ONLY  THING  THAT'S  MERELY 
AVERAGE  ABOUT  IT  IS  THE  PRICE. 


Scientific  Newsfront 


Upper  Gastrointestinal  Hemorrhage  Due 

To  Gastric  Extramedullary  Spread  Of  Multiple  Myeloma 


DONALD  G.  SEIBERT,  M.  D. 
RONALD  D.  GASKINS,  M.  D. 
Section  of  Gastroenterology,  West 
Virginia  University  Medical  Center, 
Morgantown 

WILLIAM  W.  L.  CHANG,  M.  D. 
Department  of  Pathology, 

WVU  Medical  Center 


Extramedullary  spread  of  multiple 
myeloma  to  the  stomach  is  rare.  In 
this  report  we  have  documented  a 
case  of  multiple  myeloma  with 
multiple  gastric  extramedullary 
plasmacytomas  which  became 
ulcerated  and  led  to  acute  upper 
gastrointestinal  bleeding.  The 
literature  on  primary  and  secondary 
extramedullary  gastric  plasma- 
cytomas is  reviewed. 

liTultiple  myeloma  is  characterized 
by  multifocal  involvement  of 
osseous  tissue  with  neoplastic  plasma 
cells.  The  major  sites  of  involvement 
and  disease  pathophysiology  are 
related  to  continued  bone  marrow 
invasion  and  paraprotein  secretion.* 
When  extramedullary  metastatic 
involvement  does  occur,  it  usually 
is  in  hemato-lymphoid  organs  though 
other  organ  involvement  and  soft 
tissue  implants  have  been  noted. ^ 
Extramedullary  spread  to  the  stomach 
is  rare.  To  date,  we  have  been  able 
to  locate  six  well-documented  cases 
of  gastric  spread  in  the  English 
literature.^’'*’^’^’^ 

Since  either  primary  or  metastatic 
gastric  plasmacytomas  may  develop 
mucosal  ulcerations  overlying  a 
tumor  mass,  there  would  appear  to 
be  a potential  for  gastrointestinal 
blood  loss.  Occult  and,  rarely,  acute 
episodes  of  gross  gastrointestinal 
bleeding  may  occur  from  primary 


gastric  plasmacytomas.®’^  Acute 
gastrointestinal  bleeding  from  gastric 
extramedullary  involvement  of 
multiple  myeloma  has  not  previously 
been  reported.  We  have  documented 
a case  of  multiple  myeloma  in  which 
endoscopy  and  pathological  examina- 
tion of  the  biopsy  specimens  estab- 
lished gastric  spread  of  multiple 
myeloma  with  mucosal  ulceration  as 
the  cause  of  upper  gastrointestinal 
bleeding. 

Case  Report 

An  84-year-old,  white  male  with 
multiple  myeloma  presented  with  an 
upper  gastrointestinal  hemorrhage 
manifested  by  a five-day  history  of 
melena,  fatigue  and  dyspnea  on 
exertion.  There  was  no  abdominal 
pain,  emesis,  history  of  peptic  ulcer, 
or  liver  disease.  The  patient  did  not 
ingest  aspirin  products,  consume 
alcohol,  or  smoke. 


Figure  1.  Endoscopic  photograph 
showing  two  flat  gastric  nodular  masses 
(A  & B).  The  surface  of  (A)  is 
ulcerated  and  has  a central  visible 
vessel. 


Thirteen  months  prior  to  this 
episode,  he  presented  with  left  wrist 
pain  and  a lytic  lesion  of  the  left 
radius.  A bone  biopsy  revealed 
densely  packed,  well-differentiated 
plasma  cells,  and  bone  marrow 
aspirate  contained  10  to  15  per  cent 
well-differentiated  plasma  cells.  He 
demonstrated  4388  mg  of  proteinuria 
per  24  hours.  A serum  protein 
electrophoresis  demonstrated  a mid- 
gamma monoclonal  band,  and  the 
serum  Immunoelectrophoresis  had 
both  lambda  light  chain  and  IgG 
arced  precipitant  patterns.  Quantita- 
tion of  the  immunoglobulins  demon- 
strated an  IgG  of  4455  mg/dl 
(nl  639-1349 ),  an  IgA  of  181  mg/dl 
( nl  70-312  ),  and  an  IgM  of  45  mg/dl 
( nl  56-352 ) . Within  the  next  three 
months,  he  developed  symptomatic 
lytic  lesions  of  the  right  ulna  and 
left  humerus,  femur,  and  tibia. 

The  patient  was  treated  with  radia- 
tion therapy  to  the  lytic  areas  in  the 
left  wrist,  left  femur  and  right  fore- 
arm and  chemotherapy  consisting  of 
melphalan  and  prednisone.  The  level 
of  IgG  decreased  to  1630  G/dl.  The 
chemotherapy  was  discontinued  two 
months  prior  to  the  present 
hospitalization. 

On  presentation  he  appeared  pale 
and  was  orthostatic.  There  was  no 
scleral  icterus,  lymphadenopathy,  or 
jugular  venous  distension.  Bibasilar 
rales  were  present  in  the  lungs. 
Cardiac  examination  revealed  a 
physiologic  flow  murmur  but  no  S3 
or  S4.  Normal  bowel  sounds  were 
present  and  there  was  no  abdominal 
distension,  tenderness,  hepato- 
splenomegaly  or  palpable  mass. 
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Rectal  examination  demonstrated 
melenic  stool. 

His  hemoglobin  was  5.3  G/dl, 
hematocrit  17.5  per  cent  and  white 
blood  cell  count  20,500/cubic  ml. 

The  blood  urea  nitrogen  was  97 
mg/dl,  creatinine  2.2  mg/dl,  total 
protein  7.1  Gm/dl,  albumin  4.0 
Gm/dl,  and  liver  enzyme  tests  were 
within  normal  limits.  Chest  x-ray 
revealed  a right  hilar  mass.  A small 
pericardial  effusion  was  seen  with 
echocardiography. 

Patient  Stabilized  — Therapy, 

T reatment 

The  patient  was  stabilized  with 
intravenous  fluids  and  packed  red 
blood  cells.  An  initial  upper  gastro- 
intestinal endoscopy  was  unsatis- 
factory due  to  the  presence  of  a large 
amount  of  clot  and  food  particles. 

Supportive  therapy  was  continued 
and  treatment  with  H2  blockade 
instituted.  There  was  no  further 
bleeding.  Repeat  endoscopy  three 
days  later  disclosed  five  flat  nodular 
masses  from  one  to  1.5  cm  in 
diameter  over  the  anterior  and 
posterior  walls  of  the  gastric  body 
just  distal  to  the  esophagogastric 
junction.  Four  of  these  had  a central 
ulceration.  A visible  vessel  was  noted 
in  the  base  of  one  of  the  ulcerated 
lesions  ( Figure  1 ) . The  masses  were 
biopsied  and  found  to  contain  a dense 
infiltrate  of  atypical  cells  with  large 
hyperchromatic  nuclei  and  large 
central  eosinophilic  nucleoli.  There 
was  a rim  of  pyrinophilic  cytoplasm 
( Figures  2A  and  2B ) . These  lesions 
were  interpreted  as  an  extramedul- 
lary plasmacytoma  with  cells  less 
differentiated  than  those  seen  on  the 
previous  biopsy  from  the  left  wrist. 
Extensive  areas  of  ulceration  over- 
lying  the  plasmacytomas  were  evident 
in  the  biopsy  specimens  ( Figure  3 ) . 

The  patient  received  2400  rads  to 
the  stomach  and  had  no  evidence  of 
rebleeding.  Treatment  with  mel- 
phalan  and  prednisone  was  reinsti- 
tuted. One  month  later  he  died  with 
an  episode  of  acute  pulmonary  edema 
coupled  with  an  increase  in  the  size 
of  the  mediastinal  mass.  No  autopsy 
was  obtained. 


Discussion 

Microscopic  foci  of  extraosseous 
metastases  may  be  demonstrated  in 
up  to  73  per  cent  of  cases  of  multiple 
myeloma;^’'®  however,  this  involve- 
ment is  most  often  subclinical.  The 
liver,  spleen,  and  lymph  nodes  have 
been  the  most  common  sites  of 
metastatic  plasmacytomas  followed 
in  order  of  frequency  by  kidney, 
lung  and  heart.  Invasion  of  other 
visceral  organs  occurs  less  often.* 
Pancreatic  plasmacytomas  as  well  as 
plasma  cell  tumors  within  the  small 
bowel* and  colon *^  have  been 
reported.*** 

Gastric  spread  of  multiple  myeloma 
is  rare.  In  1920,  Morse  reported  a 
case  of  multiple  myeloma  in  which  a 
large  mass  extended  from  the 
vertebral  processes  through  the 
posterior  abdominal  cavity  wall  to 
the  external  aspect  of  the  pylorus. 

He  concluded  that  this  was 
extraosseous  extension  and  not 
metastatic  disease.^  In  1976, 
Bjorkholm,  Mellstedt  and  Sjogren 
reported  a case  in  which  a pre- 
terminal leukemic  stage  of  multiple 
myeloma  was  associated  with  plasma 
cell  involvement  of  the  abdominal 
peritoneum  and  all  of  the  visceral 


Figure  2a.  One  of  the  biopsied  gastric 
nodules  in  which  the  gastric  mucosa  is 
infiltrated  heavily  with  neoplastic 
plasmacytoid  cells  with  a few  remaining 
gastric  glands.  In  the  upper  portion, 
mildly  tortuous,  irregularly  dilated 
foveolae  are  present. 


organs.^  Four  cases  of  classic  multiple 
myeloma  have  been  reported  with 
gastric  plasma  cell  metastases.'*’^’^ 

Two  of  the  gastric  masses  were 
nodular,  and  two  were  infiltrating. 
Mucosal  ulceration  was  present  in 
three.  There  was  no  occult  gastro- 
intestinal blood  loss  in  three  patients. 
The  fourth  patient  presented  with  a 
one-week  history  of  hematochezia. 
Upper  endoscopy  disclosed  a 3.5-cm 
non-bleeding  ulcerative  lesion  in  the 
stomach. 

In  addition  to  these  six  well-docu- 
mented cases,  two  additional  cases 
may  have  had  gastric  involvement 
but  have  inadequate  documentation. 
One  patient  with  multiple  myeloma, 
liver  and  spleen  plasma  cell  tumors, 
and  hematemesis,  was  found  on 
necropsy  to  have  a diffusely  thickened 
gastric  wall.  The  microscopy  did  not, 
however,  report  a plasma  cell  infil- 
trate.*^ Green  and  Frosch  reported 
the  second  case  which  had  multiple 
sites  of  skeletal  involvement  and 
myeloma  kidney.  A barium  meal 
demonstrated  a mottled  filling  defect 
in  the  stomach.  Unfortunately  the 
necropsy  does  not  mention  any 
gastric  pathology,  though  it  specifi- 


Figure  2b.  In  the  higher  magnification, 
the  neopiastic  cells  are  slightly 
pleomorphic  with  large  eosinophilic 
nucleoli,  displaying  varying  degrees 
of  plasmacytoid  differentiation.  A few 
mitoses  are  also  noted. 
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Figure  3.  Another  gastric  noduie  with  superficiai  ulceration.  The  base  of  the  ulcer 
is  deposited  with  fibrin  and  nuclear  debris,  and  the  deeper  portion  is  infiltrated 
with  neoplastic  cells  similar  to  those  in  Figure  2,  although  varying  degrees  of  nuclear 
condensation  and  pyknosis  are  present. 


cally  discusses  the  other  areas  of 
involvement.''* 

Presentation  and  Symptoms 

Primary  extramedullary  plasmacy- 
toma, a multiple  myeloma  variant, 
has  a greater  frequency  of  gastric 
involvement  than  secondary  metas- 
tatic gastric  myeloma.  The  presenta- 
tion and  symptoms  of  primary  gastric 
plasmacytomas  are  related  to  a mass 
effect  of  the  tumor,  manifested  by 
epigastric  pain,  nausea,  vomiting  and 
weight  loss.  An  abdominal  mass  may 
be  palpable  in  20  per  cent  of  cases, 
and  occult  gastrointestinal  blood  loss 
and  iron  deficiency  anemia  are  noted 
frequently  though  there  may  be  a 
paraprotein  secreted  and  though  there 
is  little  initial  evidence  of  bone 
involvement.®’^ 

Patients  with  gastric  metastatic 
spread  may  complain  of  epigastric 
pain  and  may  have  acute  gastroin- 
testinal bleeding  secondary  to  a 
hemorrhagic  diathesis,  or  as  in  our 
patient,  a hemorrhage  from  a discrete 
lesion.  The  majority  of  cases  also 
have  bone  pain  and  anemia  secondary 
to  marrow  replacement  by  neoplastic 
plasma  cells.  Metastases  in  multiple 


myeloma  occur  late  in  the  disease 
course,  with  less  well  differentiated 
cells  frequently  noted  within  the 
metastatic  foci. 

Plasma  Cells,  Ulcerations 

This  decrease  in  the  degree  of 
plasma  cell  differentiation  in  the 
metastatic  foci  as  compared  to  the 
primary  site  is  of  interest.  Foucar 
et  al.  reported  a case  in  which 
extramedullary  spread  occurred  after 
the  cell  type  became  less  well  dif- 
ferentiated.'® Plasma  cell  metastatic 
behavior  has  also  been  correlated 
with  cellular  atypia  and  dedifferentia- 
tion by  Pasmantier.'^  Similarly,  in 
our  patient,  the  plasma  cells  within 
the  gastric  lesion  were  less  well- 
differentiated  and  more  pleomorphic 
than  those  sampled  from  the  initial 
radial  lesion. 

The  gastric  plasmacytomas  in  the 
current  case  had  overlying  mucosal 
ulcerations  which  were  apparently  the 
cause  of  upper  gastrointestinal  bleed- 
ing. Although  rare,  metastatic  gastric 
plasmacytoma  should  be  included  in 
the  differential  diagnosis  when 
patients  with  multiple  myeloma  have 
upper  gastrointestinal  bleeding. 
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Lyme  disease  is  the  most  com- 
monly reported  tick-borne  illness  in 
the  United  States.  Transmitted  by 
an  Ixodes  tick,  it  is  caused  by  the 
spirochete,  Borrelia  burgdorferi,  and 
manifests  itself  by  dermatologic, 
rheumatologic,  neurologic,  and 
cardiac  involvement.  It  is  readily 
treated  by  antibiotic  therapy.  It  has 
not  yet  been  reported  within  the 
State  of  If  est  Virginia,  but  has  been 
reported  in  all  five  of  its  border 
states. 

T yme  disease  is  a multisystem  illness 
caused  by  the  tick-borne  spiro- 
chete, Borrelia  burgdorferi.  Until 
recently,  it  occurred  primarily  in 
three  endemic  regions  of  the  United 
States:  1 ) the  Northeast,  including 
the  states  of  Connecticut,  Delaware, 
Maryland,  Massachusetts,  New  Jersey, 
New  York,  Pennsylvania  and  Rhode 
Island;  2 ) the  upper  Midwest, 
particularly  Wisconsin  and  Minne- 
sota; and  3 ) the  Pacific  Northwest, 
in  the  states  of  California,  Nevada, 
Utah  and  Oregon.*  Clinically,  the 
disease  is  similar  in  all  these  loca- 
tions; however,  the  tick  vector  in  the 
East  is  Ixodes  dammini,  whereas,  in 
the  West  it  is  Ixodes  pacificus.^ 

Lyme  Disease  now  has  been 
reported  in  the  majority  of  states 
throughout  the  United  States.  In 
1984,  a total  of  1,498  cases  was 
reported  to  the  Cancer  for  Disease 
Control  nationwide.'  That  compares 
with  226  cases  reported  in  1980.  It 
now  outnumbers  Rocky  Mountain 
Spotted  Fever,  which  had  847  cases 
reported  to  the  CDC  in  1984,  as  the 
number  one  tick-home  illness  in  the 
I nited  States.  All  five  states  sur- 
rounding the  borders  of  West 
Virginia  have  now  reported  at  least 
one  case  of  Lyme  Disease,  with  the 
majority  of  reported  cases  coming 
from  Maryland  and  Pennsylvania.' 


West  Virginia  has  not  yet  reported 
a single  case. 

Lyme  disease  has  been  reported 
in  patients  aged  one  to  eighty-eight 
years,  with  a slight  male  predomi- 
nance. Its  peak  occurrence  is  in  the 
summer  or  early  fall.' 

History 

The  early  descriptions  of  this 
illness  date  hack  to  early  20th  century 
European  literature.  The  classic  rash 
seen  in  Lyme  Disease  was  first 
described  by  Afzelius  in  Sweden  in 
1909,^  and  called  Erythema  Chromi- 
cum  Migrans  ( E.C.M.  I.  In  1913, 
the  German  physician  Lipshutz 
independently  described  the  E.C.M. 
rash  and  was  the  first  to  note  an 
association  with  the  bite  of  an  Ixodes 
tick.^  Garin  and  Bujadoux,  two 
French  neurologists,  reported,  in 


^ ^Tn  1984,  a total  of  1,498 
M.  cases  teas  reported  to 
the  Center  for  Disease  Control 
natiomvide.  That  compares 
tvith  226  cases  reported  in 
1980.  ^ ^ 


1922,  an  association  between 
Erythema  Chronicum  Migrans  and  a 
sensory  radiculitis  and  aseptic  menin- 
gitis.^ The  term  “tick-borne  menin- 
gopolyneuritis”  was  coined  in  1941 
by  the  German  physician  Bannwarth, 
who  described  19  patients  with  both 
Erythema  Chronicum  Migrans  and 
polyneuritis  and  meningitis.^  It  has 
also  been  called  “Garin-Bujadoux- 
Bannwarth  Syndrome.”  It  was  not 
until  1958  that  the  first  successful 
treatment  of  this  syndrome  complex 
was  reported  from  the  Karolinska 
Institut  of  Stockholm.  Physicians 
there  reported  77  cases  of  “Tick 
Borne  Meningopolyneuritis”  that 
were  cured  with  penicillin  therapy 
between  the  years  1948  and  1957.’^ 
The  American  saga  began  in  1970 
when  Scrimenti,  a Marquette  School 


of  Medicine  dermatologist,  described 
the  first  case  report  of  Erythema 
Chronicum  Migrans  in  the  United 
States.  He  described  the  rash  on  a 
57-year-old  physician,  beginning  at 
the  bite  of  a wood  tick  and  cured 
within  48  hours  following  one  IM 
injection  of  1.2  X lO^U  Benzathine 
Penicillin.®  The  first  cluster  of  cases 
in  the  United  States  came  six  years 
later.  Mast  and  Burrows,  in  the 
Journal  of  the  American  Medical 
Association,  reported  four  cases  of 
Erythema  Chronicum  Migrans  occur- 
ring in  Connecticut  between  July  and 
August  of  1975.  Three  of  these  cases 
were  cured  with  oral  penicillin  and 
one  with  oral  Erythromycin  in  a 
penicillin-allergic  patient.^ 

Later  that  same  year,  mothers  from 
the  small  Connecticut  River  towns  of 
Lyme  and  Old  Lyme  reported  to  the 
Connecticut  State  Health  Department 
and  Yale  University  Section  of 
Rheumatology  what  they  considered 
an  inordinate  number  of  cases  of 
recently  diagnosed  Juvenile  Rheuma- 
toid Arthritis  among  the  children  of 
that  community.  L^pon  further  in- 
vestigation, Dr.  Alan  Steere  and 
associates  reported  51  cases  of  Ery- 
thema Chronicum  Migrans  associated 
with  arthritis  and  some  cardiac 
dysfunction,  in  addition  to  the  pre- 
viously described  meningoencephalitis 
and  polyneuritis  documented  in  the 
European  literature.  Thirty-nine  of 
these  initial  51  cases  were  in  children. 
He  coined  the  term  “Lyme  Arthritis,” 
naming  it  after  the  small  Connecticut 
towns.'" 

Epidemiologic  studies  noted  a 30 
times  greater  incidence  of  Lyme 
Arthritis  on  the  eastern  shore  of  the 
Connecticut  River  when  compared  to 
the  western  shore.  The  proposed 
vector  was  identified  as  the  Ixodes 
Scapularis  tick,  whose  preferred 
hosts  are  the  white-footed  mice  and 
the  white-tailed  deer.  Both  hosts 
were  captured  on  each  side  of  the 
river,  and  investigators  found  that 
there  were  13  times  more  ticks  on  the 
white-footed  mice  and  16  times  more 
ticks  on  the  white-tailed  deer  on  the 
eastern  shore  when  compared  to  hosts 
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on  the  western  shore.  The  tick 
was  later  found  to  have  some  morpho- 
logic differences  from  the  traditional 
I.  scapularis  and  was  renamed  I. 
dammini  hy  medical  entomologists.^^ 

An  infectious  agent  transmitted 
by  the  ticks  was  suspected;  how- 
ever, it  was  not  until  1982,  when 
Burgdorfer  isolated  a Borrelia  spiro- 
chete from  the  midguts  of  the  Ixodes 
dammini  tick,  that  a proposed  agent 
emerged. The  following  year,  Steere 
and  associates  isolated  the  later-named 
Borrelia  burgdorferi  spirochete  from 
the  blood,  skin,  and  cerebral  spinal 
fluid  of  patients  diagnosed  with  Lyme 
Disease.*^  These  same  investigators 
also  noted  both  IgM  and  IgG  anti- 
bodies to  the  spirochete  in  89  of  95 
patients  ( 94  per  cent ) diagnosed  with 
Lyme  Disease  as  compared  to  no 
antibodies  for  80  asymptomatic 
controls. 

The  clinical  manifestations  of  the 
disease  seem  to  differ  between  Europe 
and  the  United  States.  These  are 
summarized  in  the  Table.  It  has  been 
postulated  that  the  differences  may  be 
accounted  for  by  the  slight  differences 
in  the  immune  responses  generated 
by  the  differing  spirochetes. 

Despite  the  primary  transmission  of 
the  spirochete  by  the  tick  vector, 
there  have  been  case  reports  of 
placental  transmission.  In  July  1985, 
Schlesinger  reported  in  the  Annals 
of  Internal  Medicine  a case  of  a 
28-year-old,  G3,  P2,  healthy, 
Caucasion  female  who  contacted 

TABLE 


Comparison  of  Lyme  Disease  Be- 
tween Europe  and  the  United  States. 


Europe 

USA 

Vector: 

Ixodes 

ricinnus 

Ixodes 

dammini 

Ixodes 

pacificus 

Organism: 

Clinical: 

Borrelia 

duttoni 

Borrelia 

burgdorferi 

E.C.M.: 

Yes 

Yes 

Neurologic: 

30-40% 

15-20% 

Rheumatologic: 

rare 

50% 

Cardiologic: 

rare 

10% 

Lyme  Disease  in  her  first  trimester. 
No  therapy  was  instituted;  the  rash 
and  other  symptoms  resolved  spon- 
taneously. The  infant  was  born  at 
35  weeks’  gestation,  weighing  3000 
grams,  but  died  shortly  after  birth 
from  severe  multiple  congenital  heart 
defects  that  included  valvular  aortic 
stenosis,  a patent  ductus  arteriosis, 
coarctation  of  the  aorta,  and  severe 
left  ventricular  dysfunction.  At 
autopsy,  the  Borrelia  burgdorferi 
spirochete  was  recovered  from  the 
infant’s  spleen  and  bone  marrow, 
hut  not  from  its  heart. 

Since  then,  19  pregnancies  have 
been  reported  to  he  complicated  by 
Lyme  Disease.  Fourteen  of  these 
pregnancies  terminated  with  normal 


espite  the  primary 
transmission  of  the 
spirochete  by  the  tick  vector^ 
there  have  been  case  reports 
of  placental  transmission.  9 ^ 


infants  while  the  others  were  reported 
to  have  congenital  heart  disease, 
intra-uterine  fetal  demise,  uncompli- 
cated prematurity,  or  developmental 
delay  with  cortical  blindness.  No 
association  has  been  linked  defini- 
tively to  the  B.  burgdorferi 
spirochete.* 

Clinical  Manifestations 

There  are  four  major  organ  systems 
involved  in  the  clinical  manifestations 
seen  in  Lyme  Disease:  skin,  nervous 
system  { involved  in  20  per  cent  of 
cases  I , cardiac  system  ( involved  in 
10  per  cent  of  cases  ) , and  joints 
( involved  in  50  per  cent  of  cases ) . 

Not  all  are  necessarily  present  in 
each  patient. 

Dermatologic  Evidence 

The  rash  that  typically  characterizes 
Lyme  Disease  is  called  Erythema 
Chronicum  Migrans.  It  normally 
manifests  between  three  and  32  days 
after  the  bite  of  a tick  with  a mean 
time  of  onset  of  about  seven  days.*^ 


It  typically  begins  as  a macule  or 
papule,  then  spreads  in  an  annular 
fashion  with  an  intensely  red,  flat 
border  followed  by  central  clearing. 

In  50  per  cent  of  cases,  this  primary 
lesion  is  followed  by  multiple,  smaller, 
yet  morphologically  similar,  secondary 
annular  lesions.  Typically,  mucosal 
surfaces  are  spared.  These  lesions 
spontaneously  resolve  in  three  to  four 
weeks.  With  appropriate  antibiotic 
therapy,  they  will  resolve  in  48  to 
72  hours. 

Associated  with  the  dermatologic 
manifestations  are  constitutional 
symptoms  mimicking  a “flu-like” 
illness.*'’  Often  there  is  fatigue, 
malaise,  myalgias,  and  fever.  In 
children,  this  fever  may  be  as  high 
as  40  °C.  The  patient  often  complains 
of  vague  right  upper  quadrant  pain 
and  anorexia.  There  is  often  a mild, 
non-tender  hepatomegaly  with  mildly 
elevated  serum  liver  enzymes  mimick- 
ing an  “anicteric  hepatitis.”  Regional 
lymphadenitis  has  also  been  reported. 
The  site  of  the  tick  bite  can  become 
necrotic  as  well  and  could  be  confused 
with  tularemia. 

Neurologic  Involvement 

This  association  was  first  noted  in 
the  European  literature.  Neurologic 
signs  manifest  between  two  and  11 
weeks  following  the  tick  bite  with  a 
mean  time  of  onset  of  four  weeks.*® 
The  most  common  neurologic  finding 
is  aseptic  meningitis  which  occurs  in 
75  per  cent  of  patients  experiencing 
some  neurologic  problem.  Other 
common  neurologic  manifestations 
are  encephalitis  and  cranial  neuritis, 
especially  with  facial  nerve  palsy. 
Chorea  has  been  reported  in  several 
children.  Also  reported  are  cerebellar 
ataxia,  mononeuritis  multiplex,  and 
myelitis.*^  Cerebrospinal  fluid 
analysis  typically  shows  mild-to- 
moderate  elevations  in  the  white 
count  in  the  range  of  20  to  500  with 
a marked  lymphocytic  predominance. 
The  protein  may  be  mildly  elevated 
while  the  glucose  typically  remains 
normal.*® 

Two  recent  neurologic  sequelae 
have  been  reported  from  those 
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typically  encountered.  In  December, 
1985,  Raucher,  in  the  Journal  of 
Pediatrics,  reported  two  ehildren  who 
developed  Pseudotumor  Cerebri  and 
were  diagnosed  with  Lyme  Disease 
based  on  the  Erythema  Chronicum 
Migrans  rash  and  positive  serum 
antibody  titers  to  B.  burgdorferi.^® 
Steere,  in  the  same  year  in  the 
Annals  of  Internal  Medicine,  reported 
a case  of  unilateral  iritis  and 
panophthalmitis  with  Erythema 
Chronicum  Migrans  in  a middle-aged 
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Disease:  skin,  nervous  system 
( involved  in  20  per  cent  of 
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female.  The  Borrelia  burgdorferi 
was  isolated  in  the  vitreous  debris 
specimens.^* 

Cardiac  Involvement 

First  recognized  as  a eomplication 
in  the  American  literature  by  Steere’s 
initial  description,*®  cardiac  signs  can 
begin  as  early  as  three  weeks  from 
the  time  of  the  tick  bite  to  21  weeks 
thereafter.  The  mean  time  of  onset 
is  five  weeks.*®  Patients  typically 
present  with  symptoms  of  syncope, 
palpitations,  dyspnea  or  chest  pain. 
Conduction  abnormalities  predomi- 
nate. Ninety  per  cent  of  the  patients 
with  cardiac  symptoms  develop  at 
least  a first-degree  atrioventricular 
block.  Forty  per  cent  of  those 
progress  to  second-degree  or  third- 
degree  complete  heart  block,  often 
requiring  temporary  pacing.  Patients 
reportedly  have  transgressed  from 
first-degree  heart  block  to  another 
very  rapidly  and  often  without 
warning. 


Valvular  cardiac  disease,  as  seen 
in  rheumatic  fever,  has  not  been 
reported;  however,  five  per  cent  of 
patients  do  develop  a myopericarditis 
or  cardiomegaly  with  left  ventricular 
dysfunction.^^ 

Rheuniatolo^c  Manifestations 

It  was  the  arthritic  component  that 
first  brought  the  illness  to  the  atten- 
tion of  American  physicians.*®  The 
arthritis  can  be  mono  or  oligoarticular 
in  nature  and  is  usually  of  sudden 
onset.  Occasionally,  it  may  be 
migratory.  Its  time  of  onset  from 
the  initial  tick  bite  is  2.6  to  24  weeks 
with  a mean  time  of  onset  of  approxi- 
mately six  weeks.*®  The  knee  is 
involved  in  84  per  cent  of  the  cases, 
followed  in  frequency  by  the  shoulder, 
temporomandibular,  and  the  ankle 
joints.*®  Ten  per  cent  of  patients  go 
on  to  develop  a chronic  recurrent 
arthritis  that  often  mimics  Juvenile 
Rheumatoid  Arthritis.  The  HLA- 
DRw2  is  a prominent  haplotype  for 
these  patients.^®  An  analysis  of  the 
synovial  fluid  during  an  acute  attack 
shows  an  elevated  white  blood  cell 
count  in  the  range  of  20,000  to 
100,000,  often  with  at  least  80  per 
cent  neutrophils.  The  protein  in  the 
synovial  fluid  is  also  often  elevated 
to  three  to  eight  grams  per  deciliter. 
Complications  of  the  arthritic  com- 
ponent have  included  the  rupture  of 
a Baker’s  cyst  into  the  gastrocnemic 
muscle  simulating  thrombophlebitis.^"* 

Diagnostic  Laboratory  Tests 

Typically,  both  the  rheumatoid 
factor  and  antinuclear  antibodies  are 
negative.  Only  50  per  cent  of  patients 
show  an  elevation  in  the  ESR,  and 
only  10  per  cent  have  elevated  white 
counts.  The  serum  AST  is  mildly 
increased  in  20  per  cent  of  the 
patients.*"  There  is  an  increased 
incidence  of  IgM  cryoglobulins  in 
patients  with  Lyme  Disease  when 
compared  to  asymptomatic  controls. 

In  those  patients  with  arthritic, 
cardiac,  or  neurologic  disease,  this 
finding  is  more  prevlaent,  and  titers 
appear  to  be  more  elevated.  In  all 
patients  with  Lyme  Disease,  45  per 
cent  will  have  serum  cryoglobulins. 


Of  those  with  ECM  alone,  only  20  per 
eent  have  this  serologic  finding, 
whereas  in  those  with  systemic 
disease,  the  incidence  is  86  per 
cent.^"* 

Serum  antibodies  specific  for  the 
Borrelia  burgdorferi  spirochete  have 
been  described  by  Russell,  in  1984, 
in  the  Journal  of  Infectious  Disease?'^ 
In  a titer  of  greater  than  1:256  using 
the  Immunofluorescence  Assay 
( IFA  ) , the  specificity  and  sensitivity 
approached  97  per  cent.  The  enzyme- 
linked  Immunosorbent  Assay 
(ELISA  ) has  a specificity  and 
sensitivity  of  100  per  cent  when  the 
titer  is  greater  than  two  standard 
deviations  from  the  norm.  The  false 
positive  test  was  described  in  several 


B: 


'ased  on  the  data  col- 
' lected  in  this  [i  952] 
study,  it  is  now  recommended 
that  patients  with  Lyme  Disease 
older  than  seven  years  he 
treated  with  tetracycline.  ^ ^ 


patients  with  other  spirochete  illnesses 
like  syphilis,  yaws,  and  pinta. 
However,  in  those  with  Lyme  Disease 
both  the  RPR  and  MHA-TP  serologic 
tests  were  always  negative.^® 

Treatment 

In  1983,  Steere  and  associates 
published  results  of  clinical  trials  in 
the  Annals  of  Internal  Medicine?'^ 
From  the  years  1980  to  1981,  108 
adults  were  randomly  divided  between 
three  treatment  groups  — each  to 
receive  250mg  four  times  daily  for  10 
days.  Patients  received  either  peni- 
cillin, tetracycline,  or  erythromycin. 
Those  receiving  penicillin  or  tetracy- 
cline had  resolution  of  their  symptoms 
between  three  and  one  half  to  four 
days  sooner  than  the  erythromycin- 
treated  group.  The  investigators  also 
noted  that  none  of  the  39  patients 
in  the  tetracycline-treated  group 
developed  any  major  disease  mani- 
festations involving  myocarditis, 
meningitis  or  arthritis,  but  three  of 
the  40  penicillin  patients  and  four  of 
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the  29  erythromycin-treated  patients 
did  develop  these  complications. 

In  1982,  49  more  patients  were 
treated  with  tetracycline  only.  They 
were  divided  into  two  treatment 
groups  consisting  of  either  a 10-day 
regimen  or  20-day  regimen.  The  time 
to  resolution  of  symptoms  was  similar 
for  both  groups:  somewhere  between 
five  and  one  half  to  six  days.  None 
of  the  49  patients  treated  with 
tetracycline  in  1982  developed  the 
systemic  manifestations  hsted  above. 

During  the  same  time,  27  children 
were  also  studied.  All  of  them  were 
treated  with  oral  penicillin  in  the 
same  dose  that  the  adults  received. 

In  this  group,  three  of  the  27  children 
developed  systemic  manifestations 
of  Lyme  Disease. 

Based  on  the  data  collected  in  this 
study  [1982] , it  is  now  recommended 
that  patients  with  Lyme  Disease  older 
than  seven  years  be  treated  with 
tetracycline.  The  dosage  recom- 
mended is  40mg  per  kg  per  day 
divided  into  four  equal  doses  for  a 
period  of  10  to  20  days  with  a 
maximum  dose  of  one  gram  per  day. 
For  children  who  are  less  than  seven 
years,  penicillin  250mg  four  times 
daily  for  a period  of  10  to  20  days  is 
preferred  to  erythromycin,  although 
this  is  the  treatment  recommended 
for  those  in  this  age  group  who  are 
sensitive  to  penicillins. 

Steere’s  group  also  studied  use  of 
high-dose,  intravenous  penicillin  for 
a 10-day  period  to  treat  those  patients 
who  had  neurological  symptoms  at 
the  time  of  diagnosis.^^  Twelve  adults, 
all  with  meningitis,  10  of  whom  also 
had  cranial  or  peripheral  neuropathy, 
received  20  X 10^  units  of  penicillin 
per  day.  All  of  them  had  complete 
resolution  of  their  symptoms  by  the 
tenth  day.  When  these  patients  were 
compared  to  15  patients  treated 
earlier  with  40  to  60mg  per  day  of 
prednisone,  those  patients  took  up  to 
almost  29  weeks  for  resolution  of 
their  neurologic  symptoms.  It  is  now 
recommended  that  the  high-dose  IV 
penicillin  therapy  be  used  to  treat 
those  who  have  neurologic  disease 
at  the  time  of  diagnosis.  An  alter- 
native therapy,  for  those  patients 


sensitive  to  the  penicillin,  is  oral 
tetracycline  500mg  four  times  daily 
for  30  days.  There  have  been  no 
controlled  studies  to  support  the  use 
of  steroids  in  Lyme  Disease;  how- 
ever, many  physicians  have  advocated 
their  use  for  the  neurologic  and 
cardiac  manifestations  of  the  illness. 

Differential  Diagnosis 

There  are  many  other  disease 
entities  that  may  be  confused  with 
Lyme  Disease,  especially  in  non- 
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endemic  areas.  Other  diseases 
presenting  with  rashes  may  be  con- 
fused with  the  typical  Erythema 
Chronicum  Migrans  rash  seen  in 
Lyme  Disease.  They  include  strep- 
tococcal cellulitis,  tularemia,  especially 
when  the  initial  tick  bite  becomes 
necrotic,  anicteric  hepatitis,  mononu- 
cleosis and  Ebstein  Barr  viral 
infections,  rheumatic  fever,  and 
erythema  multiforme. 

There  are  a host  of  arthritic  con- 
ditions that  may  be  confused  with 
Lyme  disease.  Of  special  interest  is 
rheumatoid  arthritis  in  the  adult  and 
juvenile  onset  rheumatoid  arthritis. 
Other  diseases  that  may  be  confused 
are  Reiter’s  syndrome,  reactive 
arthritis  associated  with  inflammatory 
bowel  disease  and  bacterial  diarrhea, 
systemic  lupus  erythematosis  (SLE), 
and  rheumatic  fever. 

The  carditis  seen  in  rheumatic 
fever  may  also  be  confused  with 
Lyme  Disease.  Lyme  Disease,  how- 
ever, mostly  involves  conduction 
abnormalities  and  is  not  associated 
with  valvular  disease.  Patients  with 
Lyme  Disease  also  typically  fail  to 
meet  the  Jones  Criteria  for  diagnosis 
of  rheumatic  fever.  Systemic  lupus 
and  Coxsakie  B Virus  may  also  be  con- 


fused by  presenting  with  pericarditis 
or  myocarditis,  respectively.  Other 
diseases  presenting  with  neurologic 
symptoms,  including  cranial  nerve 
palsies,  are  sarcoidosis,  central 
nervous  system  lupus  and  many 
echovirus  infections. 

Since  its  initial  description  in  1977, 
Lyme  Disease  has  continued  to 
increase  in  frequency  in  the  United 
States.  It  is  no  longer  solely  isolated 
in  the  three  previously  endemic 
areas.  Clinicians  caring  for  both 
children  and  adults  must  be  aware 
of  this  disease  and  its  clinical 
manifestations  so  that  appropriate 
diagnosis  and  treatment  may  be 
instituted  and  the  systemic 
manifestations  prevented. 

References 

1.  CDC.  Update:  Lyme  disease  and 

cases  occurring  during  pregnancy— United 
States.  MMWR  1985;  34:376-384. 

2.  Steere  AC,  Malawista  SE.  Cases  of 
Lyme  disease  in  the  United  States:  locations 
correlated  with  distribution  of  Ixodes 
dammini.  Ann  Intern  Med  1979;  91:730- 
733. 

3.  Afzelius  A.  Erythema  Chronicum 
Migrans.  Acta  Derm  Venerol  1921;  2:120- 
128. 

4.  Lipshutz  B.  Uber  einer  seltene 
Erythemform  (Erythema  Chronicum  Mi- 
grans). Arch  Dermatol  Syph  1913;  118:349. 

5.  Garin  C,  Bujadoux  C.  Paralysie  par  les 
Tiques.  J Med  Lyon  1922;  71:765. 

6.  Bannwarth  A.  Zur  Klinic  und  Patho- 
genese  der  chronischen  lymphocytaren 
meningitis.  Arch  Psychiatr  Nervenlcr  1944; 
117:161. 

7.  Hollstrom  E.  PeniciUin  treatment  of 
Erythema  Chronicum  Migrans  Afzelius.  Acta 
Derm  Venereol  (Stockh)  1958;  38:285-289. 

8.  Scrimenti  R.  Eyrthema  Chronicum 
Migrans.  Arch  Dermatol  1970;  102:104-105. 

9.  Mast  W,  Burrows  W.  Erythema 
Chronicum  Migrans  in  the  United  States. 
JAMA  1976;  236:859-860. 

10.  Steere  AC,  Malawista  S,  Snydom  D, 
et  al.  Lyme  arthritis.  Arthritis  Rheum  1977; 
20:7-17. 

11.  Wallis  R,  Brown  S,  Kolter  K,  Main 

A.  Erythema  Chronicum  Migrans  and  Lyme 
Arthritis:  field  study  of  ticks.  Am  J 

Epidemiol  1978;  108:322-327. 

12.  Steere  AC,  Broderick  T,  Malawista  S. 
Erythema  Chronicum  Migrans  and  Lyme 
Arthritis:  epidemiologic  evidence  for  a tick 
vector.  Am  J Epidemiol  1978;  108:312-321. 

13.  Spielman.  Human  babesiosis  on  Nan- 
tucket Island,  USA:  description  of  the 

vector,  Ixodes  dammini,  N.sp.  J Med 
Entomol  1979;  15:218-34. 


JANUARY,  1987,  VOL.  83  19 


14.  Burgdorfer  W,  Barbour  AG,  Hayes 
SF,  Benach  JL,  Grunwaldt  E,  Davis  JP. 
Lyme  Disease  — a tick-borne  spirochetosis? 
Science  1982;  216:1317-1319. 

15.  Steere  AC,  Grodzicki  R,  Kornblatt  A, 
Craft  J,  Barbour  A,  Burgdorfer  W,  Schmid 
G,  Johnson  E,  Malawista  S.  The  spirochetal 
etiology  of  Lyme  Disease.  N Engl  J Med 
1983;  308:733-739. 

16.  Schlesinger  P,  Duray  P,  Burke  B, 
Steere  A,  Stillman  T.  Maternal-Fetal  trans- 
mision  of  the  Lyme  Disease  spirochete, 
Borrelia  burgdorferi.  Ann  Int  Med  1985; 
103:67-68. 

17.  Steere  AC,  Bartenhagen  N,  Croft  J, 
et  al.  The  early  clinical  manifestations  of 
Lyme  Disease.  Ann  Int  Med  1983;  99:76-82. 

18.  Bruhn  F.  Lyme  Disease  AJDC  1984; 
138:467-470. 


19.  Reik  L,  Steere  AC,  Bartenhagen  N, 
Shope  R,  Malawista  S.  Neurologic  Abnor- 
malities of  Lyme  Disease.  Medicine  1979; 
58:281-294. 

20.  Rancher  H,  Kaufman  D,  Goldfarb  J, 
Jacobson  R,  Roseman  B,  Wolfe  R.  Pseudo- 
tumor Cerebri  and  Lyme  Disease:  a new 
association.  J Peds  1985;  107:931-933. 

21.  Steere  AC,  Duray  P,  Kauffmann  D, 
Wormser  G.  Unilateral  blindness  caused  by 
infection  with  the  Lyme  Disease  spirochete, 
Borrelia  burgdorferi.  Ann  Int  Med  1985; 
103:382-384. 

22.  Steere  AC,  Batsford  W,  Weinberg  M, 
et  al.  Lyme  Carditis:  cardiac  abnormalities 
of  Lyme  Disease.  Ann  Int  Med  1980;  93: 
8-16. 

23.  Steere  AC,  Giboksky  A,  Patarroyo 
ME,  Winshester  RJ,  Hardin  JA,  Malawista 


SE.  Chronic  Lyme  Arthritis  — clinical  and 
immunogenetic  differentiation  from  rheuma- 
toid arthritis.  Ann  Int  Med  1979;  90:895- 
901. 

24.  Meyerhoff  J.  Lyme  Disease.  Am  J 
Med  1983;  75:  663-670. 

25.  Russell  H.  Enzyme  linked  immunosor- 
bent assay  and  indirect  immunofluorescence 
assay  for  Lyme  Disease.  J.  Infect  Dis  1984; 
149:465-470. 

26.  Steere  AC,  Hutchinson  G,  Rahn  D, 
et  al.  Treatment  of  the  early  manifestations 
of  Lyme  Disease.  Ann  Int  Med  1983;  99: 
22-26. 

27.  Steere  AC,  Pachner  A,  Malawiista  S. 
Neurologic  abnormalities  of  Lyme  Disease: 
successful  treatment  with  high-dose  intra- 
venous penicillin.  Arm  Int  Med  1983;  99: 
767-772. 


Huntington  Ear  Clinic,  inc. 

2537  THIRD  AVENUE  HUNTINGTON,  WV  25703-1692 

J 


JOSEPH  B.  TOUMA,  M.D.,  FACS 

Practice  Limited  to  Ear  and 
Balance  Disorders 


OTOLOGIC  SERVICES 

Ear  diseases  and  surgery 
Deafness 


AUDIOLOGY 

Robert  Shumate,  M.Ed.,  CCCA 

Certified  Clinical  Audiologist 

Lena  S.  Shumate,  M.Ed.,  CCCA 

Certified  Clinical  Audiologist 


Balance  Disorders 
Facial  Nerve  Disorders 
Tinnitus 

Forensic  Otology 


AUDIOLOGIC  SERVICES 

Complete  audiometric 
testing 

New/born  & children 
testing 

Hearing  aid  evaluation, 
dispensing  & counseling 

Compensation  & 

Rehabilitation  testing 

Industrial  hearing  screening 

Central  Auditory  testing 


HUNTINGTON  TELEPHONE  NUMBER 
304-529-2407  — 304-522-8800 


PUTNAMn’EAYS  VALLEY  TELEPHONE  NUMBER 
304-757-8877 


20  THE  WEST  VIRGINIA  MEDICAL  JOURNAL 


IRA/ 

KEOGH 

DISABILITY 

, MEDICARE 

p5> 


LET  OUR 

PROFESSIONAL  STAFF 
HELP  YOU  PUT  THE 
PIECES  TOGETHER 


West  Virginia  State  Medical  Association 
Group  Insurance  Administration 

McDonough  Caperton  Association  Group 

P.O.Box  3186 
Charleston,  WV  25332 


CALL  1-800-344-5139  EXT.  708 


President’s  Page 


“7’/?e  balance  of  the  rights  of  the 
individual  as  compared  to  the  rights 
of  society  is  called  into  question.” 


Striking  The  Balance 


/^ur  Legislature  is  about  to  go  in 
session.  WVSMA  is  vitally  con- 
cerned about  tort  reforms,  about 
public  health  measures  including  the 
passage  of  mandatory  seat  belt  usage, 
laws  to  inhibit  the  use  of  tobacco 
products,  and  measures  to  protect  the 
privileged  nature  of  the  peer  review 
process. 

Additional  tort  reforms  are  neces- 
sary to  lessen  the  serious  adverse 
effects  that  the  malpractice  crisis  is 
having  on  the  availability  and  the  cost 
of  medical  care  in  the  Mountain 
State.  Our  critics  say  that  we  are 
exaggerating  these  effects.  Their 
problem  is  that  they  do  not  realize 
the  accumulative  and  lasting  results 
of  the  decisions  being  made  by  West 
Virginia  physicians  today  to  limit 
their  practice,  to  retire  early,  or  to 
move  to  a more  favorable  environ- 
ment. 

In  addition  to  the  imbalances 
within  the  tort  system,  we  are  coming 
to  realize  that  other  deeply  held 
beliefs  and  traditions  within  our 
society  are  contributing  to  the 
resistance  to  the  correction  of  the 
malpractice  dilemma. 

The  balance  of  the  rights  of  the 
individual  as  compared  to  the  rights 
of  society  is  called  into  question. 

Two  problems  in  the  malpractice 
crisis  clearly  identify  this  balance  as 
critical.  The  placement  of  caps  on 
the  awards  for  pain  and  suffering 
and  economic  awards  has  been 


challenged  by  the  American  Trial 
Lawyers  Association  as  denying  the 
rights  of  the  individual  plaintiff  to 
seek  unlimited  compensation  (and 
incidentally,  for  the  trial  attorney  to 
seek  unlimited  attorney’s  fee  ) . Yet 
this  unlimited  process  drives  up  the 
cost  of  medicine  for  all  of  society 
and  reduces  the  availability  of  care 
in  many  areas. 

The  availability  of  vaccines  to  the 
general  public  is  one  of  the  most 
important  advances  in  the  history  of 
medicine.  That  availability  is  being 
threatened  by  the  successful  big- 
dollar  suits  being  brought  against  the 
manufacturer  of  vaccines  because  of 
rare,  but  serious,  adverse  effects  to 
individuals  when  vaccinated.  We 
have  learned  how  to  minimize,  but 
not  eliminate,  these  effects.  Because 
of  our  inability  to  make  vaccines 
which  can  be  guaranteed  to  be  totally 
harmless  to  the  individual,  are  we  to 
deny  the  splendid  benefits  of  vaccina- 
tion to  the  society  as  a whole? 

The  finances  of  the  medical  mal- 
practice problem  are  terribly  out  of 
balance.  Some  360,000  physicians 
must  pay  premiums  to  cover  the  entire 
cost  of  the  claims  potentially  brought 
against  physicians  by  230,000,000 
people  in  this  country.  These  pay- 
ments must  generate  enough  money 
to  cover  the  cost  of  the  defense  both 
in  successful  and  unsuccessful  suits 
and  the  awards  to  the  plaintiff  and  his 
attorney  when  the  case  is  either 


settled  out  of  court  or  decided  in 
favor  of  the  plaintiff  by  a jury.  These 
costs  are  so  out  of  balance  that  of  all 
the  money  spent  in  this  area,  by  far, 
most  goes  to  attorneys,  and  approxi- 
mately 30  per  cent  goes  to  tbe  plain- 
tiff or  patient.  Surely,  it  should  be 
possible  for  us,  society  as  a whole, 
to  devise  a less  costly  system. 

Society  has  yet  to  respond  to  one 
of  the  root  causes  of  the  present  high 
frequency  of  suits,  the  distinction 
between  a less  than  perfect,  or  if  you 
will,  a “bad  result”  which  occurs 
from  malpractice  and  a similar  “bad 
result”  which  occurs  despite  optimal 
care.  For  example,  when  a baby  is 
born  and  is  less  than  perfect,  someone 
will  seek  compensation  for  the  child 
and  his  parents  on  a claim  of  mal- 
practice whether  any  malpractice 
occurred  or  not. 

Society  as  a whole  must  deal  with 
these  serious  imbalances  before  a 
reasonable  solution  to  the  present 
crisis  can  occur.  We  must  increase 
society’s  awareness  of  the  essential 
importance  of  striking  the  balance 
between  the  rights  of  the  individual 
and  the  rights  of  society.  Our 
profession  should  lead  the  way 
to  reforms  in  the  financing  of  the 
malpractice  costs  and  for  finding  a 
way  to  compensate  the  “bad  result” 
whether  it  occurs  as  a result  of  mal- 
practice or  occurs  despite  optimal 
care. — Charles  E.  Turner,  M.  D. 
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Editorials 


Delmas  E.  Greeneltch,  R.LP. 


Green  and  Red.  Those  are  the 

colors  one  envisions  when  Delmas 
Greeneltch  comes  to  mind.  Greeny 
in  his  little  red  Porsche. 

He  wasn’t  really  very  sporty.  The 
car  was  just  quick.  Like  he  was.  It 
got  him  around  the  state  quickly.  He 
covered  a lot  of  ground  for  the  State 
Medical  Association  in  the  early  60s. 

There  are  still  a few  around  who 
recall  his  Pixie  smile  and  his 
legendary  energy.  There  were  those 


— even  those  close  to  him  — who 
swore  he  never  slept  and  needed  no 
sleep.  He  sleeps  now.  Greeny  died 
November  12  in  Arizona.  The  bare 
facts  of  his  obituary  appear  elsewhere 
in  The  Journal. 

He  retired  in  1970.  God  knows 
why.  It  wasn’t  to  rest.  A silver 
Airstream  trailer  became  his  new 
symbol  as  he  organized  and  led 
freight-train-like  caravans  of  similarly 
equipped  travel  trailer  enthusiasts 


about  this  country,  Mexico,  Central 
America  and  even  into  Africa. 

His  life  was  a wellspring  of  energy, 
activity,  enjoyment  and  service.  He 
lived  fully  and  gave  bounteously. 

He  died,  without  doubt,  not  with 
regret  but  alive  with  curiosity  and 
anticipation  of  experiences  yet  to 
come.  He  would  not  have  us  grieve 
for  him.  We  try  not  to.  But  we  shall 
miss  him.  We  will  not  know  another 
like  him. — SDW 


Thank  You,  Frank 


Tt  is  a story  for  another  day  to 

comment  on  the  self-congratulation 
showered  on  themselves  by  the 
nation’s  news  gatherers.  Saying  nice 
things  about  people  just  does  not  sell 
newspapers  or  improve  Nielson 
ratings.  Scandal,  conflict,  sin,  sex 
and  dishonesty  are  the  sought-for 
items  to  produce  those  commercial 
benefits. 

Occasionally,  almost  by  accident, 
however,  the  goodness,  the  humanity 
and  the  sensitivity  of  the  long-suf- 
fering viewers  of  the  media  penetrate 
the  contrived  superficialities  of  our 
daily  news  fare.  The  Letters  Column 

Ambivalence 

■JVTo  profession  has  been  viewed 
-*-N  with  more  ambivalence  than 
the  medical  profession. 

At  the  interim  AMA  meeting  in 
Las  Vegas,  the  Las  Vegas  Sun 
included  a very  positive  editorial  on 
the  profession’s  use  of  technology  for 


is  a good  place  to  look  for  such 
penetrations. 

This  is  a lengthy  way  of  introduc- 
ing the  fact  that  we  have  recently 
had  the  opportunity  to  read  some 
very  nice  things  about  a man  we 
very  much  admire. 

It  seems  that  Frank  Holroyd  just 
can’t  stop  helping  all  the  rest  of  us. 
Since  his  retirement  down  in  Mercer 
County,  the  Letters  Column  in  the 
local  newspaper  has  been  overflowing 
with  tributes  to  Frank,  his  dedication, 
his  generosity,  and  his  loyalty  to 
patients,  family,  friends  and 


the  benefit  of  patients.  The  AMA’s 
stand  for  a smokeless  society  by  the 
year  2000,  its  support  of  a uniform 
test  for  AIDS,  and  its  proposal  for 
random  drug  testing  of  athletes  were 
praised.  New  proposals  for  investi- 
gating radon  gas  in  homes  and  a 


colleagues.  How  often  we  read 
other  things  about  doctors! 

The  doctors  in  this  state  will  never 
be  able  to  repay  Frank  Holroyd’s 
selfless  labor  on  behalf  of  all  of  us 
during  all  those  years  he  represented 
our  interests  on  the  Medical 
Licensing  Board  and  with  the  State 
Medical  Association  and  the  AMA. 

Good  PR  is  something  hard  to 
come  by  these  days  and  Frank 
Holroyd  is  still  out  there  gathering 
it  in  for  us.  We  appreciate  every 
bit  of  it. 

Don’t  stop  now,  Frank.  We  really 
need  you!  — SDW 


study  of  home  care  for  the  elderly 
and  disabled  were  cited  as  evidence 
of  the  profession’s  interest  in  meeting 
new  challenges  and  trends. 

On  the  same  editorial  page  was  a 
somewhat  angry  letter  to  the  Editor 
calling  for  strong  legislative  action  to 
lower  health  care  costs  in  Nevada, 
which  were  described  as  the  highest 
in  the  nation. 

On  the  flight  home,  I sat  beside  a 
lady  building  contractor  from  Cleve- 
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land.  Upon  learning  I was  a phy- 
sician, she  assailed  me  about  health 
care  costs,  including  her  personal  and 
employees’  insurance  rates,  and  said 
that  something  like  the  Canadian 
system  would  be  the  only  solution 
for  this  country. 

She  rejected  any  thoughts  of  plac- 
ing Medicare  on  a sounder  basis 
through  determining  ability  to  pay 
plus  the  addition  of  catastrophic 
insurance  coverage. 

When  told  that  most  of  the  national 
health  care  systems  did  alter  the 


physician /patient  relationship,  she 
said  she  would  never  seek  care  from 
other  than  her  own  family  physician 
whom  she  described  as  a “brillant, 
caring  physician  who  is  not  interested 
in  making  money.” 

She  did  not  find  strange  the  fact 
that  we  pay  much  more  for  recreation 
in  this  country  than  we  do  for  health 
care,  vaguely  deciding  that  the 
former  is  an  optional  expenditure 
while  the  latter  is  a necessity;  there- 
fore she  felt  that  the  disparity  is 
justified.  When  I was  ungallant 


enough  to  suggest  that  there  was  an 
anomaly  between  ber  stand  on  health 
care  costs  and  her  three-day  gambling 
jaunt  to  Las  Vegas,  she  lapsed  into 
icy  silence  for  the  rest  of  the  trip, 
giving  me  a barely  cordial  goodbye 
when  we  arrived  at  our  destination. 

Our  Editor  has  said  that  this  is  not 
the  time  to  be  an  apologist  for  the 
medical  profession.  He’s  right.  If 
we  are  to  counter  the  ambivalence, 
we  must  speak  out  with  unmistakable 
clarity,  pointing  out  the  inconsist- 
encies in  the  ways  in  which  we  and 
the  profession  are  viewed. — DZM 


Our  Readers  Speak 

Institutionalized  Aged  And  Concentrated  Music 


I wrote  several  months  ago  in 
regard  to  therapeutic  results  of  bag- 
pipe music  at  Weston  Hospital. 
Like  some  music  lovers,  with  re- 
spect to  bagpipe  music,  it  might  be 
that  your  readers  can  take  only  so 
much  of  this  sort  of  thing. 

I have  no  plans  for  additional 
follow-up  but  I do  tbink  the  test  of 
memory  in  an  institutionalized 
elderly  population  is  interesting  — 
far  more  seems  to  be  remembered 
than  one  might  think.  At  any  rate, 
I submit  the  following. 

The  psychogeriatric  population 
of  Weston  Hospital  comprises  a 
mixed  group  of  male  and  female 
patients  whose  diagnoses  range 
from  mental  retardation  and  chron- 
ic schizophrenia  to  the  demented, 
and  others  who,  for  various  rea- 
sons, have  found  difficulty  in  find- 
ing less  resrtictive  placement  in  the 
community. 

It  has  been  especially  tbe  female 
geriatric  group  who  has  enjoyed 
music  as  a form  of  recreational 
therapy,  not  only  listening  to  per- 
formances on  the  piano  and  auto- 
harp, but  also  engaging  in  tbe  play- 
ing of  the  piano  and  singing.  The 
men  have  shown  less  interest  and 
ability  to  participate. 


The  ward  physician  for  the  psy- 
chogeriatric unit  had  made  a prac- 
tice over  the  years  of  playing  for 
his  aged  patients  on  a Highland 
Bagpipe;  many  times  a favorable 
response  bad  been  noted  from  the 
patients.  The  present  study  was 
undertaken  to  assess  response  to  the 
bagpipe  by  independent  observers, 
and  to  assess  recall  after  one  week. 

On  January  12,  1986,  the  ward 
physician  played  the  bagpipe  for 
a ward  of  16  geriatric  female  pa- 
tients and  a ward  of  25  geriatric 
male  patients.  Response  was  as- 
sessed immediately  afterwards,  and 
recall  and  response  were  assessed 
again  on  January  20.  The  female 
geriatric  patients,  who  had  the  most 
recreational  exposure  to  music, 
showed  the  most  striking  results — 
over  half  both  enjoyed  the  bagpipe 
and  recalled  it  favorably  a week 
later.  The  remaining  did  not  take 
well  to  the  music,  and  only  half 
of  these  demonstrated  recall. 

There  were  no  incidents  of  agi- 
tation or  disturbed  behavior  among 
any  of  the  patients. 

On  the  same  dates,  the  bagpipe 
was  played  for  the  geriatric  male 
patients  and  a reassessment  done  in 
a week.  Again,  over  half  the  men 
enjoyed  the  music,  although  only  a 


third  could  recall  it  a week  later. 
One  86-year-old  patient,  one  of 
roughly  10  per  cent  who  did  not 
like  the  music,  tried  to  offer  the 
performer  a can  of  snuff  in  order  to 
get  him  to  cease.  A third  of  the 
men  had  no  comprehension  or  re- 
call of  the  music. 

It  is  evident  from  this  study  that 
both  male  and  female  psychogeria- 
tric patients  can  for  the  most  part 
express  their  preferences  for  or 
against  an  intense  form  of  music. 
The  differences  between  the  male 
and  female  patients  may  reflect  the 
greater  exposure  of  the  females  to 
music  as  a recreational  therapy,  or 
may  simply  reflect  the  differences 
inherent  in  their  senescence.  Al- 
though there  were  no  untoward 
emotional  disturbances  noted  in 
either  group,  it  may  be  necessary 
in  the  future  to  inquire  of  the  pa- 
tients beforehand,  if  possible,  as  to 
their  preference  to  hearing  the  mus- 
ic of  the  bagpipe. 

John  H.  McWhorter,  M.  D. 

Chief  of  Medicine,  Weston  Hospital, 

Weston,  WV  26452 


The  author  acknowledges  the  assist- 
ance of  Martha  Rymer,  L.P.N.,  and 
Carolyn  Withers,  R.N.,  both  staff  nurses 
at  Weston  Hospital,  for  their  observations 
and  collection  of  data. 
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General  News 


J.  David  Haddox,  D.D.S.,  M.  D.  Richard  A.  DeVaul,  M.  D. 


‘Management  Of  Chronic  Pain’ 

To  Open  1987  ‘Mid -Winter’  Meet 


Texas  and  Wisconsin  doctors  will 
join  West  Virginia  faculty  for  the 
opening  Friday  afternoon,  January  23, 
session,  “Management  of  Chronic 
Pain,”  of  the  20th  Mid-Winter 
Clinical  Conference  at  the  Charleston 
Marriott. 

Dr.  Philip  L.  Gildenberg  of 
Houston,  a neurosurgeon,  will  speak  on 
“Multidisciplinary  Management 
Program  for  Chronic  Pain” 
during  the  panel  discussion  by  five 
speakers,  and  Dr.  J.  David  Haddox, 
D.D.S.,  M.  D.,  Milwaukee,  will  talk 
on  “Psychotropic  Drug  Use  in  Pain.” 

The  annual  CME  conference,  which 
will  end  at  noon  Sunday,  January  25, 
is  sponsored  by  WVSMA,  Marshall 
and  West  Virginia  University  schools 
of  medicine. 

Dr.  Richard  A.  DeVaul,  WVU 
Medical  School  Dean  and  Professor 
of  Behavioral  Medicine  and 


Psychiatry,  will  moderate  the  pain 
session  and  also  discuss  “The 
Management  of  Chronic  Pain:  A 
Psychiatrist’s  Perspective.” 

The  other  panelists  will  be  Dr.  J.  K. 
Lilly  III,  Charleston  anesthesiologist, 
whose  subject  will  be  “Invasive  Pain 
Management  Techniques  by  the 
Anesthesiologist,”  and  Gary  F. 

Ganahl,  Ph.D.,  WVF^  Assistant 
Professor  and  Director  of  Family 
Studies  and  Training,  Department  of 
Behavioral  Medicine  and  Psychiatry, 
Morgantown,  “Hypnosis  for  the 
Reduction  of  Chronic  Pain.” 

Substance  Abuse  Talk 

“Never  My  Child”  is  the  title  of 
the  substance  abuse  talk  by  Kitty 
Baughn,  R.N..  during  the  Saturday 
morning  session  on  “Problems  of 
Adolescence,”  it  also  has  been 
announced  by  the  Program  Committee 
( see  December  issue  of  The  Journal 


for  additional  information  concerning 
this  session  I . Baughn  is  a certified 
family  therapist  and  social  worker 
with  the  Adolescent  Care  Unit  at 
CAMC  General  Division. 

Other  session  general  discussion 
areas  will  be  “Concerns  in  Geriatrics,” 
Saturday  afternoon,  and  “Ethical 
Dilemmas  for  the  1980s  and 
Beyond,”  Sunday  morning. 

Some  250  practicing  physicians, 
residents,  students  and  nurses  usually 
come  to  the  annual  January  event  in 
Charleston. 

‘Timely  Subjects’ 

“Historically,  the  Program  Com- 
mittee has  tried  to  come  up  with 
timely  subjects  and  use  a practical 
approach  which  will  attract  practicing 
physicians  and  give  them  something 
to  take  back  to  their  offices,”  said 
William  0.  McMillan,  Jr.,  M.  D., 
Charleston,  Chairman  of  the  Program 
Committee.  “This  formula  seems  to 
work,  because  we  maintain  a steady 
attendance  year  in  and  year  out 
despite  the  cold  weather  and 
occasional  blizzards  in  January. 

“We  believe  this  year’s  program 
is  especially  pertinent  for  West 
Virginia’s  doctors,  and  we’re  expect- 
ing a larger-than-ever  turnout.” 

Physicians’,  Public  Sessions 

The  impaired  physician  will  be 
the  focus  of  the  Eriday  evening 
Physicians’  Session,  and  “Foods  for 
Healthy  Living”  the  topic  of  the 
concurrent  Public  Session  ( see 
separate  stories  about  these  sessions 
elsewhere  in  this  issue  of  The 
Journal ) . 

The  public  session  will  be  previewed 
with  a “Foods  for  Healthy  Living 
Luncheon”  for  physicians  and  their 
spouses  at  11:30  A.  M.  Friday.  The 
luncheon,  co-sponsored  by  the 
Auxiliary  and  for  which  100  tickets 
will  be  available,  will  feature  cooking 
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demonstrator  Judi  Grigoraci  of 
Charleston. 

University  Of  Texas 

Doctor  Gildenberg,  born  in 
Pennsylvania,  has  been  in  Houston 
since  1975  and  is  now  Clinical 
Professor  of  Neurosurgery  at  the 
University  of  Texas  Medical  School 
at  Houston.  He  holds  both  an  M.  D. 
degree  ( 1959  I and  Ph.D.  degree 
1 1970  ) in  neurophysiology  from 
Temple  University  in  Philadelphia. 

Doctor  Gildenberg  is  Editor  of 
Applied  Neurophysiology,  and  Series 
Editor,  Pain  and  Headache,  S. 

Karger,  Basel;  and  is  on  the  Editorial 
Board  of  the  Journal  of  Computed 
Tomography.  He  is  a past  President 
and  current  Secretary-Treasurer  of 
the  American  Society  for  Stereotactic 
and  Functional  Neurosurgery;  and  is 
Secretary-General  and  Treasurer  of 
the  World  Society  for  that  group. 

He  has  been  a visiting  professor  at 
a number  of  medical  schools  in  the 
United  States  and  in  Italy,  Holland, 
Norway  and  Mexico,  and  was  co- 
author with  Doctor  DeVauI  of  the 
book.  The  Chronic  Pain  Patient: 
Evaluation  and  Management,  in 
1985. 

Doctor  Gildenberg  is  the  author 
or  co-author  of  18  abstracts  and  95 
articles,  has  been  the  editor  of  pro- 
ceedings for  nine  scientific  meetings, 
and  has  been  a co-producer  of  four 
medical  films. 

WVU  Graduate 

Doctor  Haddox,  a 1981  WVU 
Medical  School  graduate,  is  now 
Assistant  Professor  of  Anesthesiology 
and  Assistant  Professor  of  Psychiatry 
and  Mental  Health  Sciences  at  the 
Medical  College  of  Wisconsin  in 
Milwaukee.  From  1981  to  1985,  he 
was  a resident  in  the  departments  of 
anesthesiology  and  behavioral  medi- 
cine and  psychiatry  at  WVU,  and  a 
fellow  in  the  Pain  Clinic,  Department 
of  Anesthesiology,  at  the  Medical 
College  of  Wisconsin. 

Doctor  Haddox  also  received  a 
D.D.S.  degree  from  WVU  in  1977. 
and  currently  is  Clinical  Assistant 
Professor  in  the  Department  of 
Hospital  Dentistry,  WVU  School  of 
Dentistry. 


Gary  F.  Ganahl,  Ph.D. 


He  has  made  a number  of  presenta- 
tions on  pain  including,  in  1986, 
“Chronic  Pain  — A Psychiatric 
Perspective,”  WVU  Grand  Rounds, 
and  “Long-Term  Epidural  Morphine 
Administration  for  Cancer  Pain: 
Technique  and  Management” 

( videotape  ) , scientific  exhibit  at  the 
American  Society  of  Anesthesiologists 
meeting  in  Las  Vegas. 

Doctor  Haddox  was  President  of 
the  WVLI  School  of  Medicine  Class 
of  1981. 

WVU  Dean  Since  1983 

Dean  DeVaul  holds  a B.S.  degree 
from.  Iowa  State  University,  and 
received  his  M.D.  degree  from  the 
University  of  Rochester  School  of 
Medicine  and  Dentistry  in  1966. 

He  completed  his  residency  at  Johns 
Hopkins  L'niversity  School  of 
Medicine  in  1974. 

He  was  appointed  Assistant  Profes- 
sor of  Psychiatry  and  Medicine  at  the 
University  of  Texas  Medical  School 
at  Houston  in  1974,  and  in  1977  was 
named  Assistant  Dean  for  Admissions 
at  that  institution.  He  was  promoted 
to  Associate  Professor  in  1978. 

Doctor  DeVaul  assumed  the  WVU 
position  in  1983.  His  areas  of  clinical 
and  research  interest  include  pain 
management,  bereavement  and 
unresolved  grief,  and  death  and  dying. 
He  has  numerous  publications  in 
referred  journals  and  has  contributed 
to  and  co-authored  several  books  in 
the  fields  of  management  of  chronic 


pain  and  unresolved  grief.  He  has 
served  on  numerous  institutional, 
local  and  national  committees,  is  on 
the  editorial  board  of  Psychiatry 
Medicine,  and  has  served  as  an 
examiner  for  the  American  Board  of 
Psychiatry  and  Neurology. 

Founder  of  CAMC  Pain  Program 

Doctor  Lilly  is  the  founder  and 
Medical  Director  of  the  Pain  Manage- 
ment Program  at  CAMC,  and  is  a 
founding  partner  and  current  Presi- 
dent of  General  Anesthesia  Services, 
Inc.,  in  Charleston.  He  is  President 
of  the  West  Virginia  Society  of 
Anesthesiologists,  and  WVU  Clinical 
Professor  of  Anesthesiology. 

Doctor  Lilly  was  Chairman  of  the 
CAMC  Department  of  Anesthesiology 
in  1980-84,  and  was  Chief  of 
Anesthesiology  at  the  former 
Kanawha  Valley  Memorial  Hospital 
in  Charleston  in  1983-85. 

Born  in  Oak  Hill,  Doctor  Lilly 
received  his  M.  D.  degree  in  1971 
from  WVU  where  he  served  a surgi- 
cal internship  followed  by  post- 
graduate work  at  the  U.  S.  Naval 
Aerospace  Medical  Institute  in  Pensa- 
cola, Florida,  and  at  Virginia  Mason 
Hospital  and  Medical  Center  in 
Seattle. 

Hypnosis  Clinical  Trainer 

Doctor  Ganahl,  who  came  to  WVU 
in  1982  from  the  State  of  Maryland 
Department  of  Health  and  Mental 
Hygiene,  is  Director  for  WVU 
courses  on  family  therapy,  and 
Co-Course  Director  for  the  Clinical 
Hypnosis  Study  Group.  He  is  a 
lecturer  to  grand  rounds  in  pediatrics, 
psychiatry  and  family  practice  and 
in  other  seminars,  and  has  clinical 
supervision  of  residents,  psychology 
interns,  psychology  graduate  students, 
and  social  work  practicum  students  in 
family  and  marital  therapy  and 
human  sexuality. 

Doctor  Ganahl  has  been  Clinical 
Trainer  for  the  West  Virginia 
Conference  on  Hypnosis,  The  Art  in 
the  Science  of  Healing,  since  1984. 

Born  in  San  Diego,  he  was  gradu- 
ated from  the  University  of  California 
at  Santa  Cruz  in  psychology,  received 
his  M.  A.  degree  from  the  University 
of  Denver  in  1976  in  Child-Clinical 


26  THE  WEST  VIRGINIA  MEDICAL  JOURNAL 


Psychology,  and  his  Ph.D.  in  1981 
from  Georgia  State  University  in 
Clinical  Psychology  and  Family 
Specialization. 

Speakers  and  topics  announced 
previously  are: 

Saturday  Morning  (“Problems  of 
Adolescence”  I — (in  addition  to 
Kitty  Baughn,  R.N.,  as  noted  above) 
overview  of  session  by  moderator,  Dr. 
John  P.  MacCallum,  Charleston 
psychiatrist;  “Depression  and  Sui- 
cide,” Dr.  Johnnie  L.  Gallemore, 
Professor  and  Chairman,  Department 
of  Psychiatry  at  MU,  and  Acting 
Chief,  Psychiatry  Service,  Huntington 
Veterans  Administration  Medical 
Center;  and  “Adolescent  Pregnancy,” 
Dr.  David  Charles,  Professor  and 
Chairman,  MU  Department  of 
Obstetrics  and  Gynecology. 

Saturday  Afternoon  (“Concerns  in 
Geriatrics” ) — “Alzheimer’s  Disease,” 
Albert  F.  Heck,  M.  D.,  Professor 
of  Neurology,  WVU  Charleston 
Division;  staff  neurologist,  CAMC, 
and  Director,  Neurological  Training, 
WVU  Charleston  Division;  “Update 
on  Immunization  of  the  Elderly,” 
Maurice  A.  Mufson,  M.  D.  (also 
moderator  ) , MU  Professor  and 
Chairman  of  Medicine,  and  Professor 
of  Microbiology;  “Exercise,  Nutrition 
and  Mobility,”  Joye  A.  Martin,  M.  D., 
MU  Associate  Professor  and  Chief, 
Section  of  Geriatric  Medicine, 
Department  of  Family  and 
Community  Health; 

“Polypharmacy  in  the  Elderly,” 
Shirley  Neitch,  M.  D.,  MU  Assistant 
Professor  of  Medicine  and  Chief, 
Section  of  Geriatrics,  Department  of 
Medicine,  and  “Depression  in  the 
Elderly,”  Allen  Kayser,  Jr.,  M.  D., 

MU  Assistant  Professor  of  Psychiatry; 

Sunday  Morning  ( “Ethical 
Dilemmas  for  the  1980’s  and 
Beyond” ) — Warren  Point,  M.  D., 
Assistant  Chairman,  Department  of 
Medicine,  WVU  Medical  School; 
Chairman,  Department  of  Medicine, 
CAMC,  and  Professor  and  Director, 
Department  of  Medicine,  WVU 
Charleston  Division;  and  Eugene  A. 
Stead,  Jr.,  M.  D.,  Professor  Emeritus, 
Florence  McAlister  Professor  of 


Medicine  and  Chairman,  Department 
of  Medicine,  Duke  University. 

Dr.  David  Z.  Morgan,  Associate 
Dean,  WVU  School  of  Medicine, 
Morgantown,  will  moderate  the 
Sunday  morning  session,  which  will 
cover  code  issues,  organ  donations 
and  the  comatose  patient. 


Focus  Of  Physicians*  Session 


Impairment  And 


The  delicate  dynamics  of 
approaching  the  impaired  physician 
will  undergo  a “verbal  dissection” 
during  the  Mid-Winter  Clinical 
Conference  in  January  at  the  Charles- 
ton Marriott. 

Those  attending  the  Physicians’ 
Session  Friday  evening,  January  23, 
will  learn  more  about  the  Associa- 
tion’s Committee  on  Impaired 
Physicians.  That  group  continues 
to  move  closer  to  its  objective  of 
more  direct  intervention  to  help  state 
doctors  who  are  troubled  by  such 
problems  as  emotional  difficulties, 
financial  worries  and  alcohol  and 
chemical  impairment. 

Conference  planners  promise  a 
“no-nonsense”  approach  including 
not  only  panel  discussion  but  role- 
playing  episodes  illustrating  the 
impaired  physician  and  the  difference 
between  an  “amateur”  intervenor  and 
professional  intervenor. 

“If  we  [doctors]  don’t  help  our- 
selves, it’s  not  only  going  to  cost  us 
money  in  the  long  run,  but  someone 
else  may  very  well  start  doing  it  for 
us,”  said  H.  Wayne  Dickison,  M.  S., 


Program  Committee 

Other  members  of  the  Program 
Committee  are  Doctor  Mufson  and 
Drs.  Joseph  T.  Skaggs,  Charleston; 
Richard  G.  Starr,  Beckley;  John  W. 
Traubert,  Morgantown,  and  C.  Carl 
Tully,  South  Charleston. 


certified  addiction  consultant  in 
Wheeling  who  will  participate  in  the 
program  discussion  and  role-playing. 

The  necessity  of  professional 
intervention  can  be  appreciated  after 
a person  sees  “how  frustrating  and 
futile  it  is  to  try  to  help  a colleague 
without  any  specific  training,” 
Dickison  observed. 

Ample  time  for  answering  questions 
from  the  audience  at  the  end  of  the 
program  will  be  allowed. 

The  scope  of  the  session  wall 
include: 

• Explanation  of  the  concept  of 
the  Committee  On  The  Impaired 
Physician  and  its  support  from 
WVSMA 

• Explanation  of  the  scope  of  the 
problem  of  the  impaired  physician 
and  the  rationale  of  the  Committee 

• Description  of  the  dynamics 
involved  in  impaired  professionals 
and  why  they  avoid  getting  help  and 
why  their  colleagues  avoid  trying  to 
help  them 

• A suggested  model  for  interven- 
tion and  help 

• Personalized  accounts  of  not 
only  why  we  need  a system,  but  how, 
even  in  its  present  form,  it  does  work 

The  others  taking  part  in  the 
Physicians’  Session  will  be  Drs. 
Kenneth  M.  Fink,  Huntington, 
Committee  Chairman;  Thomas  A. 
Haymond,  Reedsville,  Committee 
member;  Stephen  D.  Ward,  Wheeling, 
Chairman  of  the  Association’s 
Judicial  Commission;  Harry  S. 

Weeks,  Jr.,  Wheeling,  Vice  Chair- 
man, West  Virginia  Board  of  Medi- 
cine; E.  Lee  Jones,  Wheeling,  and 
David  Z.  Morgan,  Morgantown, 
Chairman,  WVSMA  Council;  and 
Don  Sensabaugh,  Charleston, 
WVSMA’s  legal  counsel. 


Intervention 
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Luncheon  For  Doctors  To  Preview  Public  Session 


“Foods  for  Healthy  Living”  will 
be  the  subject  of  the  Friday  even- 
ing, January  23,  Public  Session 
during  the  Mid-Winter  Clinical 
Conference. 

The  program,  a panel  discussion 
followed  by  a reception,  will  be 
previewed  by  a “Foods  for  Healthy 
Living”  luncheon,  co-sponsored  by 
the  Auxiliary,  at  11:30  A.  M. 
Friday.  The  luncheon  is  courtesy 
of  Chapman  Printing  Company. 

Tickets  for  100  physicians  and 
spouses  will  be  available  for  the 
luncheon,  which  will  feature  cook- 
ing demonstrator  Judi  Grigoraci  of 
Charleston. 

Frances  C.  Wilkinson,  M.S., 
R.D.,  will  he  a member  of  the  Fri- 
day evening  panel,  and  also  will 
be  moderator  of  the  luncheon  pro- 
gram. 

Panel  moderator  will  be  Ronald 
L.  Cleavenger,  M.  D.,  Assistant 
Professor,  Department  of  Family 
Practice,  West  Virginia  University 
School  of  Medicine,  Morgantown. 
One  of  Doctor  Cleavenger’s  re- 
search projects  has  been  to  assess 


cardiovascular  disease  risk  factors 
and  the  dietary  profile  of  college 
students.  He  also  gives  a pharmacy 
lecture  on  “Nutritional  Excesses 
and  Deficiencies  — Clinical  Mani- 
festations.” 

The  third  panelist  will  be  an 
exercise  physiologist.  Jack  Taylor, 
M.S.,  Director  of  Corporate  Health, 
Charleston  Area  Medical  Center. 

Mrs.  Wilkinson,  current  Presi- 
dent of  the  West  Virginia  Dietetic 
Association,  for  the  past  nine  years 
has  been  with  the  West  Virginia 
Department  of  Health  as  the 
Nutrition  Education  Coordinator 
for  the  Women,  Infants  and  Chil- 
dren ( WIC ) Program.  The  pro- 
gram is  for  low-income,  pregnant 
and  breastfeeding  women,  infants 
and  children  up  to  age  five. 

She  also  has  worked  as  a part- 
time  clinical  dietitian,  a weight 
loss  counselor  with  Weight  Watch- 
ers International,  Inc.,  and  an  in- 
structor in  nutrition  for  nursing 
students  at  West  Virginia  State 
College. 


A specifically -desired  seminar  for  physicians  on  the  tax  law  changes  enacted 
in  Congress  in  1986  was  held  by  WVSMA  November  19  at  the  Ramada  Inn  in  South 
Charleston.  Shown  above  are  some  of  the  doctors  who  attended,  with,  in  the 
foreground,  the  two  program  instructors — Sandra  Thomas  (at  lectum  with  back 
to  camera),  Senior  Manager,  Ernst  and  Whinney,  Certified  Public  Accountants, 
Charleston,  and  Melody  A.  Simpson  (seated  in  first  row),  attorney  with  Kay,  Casto 
and  Chaney,  Charleston. 


O 

O 


r-LU  Poetry 
y Corner 


Hunting  In  Winter 

Am  I the  only  one  in  the  world 
To  hear  these  snowflakes  falling  on 
my  hat? 

And,  as  for  that, 

Is  there  any  other  sound  in  the  world? 
I hear  none. 

The  last  I heard 
Was  a junco  bird 
As  he  peeped  at  me 
Sitting  under  this  tree 
With  my  rifle  laid  hy 
While  1 pondered  the  sky. 

And  there  was  a chattering  squirrel 
Who  took  my  presence 
As  an  afront. 

And  let  me  know 
In  his  own  words 
From  the  safety  of  a stump. 

But  they  are  gone  now. 

And  all  that’s  left 
are  the  snowflakes— 

How  soft  they  fall. 

But  since  that  is  all  to  hear, 

I hear  them. 

Robert  L.  Smith,  M.  D. 
Morgantown 


We  request  physician  contributions  to 
Poetry  Corner.  Submissions  should  be 
addressed  to  Stephen  D.  Ward,  M.  D., 
Editor,  The  West  Virginia  Medical 
Journal,  Box  4106,  Charleston,  West 
Virginia  25364. 


AGP  Films  Available 

Films  produced  by  the  American 
College  of  Physicians  ( ACP ) are 
available  for  rent  without  charge  for 
groups  by  calling,  toll-free: 
800-222-0025,  Monday  through 
Friday  between  9 A.  M.  and  5 P.  M. 

The  seven  films  in  the  “Health- 
scope”  series  are:  “Chest  Pains,” 
“Diabetes,”  “Aches,  Pains  and 
Arthritis,”  “Stress  and  Illness,” 
“Shortness  of  Breath,”  “Stomach 
Pains”  and  “Eating  Disorders.” 
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Deltnas  E.  Greeneltch,  M.  D. 


WVSMA  Past  President 
Dies  In  Arizona 

Editor’s  Note:  See  also  editorial 
on  Page  23. 

Dr.  Delmas  E.  Greeneltch,  WVSMA 
President  in  1961-62,  died  November 
12  at  his  home  in  Sun  City,  Arizona. 
He  was  79. 

An  anesthesiologist,  he  practiced 
at  Ohio  Valley  General  Hospital  in 
Wheeling  from  1938  to  1970.  Doctor 
Greeneltch  started  the  first  residency 
training  program  for  anesthesiologists 
in  West  Virginia.  He  was  recognized 
widely  as  a teacher  and  leader  in 
his  specialty.  He  moved  to  Arizona 
in  1971. 

Doctor  Greeneltch,  who  was  born 
in  Barnesville,  Ohio,  served  on  the 
WVSMA  Council  and  Publication 
Committee,  and  was  a former  AMA 
Alternate  Delegate.  He  also  was  past 
President  of  the  Ohio  County  Medical 
Society  and  West  Virginia  State 
Society  of  Anesthesiologists.  The 
former  President  also  served  two 
terms  on  the  West  Virginia  Medical 
Licensing  Board  ( the  present  Board 
of  Medicine  I , had  been  a member 
of  the  Blue  Cross-Blue  Shield  Board 
of  West  Virginia,  and  was  a member 
of  the  Schwinn  Study  Club. 

In  Sun  City,  Doctor  Greeneltch  was 
a member  of  the  Physicians  Club. 

He  was  graduated  from  Ohio  State 
University,  received  his  M.  D.  degree 
in  1935  from  the  University  of 


Louisville  School  of  Medicine  where 
he  was  a member  of  Alpha  Omega 
Alpha  Medical  Honorary  Society,  and 
did  his  postgraduate  work  at 
Louisville  General  Hospital. 

Past  President  Greeneltch  was 
certified  by  the  American  Board  of 
Anesthesiology,  and  was  a member 
of  the  American  Society  of 
Anesthesiologists. 

He  was  an  honorary  member  of 
the  Ohio  County  Medical  Society, 
WVSMA  and  AMA. 

Survivors  include  his  wife,  Dorothy 
Greeneltch;  two  daughters,  Carla 
Greeneltch  of  Glendale  and  Margaret 
Hower  of  Middletown,  New  Jersey, 
and  a son,  Delmas  Greeneltch,  Jr., 
of  Wheeling. 


Family  Physicians  Support 
Koop’s  AIDS  Initiative 

American’s  family  doctors  are 
giving  support  and  assistance  to 
Surgeon  General  C.  Everett  Koop’s 
initiative  against  AIDS  through 
effective  sex  education  in  schools. 

The  Surgeon  General’s  report, 
released  last  fall,  called  for  more 
effective  educational  programs  at  the 
earliest  appropriate  grade  levels  to 
begin  to  stem  the  AIDS  epidemic. 
Officials  at  the  federal  Centers  for 
Disease  Control  in  Atlanta  have 
announced  they  were  funding  such 
education  programs  to  the  extent  of 
SIO  million  in  1986. 

‘Comprehensive  Education’ 

“We  strongly  support  Doctor 
Koop’s  recommendation  for  compre- 
hensive education  in  human  sexuality 
at  grade  levels  as  low  as  elementary 
schools,”  said  Dr.  Robert  H.  Taylor, 
President  of  the  American  Academy 
of  Family  Physicians.  “AAFP  is  very 
pleased  to  join  with  other  major 
advocates  of  AIDS  education  ...  in 
hacking  this  effort. 

“AIDS  is  taking  us  quickly  beyond 
waiting  until  our  children  are  in  high 
school  or  beyond  to  teach  the  funda- 
mentals of  human  sexuality  . . .” 

He  noted  that  the  disease  is  fast 
becoming  a risk  to  the  heterosexual 
population  as  well  as  homosexuals 


and  drug  users  who  use  needles. 
Without  effective  control,  he  added, 
it  could  become  “everybody’s 
disease.” 

“The  clear  ‘take  home’  message 
from  the  Surgeon  General’s  report  is: 
without  effective  preventive  measures, 
AIDS  may  well  spread  throughout  the 
sexually-active  population  of  America 
just  like  any  other  venereal  disease,” 
the  medical  leader  said.  “The 
difference  is  that  scientists  tell  us 
that  25  per  cent  of  those  who  become 
infected  with  the  AIDS  virus  will 
develop  AIDS  . . .” 


Office  Managers  Elect 
Officers,  Plan  Workshop 

New  1987  officers  of  the  Office 
Managers  Association  of  Health  Care 
Providers  were  elected  at  a meeting 
in  Charleston  last  November.  The 
officers  and  the  doctors  by  whom  they 
are  employed,  all  of  Charleston,  are: 
Dian  White,  President,  Dr.  Eduardo 
M.  Suson;  Dawn  Dodd,  Viee  Presi- 
dent, Dr.  William  C Morgan;  Audrey 
Clark,  Secretary,  Drs.  Jack  Pushkin 
and  Tony  C.  Majestro;  and  Jana 
Olah,  Treasurer,  Dr.  Robert  C. 
Ovington. 

Membership  has  increased  to  50 
paid  members.  President  White 
announced,  with  an  additional  70 
offiees  on  the  mailing  list. 

“We  are  in  the  process  of  forming 
a sister  chapter  in  Fairmont,  with 
information  also  being  sent  to  an 
interested  group  in  Cumberland, 
Maryland,”  sbe  said. 

“Our  Education  Committee  is  busy 
in  preparation  of  working  with 
medical  training  schools  in  our  area 
to  assist  them  in  producing  the  type 
of  persons  we  need  in  our  offices, 
and  our  Program  Committee  is 
currently  reviewing  ideas  for  a two-day 
workshop  later  in  the  year  at  a resort 
area  in  our  state.  Topics  and  sug- 
gestions for  location  are  needed.” 

She  said  membership  is  open  to 
anyone  employed  as  an  office 
manager  in  any  health  care  faeility. 

For  more  information,  contact  White 
(304-342-1129). 
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Doctors  See  Liability 
As  Main  1986  Problem 

Over  the  last  10  years,  the  American 
Medical  Association  has  conducted  a 
series  of  nationwide  surveys  of 
physician  and  public  opinion  on 
health  care  issues. 

The  sample  for  the  survey  of  1,000 
physicians  in  1986  was  selected 
randomly  from  the  AMA  Masterfile 
to  represent  all  active  physicians  in 
the  United  States.  Telephone  inter- 
views were  done  by  Terrance,  Hill, 
Newport  & Ryan,  a research  firm 
based  in  Houston.  The  public  survey 
was  conducted  with  1,510  adults, 
using  a random  sample  of  all  resi- 
dential telephones  in  the  nation. 

Kane,  Parsons  & Associates,  a 
research  organization  headquartered 
in  New  York,  conducted  those 
interviews. 

A summary  of  some  of  the  1986 
findings  are  as  follows: 

• Physicians  for  the  first  time  see 
professional  liability  as  the  main 
problem  facing  medicine.  The 
public’s  continuing  primary 
concern,  cost,  has  fallen  to 
second  place  among  physicians. 

• The  public  is  increasingly 
cognizant  of  a general  liability 
insurance  crisis,  and  substantial 
majorities  are  now  sympathetic 
with  physicians  on  a number  of 
specific  issues  related  to  mal- 
practice insurance  and  suits. 

• More  American  adults  perceive 

a physician  surplus  than  in  years 
past,  but  they  are  still  more 
likely  to  report  a shortage. 
Physicians  indicate  growing  con- 
cern on  several  items  related  to 
physician  supply  and  com- 
petition. 

• Most  physicians  feel  a continu- 
ing loss  of  control  over  patient 
treatment  decisions  and  are  very 
sensitive  to  that  issue,  reacting 
strongly  against  insurance  plan 
provisions  that  require  their 
decisions  to  be  reviewed  by 
persons  other  than  practicing 
physicians. 

• Physicians  generally  see  patients 
as  more  knowledgeable,  more 
cost-conscious  and  more  de- 


manding than  they  used  to  be, 
but  there  is  less  certainty  about 
patients’  willingness  to  follow 
prescriptions  and  their  satisfac- 
tion with  the  treatment  process. 
Still,  most  physicians  believe 
their  patients  feel  generally 
positive  about  their  visits. 

• There  is  considerable  negative 
sentiment  among  the  public 
toward  doctors  in  general,  but 
the  image  is  not  getting  worse, 
as  had  been  the  case  several 
years  ago.  Overall,  public 
attitudes  towards  physicians  are 
fairly  stable. 

• There  is  not  a high  level  of 
awareness,  especially  among  the 
public,  of  AMA  policy  initiatives, 
but  there  is  widespread  support 
among  both  physicians  and  the 
general  public  for  a number  of 
positions  the  Association  has 
taken.  Physicians  overwhelm- 
ingly believe  the  AMA  should 
continue  to  take  strong  positions 
on  public  health  policies. 

• A majority  of  American  adults 
believe  Medicare  payments 
should  be  based  on  patient 
income  and  would  be  willing 

to  pay  additional  taxes  to  ensure 
the  program’s  continuation. 

Even  larger  numbers  would 
contribute  to  a “Health  IRA.” 


Snowshoe  Rheumatology 
Program  February  22-25 

A rheumatology  program  for 
primary  care  providers  will  be  held 
at  Snowshoe  February  22-25. 

Sponsors  will  be  West  Virginia 
University,  George  Washington 
University  and  University  of  Virginia 
schools  of  medicine. 

Discussion  topics,  approved  for  15 
hours  of  Category  1 AMA  credit, 
will  include  immunology  review/ 
laboratory  evaluation,  systemic  lupus 
erythematosus,  polyarthritis  — dif- 
ferential diagnosis,  nonarticular 
rheumatism,  and  controversies  in 
rheumatology. 

Faculty  members  will  be  Drs. 
David  Borenstein,  Associate  Profes- 
sor of  Medicine  and  Associate 


Director,  Division  of  Rheumatology, 
George  Washington;  Patience  White, 
Associate  Professor  of  Medicine  and 
Child  Health  and  Development,  and 
Director,  Division  of  Rheumatology, 
George  Washington;  John  Davis  IV, 
Professor  of  Medicine  and  Director, 
Division  of  Rheumatology,  University 
of  Virginia;  William  O’Brien,  M.  D., 
Professor  of  Internal  Medicine, 
Division  of  Rheumatology,  Uni- 
versity of  Virginia;  and,  from 

WVU: 

Anthony  G.  DiBartolomeo,  Profes- 
sor of  Medicine  and  Chief,  Section 
of  Rheumatology;  James  Brick, 
Assistant  Professor  of  Medicine; 

Mary  Ann  Antonelli,  Assistant  Pro- 
fessor of  Medicine,  and  Gregory 
Kujala,  Instructor,  Department  of 
Medicine. 

For  further  information,  call  the 
WVU  CME  Office  at  (304)  293-3937. 


SIDS  Detection  One 
Of  Reasons  For  Award 

A new  system  to  determine  infants 
at  high  risk  of  Sudden  Infant  Death 
Syndrome  (SIDS  ) , the  passage  of 
child  passenger  restraint  legislation 
and  the  purchase  of  HIB  vaccine  for 
use  in  public  health  clinics  — these 
are  some  of  the  successful  1986 
projects  for  which  state  pediatricians 
received  a national  award. 

The  American  Academy  of 
Pediatrics  (AAP  ),  as  announced 
previously,  presented  the  award  to 
its  West  Virginia  Chapter  at  its 
annual  meeting  in  November  in 
Washington,  DC. 

“Our  organization  had  several 
projects  in  the  past  year  that  I 
believe  benefitted  the  children  in 
our  state,”  said  Chapter  Chairman 
Robert  A.  Lewine,  M.  D.,  of 
Wheeling,  who  has  appeared  on 
several  TV  programs  to  discuss 
child  health  issues. 

Sponsored  by  Wyeth  Laboratories, 
the  award  is  given  annually  for 
excellence  in  programs  that  promote 
the  health  and  welfare  of  children. 

The  state  chapter  has  99  members. 
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Continuing 

Education 

Activities 


Here  are  the  continuing  medical 
education  activities  listed  primarily 
by  the  Marshall  University  and 
West  Virginia  University  Schools 
of  Medicine  for  part  of  1987,  as 
compiled  by  Ernest  W.  Chick,  M.  D., 
MU  Director  of  Continuing  Medical 
Education;  Robert  E.  Kristofco, 

WVU  Assistant  to  the  Dean/ 
Continuing  Medical  Education; 

J.  Zeb  Wright,  Ph.D.,  Director  of 
Continuing  Education  Outreach  and 
Community  Affairs,  WVU  Charleston 
Division;  and  Sharon  Hall,  Director 
of  Continuing  Education,  Charleston 
Area  Medical  Center  ( also  in  charge 
of  WVU  Charleston  Division 
on-campus  CME ) . The  schedule  is 
presented  as  a convenience  for 
physicians  in  planning  their  con- 
tinuing education  program.  ( Other 
national,  state  and  district  medical 
meetings  are  listed  in  the  Medical 
Meetings  Department  of  The 
Journal. ) 

The  program  is  tentative  and 
subject  to  change.  It  should  be 
noted  that  weekly  conferences  also 
are  held  on  the  WVU  Morgantown, 
Charleston  and  Wheeling  campuses. 
Further  information  about  CME 
activities  may  be  obtained  by  calling 
Doctor  Chick  at  (304)  526-0515; 
Kristofco,  (304)  293-3937;  Wright, 
(304)  347-1243;  and  Hall,  (304) 
348-9580. 

West  Virginia  University 

Feb.  22-25,  Snowshoe,  Rheumatology 
(WVU,  George  Washington  Uni- 
versity & University  of  Virginia 
schools  of  medicine,  sponsors) 

March  13-14,  Morgantown  (Sheraton 
Lakeview  Resort  & Conference 
Center),  Oncology  Update  ’87 

April  3-4,  Morgantown  ( Sheraton 
Lakeview  Resort  & Conference 
Center),  Recent  Advances  in  the 
Diagnosis  & Management  of  Liver 
Disease 


Regularly  Scheduled  Continuing 
Education  Outreach  Programs 
from  WVU  Medical  Center- 
Charleston  Division/ CAMC 

Beckley,  Southern  W.  Va.  Clinic, 
4th  Thursday,  5:30  to  7:30  . M.  — 
Jan.  22  (speaker  and  topic  to  be 
announced ) 

Bluefield,  Bluefield  Community  Hos- 
pital, First-Floor  Conference  Room, 
3rd  Thursday,  Noon-2  P.  M.  — 
Jan.  15  (vacation) 

Cabin  Creek,  Cabin  Creek  Medical 
Center,  Dawes,  2nd  Thursday,  8-10 
A.  M.  — Jan.  8,  “Invasive  Ap- 
proaches to  Peripheral  Vascular 
Diseases,”  Robert  Leadbetter,  M.  D. 

Feb.  12,  “Bronchogenic  Carcino- 
ma,” Robert  Leadbetter,  M.  D. 

Gassaway,  Braxton  Co.  Memorial 
Hospital,  1st  Wednesday,  7-9  P.  M. 
— Jan.  7 (vacation) 

Greenbrier,  Library,  Greenbrier 
Clinic,  3rd  Tuesday,  4-5  P.  M.  — 
Jan.  20,  “The  Early  Diagnosis  of 
AIDS,”  Patrick  Robinson,  M.  D. 

Feb.  17,  “Evaluation  of  Anemia,” 
( speaker  to  be  announced ) 

Madison,  Boone  Memorial  Hospital 
Conference  Room,  2nd  Tuesday, 
7-9  P.  M.  — Jan.  13,  “Pediatric 
Emergencies,”  Michael  Waldeck, 
M.  D. 

Oak  Hill,  Plateau  Medical  Center 
( Oyler  Exit,  N 19  ) 4th  Tuesday, 
7-9  P.  M.  — Jan.  27  (vacation) 

Summersville,  Summersville  Mem- 
orial Hospital,  1st  Tuesday,  6:30- 
8:30  P.  M.  — Jan.  6 (topic  and 
speaker  to  be  announced) 

Feb.  3,  “Peripheral  Vascular  Dis- 
ease,” Robert  Leadbetter,  M.  D. 

Welch,  Stevens  Clinic  Hospital,  3rd 
Wednesday,  12  Noon-2  P.  M.  — 
Jan.  21  ( vacation ) 

Whitesville,  Raleigh-Boone  Medical 
Center,  4th  Wednesday,  11  A.  M.- 
1 P.  M.  — Jan.  28  (vacation) 

Williamson,  Williamson  Memorial 
Hospital,  1st  Thursday,  6:30-8:30 
P.  M.  — Jan.  1 (vacation) 


Medical 
Meetings 


January 

15-17— Neurosurgical  Society  of  the 
Virginias,  Hot  Springs,  Va. 

22— Finance  Committee,  WVAAFP, 
Charleston. 

22- 27— Am.  Academy  of  Orthopaedic 
Surgeons,  San  Francisco. 

23—  Board  Meeting,  Family  Medicine 
Foundation  of  WV,  Charleston. 

23— Board  Meeting,  WVAAFP,  Char- 
leston. 

23-25— 20th  Mid-Winter  Clinical  Con- 
ference, Charleston 


February 


7-8— WV  Gastrointestinal  Society,  Ca- 
naan Valley  Resort  & Conference 
Center,  Davis. 

22-27— Am.  College  of  Medical  Imag- 
ing, Lake  Tahoe,  Nev. 


March 


3-6— Am.  Cancer  Society,  New  York. 

8- 12— Am.  College  of  Cardiology,  New 
Orleans. 

9- 12— Am.  College  of  Emergency 
Physicians,  Tucson,  Ariz. 

16-18— Southeastern  Surgical  Con- 
gress, Atlanta. 

April 


2-7— Am.  College  of  Physicians,  New 
Orleans. 

10-12— WVAAFP  Scientific  Assembly, 
Charleston. 

26-29— WV  Academy  of  Ophthal- 
mology 40th  Annual  National  Spring 
Meeting,  White  Sulphur  Springs. 

May 


22-25— WV  Academy  of  Otolaryn- 
golo^— Head  & Neck  Surgery,  White 
Sulphur  Springs. 

August 


8-12— 120tb  Annual  Meeting,  WV 
State  Medical  Assoc.,  White  Sulphur 
Springs. 

September 


14-17— AAFP,  San  Francisco. 


For  More  Information  . . . 


Contact  The  Journal  for  additional  in- 
formation ahout  most  of  the  above 
meetings.  Call  (304)  925-0342. 
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WVU  Medical 
Center  News 


West  Virginia 
^1^  University 


Compiled  from  material  furnished  by  the 
Medical  Center  \^ews  Service,  Morgantown, 


W.  Va. 


Fish  Oil  Can  Benefit 
Diabetics,  Study  Shows 

Daily  doses  of  fish  oil  may  benefit 
certain  diabetics  by  lowering  blood 
fat  and  cholesterol  levels  and  pro- 
ducing other  favorable  effects 
associated  with  coronary  diseases, 
according  to  a study  by  a WVU 
researcher. 

Margaret  J.  Albrink,  Professor  of 
Medicine  specializing  in  endocri- 
nology and  metabolism,  conducted 
tbe  study  after  noting  reports  that 
linked  lower  incidences  of  heart  and 
blood  vessel  disease  to  diets  rich  in 
fish  oils,  which  contain  omega-3  fatty 
acids. 

Doctor  Albrink  wanted  to  find  out 
if  this  occurs  in  diabetics  as  well. 

Her  study  followed  eight  patients 
in  their  50s  who  had  had  stable  type 
II  diabetes  for  more  than  10  years. 
After  only  one  month,  triglyceride 
levels  fell  dramatically,  although 
normal  levels  were  not  attained. 
Cholesterol  levels  also  fell  slightly 
and  a significant  decrease  in  HDL 
elevations  was  noted.  There  also  was 
a decline  in  platelet  aggregation 
measurements  to  a normal  level. 


^Ethics  In  Hospital 
Setting’  New  WVU  Book 

Is  it  morally  permissible  to  dis- 
continue treatment  for  a hospital 
patient  who  shows  no  hope  of 
recovery? 

Should  hospitals  have  a policy  for 
“do  not  resuscitate  orders”  or  should 
these  orders  be  written  on  an  ad  boc 
basis?  Wbat  constitutes  good 
decision-making  for  incompetent 
patients? 


A new  book  published  by  tbe  West 
Virginia  University  Press  entitled 
“Etbics  in  tbe  Hospital  Setting” 
looks  at  bow  multidisciplinary  com- 
mittees address  these  matters. 

WVU  faculty  who  contributed 
chapters  to  the  book  include  Mark  R. 
Wicclair,  Associate  Professor  of 
Philosophy,  “The  Distinction  Between 
Medical  and  Ethical  Decisions”; 
Charles  M.  Spring,  WVU  Campus 
Ministry,  “A  Clerical  View”;  Dr. 


David  Z.  Myerberg,  Associate  Pro- 
fessor of  Pediatrics,  “Does  the  Medi- 
cal Staff  Need  Ethics  Committees”; 
and  Dr.  Richard  A.  DeVaul,  Dean  of 
the  WVU  School  of  Medicine, 
“Closing  Remarks.” 

The  book  may  be  ordered  from 
tbe  West  Virginia  University  Press, 
Wise  Library,  Morgantown,  WV 
26506-6069.  The  cost  is  $12  plus 
$1.50  per  order  for  postage  and 
handling. 


ALAS,  POOR  YORICK,  a skeleton  put  together  at  the  Food  and  Drug  Administra- 
tion, and  demonstrated  at  WVU  Medical  Center  recently,  wears  most  of  the  artificial 
and  transplantable  devices  known,  including  a JARVnt  7 heart,  cardiac  pacemaker, 
eiectronic  bladder  control,  portable  infusion  pump,  and  total  knee  and  hip 
replacements.  The  skelton,  with  the  Shakespeare  allusion,  has  been  evolving 
bit-by-bit  at  the  FDA’s  Center  for  Devices  and  Radiological  Health  since  1982. 
Yorick  is  in  big  demand  at  universities  throughout  the  country  and  “speaks”  via 
a tape  recording.  Drs.  Knox  Van  Dyke,  Professor  of  Pharmacology/Toxicology; 
Barbara  Gutman,  Associate  Professor  of  Medical  Technology;  and  Cheryl  Riegger, 
Assistant  Professor  of  Physical  Therapy  and  Anatomy,  examine  silicone  implants 
in  the  fingers  of  the  skeleton. 
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YOU  DON 


lUNLESS  YOU  HAVE 
THE  BEST  COMPUTER  SYSTEM. 


iiv>»iiac5  aina  iiv^ivao 

Pledge  of  Satisfaction. 

Before  we  decided  to  offer  your  practice  a written  guarantee,  we  made 
sure  we  had  the  best  medical  practice  management  system  on  the  market 
Only  Reynolds  + Reynolds,  a Fortune  500  company  with  over  20  years 
of  computer  experience  as  a single  source  supplier,  offers  you: 

• State-of-the-art  hardware  from  IBM, NCR, and  Texas  Instruments. 

• The  most  comprehensive  Lhiix-based  medical  practice 
management  software  in  the  industry  . 

• MPMS-PLUS  software  features:  

- appointment  scheduling  - insurance  claims 

- patient  billing  - management  reports. 

- accounts  receivable 

• The  indu.stry’s  most  responsive  after-sale  hardware  and 
software  service  and  support. 

• Competitive  lease  plan  rates. 

• A full  line  of  computer  forms. 

• A unique  written  pledge  of  satisfaction  a,ssuring  you  that  our 
system  will  perform  the  tasks  required  to  help  yt)ur  practice 
run  more  profitably  and  efficiently  or  your  full  .system  price 
w'ill  be  refunded. 

Whether  you're  a new  buv'er  or  a dissatisfied  .system  user, 

Reynolds  -I-  Reynolds’  single  source  concept  is  right  for  you. 

Interested?  To  know  more  about  our  MPMS-Plus  System  and  our 
Pledge  of  Satisfaction,  hll  out  the  attached  coupon  or  call  us  toll- 
free  at  l-800-632-42'^8(  in  Ohio  call  1-800-535-7128.) 


Reynolds+Reynolds' 


P.O.  Box  1005 
Da\ton.  OH  45401 


PTdtTv 


I 


Yes,  I'm  interested!  1 want  to  know  more  about  the 
Reynolds  -I-  Reynolds*  MPMS-PLLhS  .system.  To  make 
our  first  di.scu.ssion  more  efficient.  I've  filled  in  the 
information  rec|uested  below. 

I m considering  automating  my  practice: 

□ Right  away.  □ In  six  months.  □ In  a year  or  so. 

□ I'd  like  to  know  more  about  your  unique  Pledge  of 
Satisfaction. 


Name: . 


Practice  Name: . 
Addre.ss: 


. State: 


j Phone: 

# of  Physicians: SpecialW: . 


Committed  To  Your  Future 


Obituaries 


GEORGE  D.  DUFFIELD,  M.  D. 

Dr.  George  D.  DufField,  Charleston 
thoracic  and  cardiovascular  surgeon, 
died  November  30  at  his  home.  He 
was  52. 

Doctor  Duffield  was  a founding 
member  of  the  American  Trauma 
Society,  a Fellow  of  the  American 
College  of  Surgery  and  International 
Society  of  Surgeons,  and  a member 
of  the  Vietnam  Vascular  Society, 
American  Geriatrics  Society,  Southern 
Medical  Association,  American 
College  of  Emergency  Physicians, 
Summit  Medical  Society,  38th 
Parallel  Medical  Society,  Columbia 
Medical  Society,  Kanawha  Medical 
Society,  West  Virginia  State  Medical 
Association  and  American  Medical 
Association. 

He  was  a Secretary  and  Treasurer 
of  the  American  College  of 
Emergency  Physicians. 

Doctor  Duffield,  a native  of  Sutton, 
was  graduated  from  West  Virginia 
University,  and  received  his  M.  D. 
degree  in  1960  from  Bowman  Gray 
School  of  Medicine.  He  interned  at 
Akron  ( Ohio ) City  Hospital,  and 
served  residencies  there  and  at  Oteen 
{ North  Carolina  ) Veterans  Admini- 
stration Hospital. 

Doctor  Duffield  was  a veteran  of 
the  Korean  and  Vietnam  wars,  a 
recipient  of  the  Bronze  Star,  and  a 
former  Veteran  of  the  Year. 

Surviving  are  the  mother,  Mrs. 
Laura  Gay  Duffield  of  Sutton,  and 
a sister,  Marka  Lee  Cassell  of 
Marlinton. 
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County  Societies 


EASTERN  PANHANDLE 

Del.  Patrick  Murphy,  D-Berkeley- 
Morgan,  was  the  guest  speaker  for 
the  meeting  of  the  Eastern  Panhandle 
Medical  Society  November  12. 
Delegate  Murphy  fielded  questions 
from  the  floor  and  gave  a brief  talk 
on  the  potential  for  tort  reform 
legislation  in  the  next  Legislature. 

At  the  Society’s  October  8 meeting, 
the  guest  speaker  was  Dr.  Harry  S. 
Weeks,  Jr.,  of  Wheeling,  Medical 
Director,  West  Virginia  Medical 
Institute,  Inc.,  Charleston.  Approxi- 
mately 90  minutes  of  questions, 
comments  and  discussion  ensued  in 
regards  to  the  appropriateness  and 
structuring  of  the  WVMI  record 
review  process. — James  D.  Helsley, 
M.  D.,  Secretary. 


MINGO 

The  Mingo  County  Medical  Society 
met  November  12  at  Williamson 
Memorial  Hospital. 

The  Society  made  plans  for  the 
December  meeting,  at  which  time 
election  of  officers  was  held. 

Dr.  Liberty  R.  Tablante  discussed 
the  medical  mission  going  to  the 
Philippines  from  West  Virginia. 

The  Society  approved  a Christmas 
donation  to  the  Salvation  Army.  — 
Manolo  Tampoya,  M.  D.,  Secretary- 
Treasurer. 

MONONGALIA 

The  Monongalia  County  Medical 
Society  met  November  4.  The 
speakers  for  the  evening  were  Daniel 
Gooding  and  Sherry  Cunningham. 
They  spoke  on  “Tax  Planning  for  the 
Balance  of  1986,”  and  “Investing  in 
the  Coming  Tax  Environment.” — 
Robert  L.  Murphy,  Executive 
Secretary. 

WESTERN 

Dr.  William  G.  Sale,  Charleston 
orthopedic  surgeon,  was  the  guest 
speaker  for  the  meeting  of  the 
Western  Medical  Society  at  Jackson 
General  Hospital  in  Ripley  Novem- 
ber 12. 

Doctor  Sale  gave  a comprehensive 
talk  about  backache — radiology, 
pathology  and  treatment. 


Also  speaking  was  a representative 
of  McDonough  Caperton  Insurance 
Group,  Charleston,  who  discussed 
malpractice  liability  insurance  cover- 
age plans. — Ali  H.  Morad,  M.  D., 
Secretary. 

New  Members 


The  following  physicians  were 
welcomed  in  November  as  new  mem- 
bers of  the  West  Virginia  State  Medi- 
cal Association: 

Kanawha : 

Fortunato  D.  Castro,  M.  D.,  5403 
Luray  Lane,  Cross  Lanes  25313, 
family  practice 

Jerry  Edwards,  D.  0.,  3200  Mac- 
Corkle  Avenue,  SE,  Charleston  25304, 
D.  0. 

John  Mani,  M.  D.,  432  Division 
Street,  South  Charleston  25309, 
urology 

Donald  Rosenberg,  M.  D.,  Kana- 
wha/Charleston Health  Department, 
108  Lee  Street,  East,  Charleston 
25301,  administrative  medicine 

Jack  Tolliver,  M.  D.,  3200  Mac- 
Corkle  Avenue,  SE,  Charleston  25304, 
emergency  medicine 

Monongalia: 

Steven  L.  Lachance,  M.  D.,  WVU 
Medical  Center,  Morgantown  26506, 
urology 

Diane  W.  Trumbull,  M.  D.,  WVU 
Medical  Center,  Morgantown  26506, 
behavioral  medicine 


Insurance  Plans  Worthless 

West  Virginia  doctors  are  being 
advised  by  State  Insurance  Commis- 
sioner Fred  E.  Wright  not  to  buy 
malpractice  insurance  coverage  from 
Professional  Risk  Insurers  Manage- 
ment Exclusive  Co.  Ltd.  ( PRIME ) 
or  International  Bahamian  Insurance 
Group.  A cease  and  desist  order 
against  the  companies’  doing  business 
in  the  state  of  Illinois  has  been 
issued  by  the  state’s  insurance  depart- 
ment, Commissioner  Wright  said. 
Insurance  purchased  through  these 
groups  “is  essentially  worthless  since 
claims  payments  are  not  being  made,” 
he  commented. 
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THE  WHEELING  CLINIC 

WHEELING,  WEST  VIRGINIA  26003 

L.  L.  CLINE,  Executive  Director 

Wheeling,  234-2000  • St.  Clairsville,  695-2511  • New  Martinsville  area,  455-4588  • Wellsburg-Steubenville  area,  527-1230 


INTERNAL  MEDICINE 
General 

B.  L.  VanPelt,  M.  D. 

P.  R.  Hedges,  M.  D. 

R.  N.  Lewis,  M.  D.  (St.  Clairsville) 

M.  J.  Lohne,  M.  D.  (St.  Clairsville) 

R.  D.  Morris,  D.  O.  (New  Martinsville) 

C.  McCool,  M.  D.  (St.  Clairsville) 
Peripheral  Vascular  Disease 

J.  D.  Holloway,  M.  D, 

Cardiovascular 

A.  M.  Valentine,  M.  D 
W.  E.  Noble,  M.  D. 

Gastroenterology 
T.  E.  Chvasta,  M.  D 

L.  R.  Cain,  M.  D. 
Hematology/Oncology 

C.  A,  Vasquez,  M.  D. 

Nephrology/ Hypertension 

D.  L.  Latos,  M.  D. 

M.  H.  Drews,  M.  D. 

T.  G.  Kenamond,  M.  D. 

Pulmonary 
T.  V.  Burke,  M.  D 
Rheumatology 
M.  A.  Stevens,  M.  D. 

GENERAL  SURGERY 

E.  C.  Voss,  M.  D. 

J.  H.  Mahan,  M.  D.  (St.  Clairsville) 

R.  L.  Cross,  M.  D.  (Martins  Ferry) 

THORACIC  AND 
CARDIOVASCULAR  SURGERY 

H.  Shackleford,  M.  D 


ORTHOPEDICS 

E.  L.  Barrett,  M.  D. 

R.  S.  Glass,  M.  D. 

UROLOGY 

D.  C.  Trapp,  M.  D. 

B.  M.  McCuskey,  M.  D, 

GYNECOLOGY 

R.  W.  Leibold,  M.  D. 

R.  T.  Brandfass,  M.  D 

OBSTETRICS  & GYNECOLOGY 

T.  A.  Athari,  M.  D. 

J.  W.  Campbell,  M.  D. 

C.  V.  Porter,  M.  D. 

OPHTHALMOLOGY 

W.  F.  Park,  M.  D. 

M.  E.  Nugent,  M.  D. 

R.  V.  Pangillnan,  M.  D. 

C.  G.  Kirby,  M.  D. 

OTOLARYNGOLOGY/ 

MAXILLO-FACIAL  SURGERY 

W.  A.  Tiu,  M.  D. 

RADIOLOGY 

Valley  Radiologists,  Inc. 

FAMILY  PRACTICE 

R A.  Porterfield,  M.  D. 

(St.  Clairsville) 

G.  L.  Cholak,  M.  D.  (St.  Clairsville) 

E.  L.  Coffleld,  M.  D.  (New  Martinsville) 

DERMATOLOGY 

M.  Baron,  M.  D. 


NEUROLOGY 

H.  L.  Kettler,  M.  D. 

S.  G.  Christopher,  M.  D, 

W.  Zyznewsky,  M.  D. 

S.  Govindan,  M.  D. 
Neuropathology 
S.  Govindan,  M.  D. 

PSYCHIATRY 

S.  D.  Ward,  M.  D. 

D.  H.  Smith,  M.  D. 

D.  P.  Hill,  M.  D. 

Pediatric  Psychiatry 

V.  Stein,  M.  D. 

ANCILLARY  SERVICES 
Optical 

Speech  Therapy/Audiology 
Counseling/Group  Therapy 
Biofeedback  Laboratory 
Elecirology/Cosmetic  Therapy 
Electrocardiography 
Electroencephalography 
Roentgenology 
Pulmonary  Diagnostics  Lab 
Nutrition  Therapy 


GREENBRIER  PHYSICIANS,  INC 

A Multispecialty  Clinic 

Greenbrier  Valley  Medical  Arts  Building 
Ronceverte/Fairlea/Lewisburg,  West  Virginia 
1-800-642-5161  or  304-647-51 15 


INTERNAL  MEDICINE 

Robert  K.  Modlin,  M.  D. 
Helen  R.  Perez,  M.  D. 
Thomas  F.  Mann,  M.  D. 
Anthony  C.  Dougherty,  M.  D. 

SURGERY 

General  & Vascular 

H.  P.  Dinsmore,  M.  D. 

General  & Thoracic 
B.  L.  Plybon,  M.  D, 
General  Surgery 
Wesley  R.  Bagan,  M.  D. 

ORTHOPEDIC  SURGERY 

Conrad  D.  Tamea,  Jr,,  M.  D. 
James  W.  Banks,  M.  D, 


FAMILY  GENERAL  PRACTICE 

Joseph  E.  Shaver,  M.  D. 

E.  T.  Cobb,  M.  D. 

OBSTETRICS/GYNECOLOGY 

James  L.  Pfeiff,  M.  D. 

Robert  L.  Wheeler,  M,  D. 

EAR,  NOSE  & THROAT 

Amir  A.  Alidina,  M.  D. 

OPHTHALMOLOGY 

Robert  K.  Scott,  II,  M.  D. 

PEDIATRICS 

William  S.  Dukart,  M.  D. 
Janice  Centa,  P.  A.,  M.  S. 


RADIOLOGY 

Charles  Weinstein,  M.  D. 

Terry  Lesko,  M.  D. 

PSYCHOLOGY 

Connie  Bradley-Mann,  Ph.  D. 

ANCILLARY  SERVICES 
Physical  Therapy 

Tom  Moore,  R.P.T. 

Wood  McCue,  R.P.T. 

Respiratory  Therapy 
James  D.  Creasman,  R.R.T. 

Audiology 

Gary  M.  Vandevander,  M.S. 

ADMINISTRATION 

Sandra  W.  Ayers,  Business  Manager 
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When  the  rewards  of  success  seem  to  be  getting  away, 
you  need  our  financial  planning  services. 


Maximize  the  rewards  of  your  success.  Call  one  of  our  professionals  nearest  you. 


One  Financial  Place  Financial  and  Trust  services  are  available  through  these  One  Valley  Banks 


Kanawha  Valley  Bank.Nj^.,  Charleston.  WV  Farmers  &.  Merchants  Bank,  Morgantown.  WV  Seneca  National  Bank,  Ronceverte.  WV 

Security  Bank,  Huntington.  WV  New  River  Banking  &.  Trust,  Oak  Hill.  WV  The  Bank  of  St.  Albans,  St.  Albans.  WV 

Gtizens  National  Bank,  Martinsburg,  WV  Mercer  County  Bank,  Princeton,  WV  First  National  Bank,  Terra  Alta.  WV 

MEMBERS  FDIC 


WEST  VIRGINIA  GASTROINTESTINAL  SOCIETY 
ANNUAL  MEETING  AND  SKI  WEEKEND 

CANAAN  VALLEY  SKI  RESORT 
DAVIS,  WV 

FEBRUARY  7,  8 - 1987 


John  Cameron,  MD 
Surgeon-In-Chief 
Johns  Hopkins  Hospital 
Baltimore,  MD 


Guest  Speakers: 

Stuart  Danovitch,  MD 
Professor  of  Medicine 
George  Washington  University 
Washington,  DC 


Topics:  Laser  Therapy,  Pancreatitis,  Percutaneous  Gastrostomy,  AIDS, 
Biliary  Tract  Tumors 

FOR  INFORMATION  CALL: 

Dr.  Tom  Kiernan,  304-429-6741,  ext.  2275  or 
Dr.  Marc  Subik,  304-526-0555 

“Informative  Meeting,  Good  Hospitality  and  Great  Skiing!” 


THE  MYERS  CLINIC 

Philippi,  West  Virginia 

Radiology:  Surgery: 

Halberto  G.  Cruz,  M.  D.  J.  W.  Woodford,  M.  D. 

Boyd  R.  Wickizer,  M.  D. 

Pediatrics: 

E.  G.  Kreider,  M.  D. 
Beth  E.  Rezet,  M.  D. 

Pathology.  Internal  Medicine: 

Fulvio  Franyutti,  M.  D.  j 0 

Wm.  A.  SanPablo,  M.  D. 
Gregg  J.  Fromell,  M.  D. 

Family  Practice: 

Charles  L.  Arnett,  M.  D. 
James  A.  Arnett,  M.  D. 

JAMES  T.  SPENCER,  JR.,  M.D. 

ROGER  P.  NICHOLS,  M.D. 

RONALD  L.  WILKINSON,  M.D.,  F.A.C.S. 
F.  THOMAS  SPORCK,  M.D.,  F.A.C.S. 
CHARLES  D.  CRIGGER,  M.D, 


AUDIOLOGY  SERVICES 
VINCENT  LUSTIG,  PH.D. 
GARY  HARRIS,  PH.D. 


EAR,  NOSE  SC  THROAT  ASSOCIATES 
OF  CHARLESTON.  INC. 


HEAD  AND  NECK  MEDICINE  AND  SURGERY 
OTORHINOLARYNGOLOGY 
OTOLARYNGIC  ALLERGY 

FACIAL  PLASTIC  AND 

RECONSTRUCTIVE  SURGERY 
BRONCHOESOPHAGOLOGY 
FORENSIC  OTOLOGY 


1314  VIRGINIA  ST.,  EAST  — P.O.  BOX  1628 
CHARLESTON,  WEST  VIRGINIA  25326-1628 
PHONE  342-0124 


Charlestony^^^^ 

Eye  George  E.  Toma,  M.D.,  TAGS 

Associates  Inc.Vi/// 


SURGICAL  CARE 
AND  TREATMENT 
FOR  DISEASES 
OF  THE  EYE 

311  Laidley  Street,  Suite  102 
Charleston,  WV  25301 


CATARACT  REMOVAL 


INTRAOCULAR  LENS  IMPLANT 


SURGICAL  CORRECTION  FOR 
NEARSIGHTEDNESS 


LASER  SURGERY  & THERAPY 


CORNEAL  TRANSPLANTS 


PERMANENT  COSMETIC 
EYELINER 


4430  Kanawha  Turnpike 
24  HOUR  South  Charleston,  WV  25309 


344-3937  ANSWERING  SERVICE  768-0068 

CALL  TOLL  FREE  8:00  A.M.  - 4:00  P.M.  (800)  344-3993 
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DISCOUNT 

HOLIER 

SCANNING 

SERVICES 

Starting  at  $35.00 


Cardionostic  Holter 
recorder  (cassette) 
available  from  $1,125.00 


Spacelabs  Holter 
recorder  (cassette) 
available  from  $1,275.00 


Smallest  & lightest 
bolters  update 


Fast  service 
(24-48  hrs.)  turnover 


Hook  up  kits 
starting  at  $4.95 

★ 

Special  introductory  offer 
of  three  free  tests 
with  any  purchase  or  lease 
of  the  recorder 

★ 

Cardiologist  over-read 
available  for  $15.00 

If  interested  call 

(301)  870-3626 


Manuscript  Information 

Manuscripts  to  be  presented  for 
publication  in  The  West  Virginia 
Medical  Journal  should  be  type- 
written, triple-spaced,  on  one  side 
only  of  firm  (no  onion  skin  or 
flimsy),  standard  letter  sized  (8% 
by  11  in.)  white  paper.  Wide 
margins  at  least  I'/f  in.  on  left) 
should  be  left  free  of  typing.  On 
the  first  or  title  page  should  be 
shown  the  title  of  the  article,  the 
name  ( or  names ) of  the  author, 
and  his  degrees.  Pages  should  be 
numbered  consecutively,  the  page 
number  being  shown  in  the  right 
upper  corner  along  with  the  sur- 
name of  the  author. 

Where  reference  is  made  to  gen- 
erically-designated  drugs,  the  first 
such  reference  must  be  followed  by 
parentheses  containing  the  most 
commonly  known  trade-name  drug 
of  that  designation.  In  addition,  a 
listing  of  all  generic  drugs  men- 
tioned in  the  article,  with  their 
trade-name  equivalents,  should  ap- 
pear at  the  end  of  the  article. 

A short  abstract  summarizing  the 
manuscript  should  be  included. 
Th  is  should  be  typed  in  double 
space  on  a separate  page. 

Authors  are  requested  to  submit 
a copy  with  the  original. 

Illustrations  should  be  numbered 
and  their  approximate  locations 
shown  in  the  text.  Each  should  be 
identified  by  placing  on  its  back 
the  author’s  name,  its  number  and 
an  indication  of  its  “top.”  Draw- 
ings and  charts  intended  for  re- 
production should  be  done  in  black 
(India)  ink  on  pure  white.  Pho- 
tographs should  be  on  glossy  paper 
and  minimum  of  about  S bv  7 in. 
in  size.  Cost  of  printing  black  and 
white  photos  in  excess  of  4 will  be 
billed  to  author,  and  no  more  than 
25  references  will  be  published  free 
of  charge  to  the  author.  A legend 
should  be  provided  for  each  illus- 
tration and,  preferably,  attached  to 
it. 

All  scientific  material  appearing 
in  The  Journal  is  reviewed  by 
the  Editorial  Board.  Manuscripts 
should  be  mailed  to  The  Editor. 
West  Virginia  Medical  Journal, 
Box  4106.  Charleston,  W.  Va. 
25364. 


Did\bu  Know 
That  Last  Year’s 
US.  Savings 
Bonds 

Average  Rate 
Exceeded  9%? 


Many  Americans  are  surprised 
when  they  hear  all  that  U.S.  Savin-gs 
Bonds  have  to  offer.  Today's  Bonc^ 
give  you  market-based  interest 
rates— like  the  money  markets— p/tts 
a guaranteed  return.  So  you  can  earn 
a lot  more  than  the  guaranteed 
minimum  rate  of  but  nei’cr  /css! 
To  earn  the  higher  rates,  just  hold 
your  Bonds  five  years  or  longer. 

What's  more,  Bonds  give  you 
big  tax  advantages,  cost  as  little  as 
$25  and  are  easy  to  buy.  You  can 
purchase  them  at  most  banks  and 
savings  and  loans,  or  through  the 
Payrml  Savings  Plan. 

For  more  surprising  news,  call 
toll-free  1-800-US-BONDS. 

us.  SAVINGS  BONDS^ 

Paying  Better  Than  Ever  ' 
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Soiromate  /^M= 

with  plotter 


L 


We  Got  small  to  Play  BIG. 


A Toast 
to  Our  New 
Transducer 


Place  the  whole  transducer  in  sterilizing  solution. 
No  need  to  disassemble!  No  tubing!  No  piping! 
Ifs  as  easy  as  dropping  an  oiive  into  a martini. 

Small  and  Light 

Accuracy  and  lunch-box-like  portability  make 
the  AS-500  perfect  in  any  setting-hospital, 
office,  or  industrial. 

Two  Spirometers  in  One 

When  the  unit  is  disconnected  from  its  plotter, 
the  AS-500  works  as  a single  test  screener  with 
a built-  in  printer.  ^ 


Convenient  and  \fersatile 

An  easy-to-read  LCD  gives  spirograms  for  instant 
analysis  and  instructional  messages  for  better 
patient  prompting.  Easy  automatic  calibration 
assures  ± 3%  accuracy,  and  triggering  can  be 
either  automatic  or  manual.' 

BIG  Capabilities 

Best-test  selection  (1-9  tests),  pre  and  post  BD 
capability,  flow  volume  loops,  patient-record 
formats,a  sophisticated  array  of  diagnostic 
interpretations  with  accompanying  comm- 
ents, a VC  test,  and  a 12-second  MW  test 
make  this  an  all  encompassing  portable 
spirometer. 

Vast  capabilities  in  a diminutive  package  at 
an  infinitesimai  price  offer  compelling 
reasons  to  take  a closer  look  at  the  AS-500. 

Yes,  BIG  indeed. 

.And,  of  course,  it  meets  all  the  ATS  standards. 


AS-300:  A younger  family  member  which  performs  many  of  the  functions 
of  the  AS-500  at  an  even  more  affordable  price. 


LEWIS  MEDICAL  

INSTRUMENTS  INC. 

Precision  instruments  to  the 
health  profession  for  over  20  yeors 


(301)  984-61 12 -Washington,  D.C. 

(301 ) 444-7977  — Baltimore,  Maryland 
(804)  644-8024  — Virginia 
(919)  848-4333  — North  Carolina 
(215)  922-4966  — Pennsylvania 


20th  Mid-Winter  Ciinicai 
Conference 


Charleston  Marriott  Hotel 

200  Lee  Street,  East,  Charleston,  WV 

January  23-25,  1987 
Sponsored  by 

West  Virginia  State  Medical  Association 
West  Virginia  University  School  of  Medicine 
Marshall  University  School  of  Medicine 

SCIENTIFIC  PROGRAM  HIGHLIGHTS  — Dr.  William  O.  McMillan,  Jr.,  of  Charleston  is  the  Chairman  of  the  Pro- 
gram Planning  Committee.  Topics  to  be  discussed  during  the  Conference  scientific  session  are  “Management  of  Chronic  Pain;” 
“Problems  of  Adolescence;”  “Concerns  in  Geriatrics;”  and  “Ethical  Dilemmas  for  the  1980s  and  Beyond.”  Involvement  with 
and  intervention  in  the  life  of  the  Impaired  Physician  will  be  the  topic  for  discussion  during  the  Physicians’  Session  on  Friday 
evening;  and,  during  the  Public  Session  that  same  evening.  Foods  for  Healthy  Living  will  be  discussed. 

REGISTRATION  FEE  — The  fee  for  WVSMA  members  is  $75,  and  $100  for  non-members.  There  is  no  registration 
fee  for  residents,  medical  students  and  nurses. 

WHO  SHOULD  ATTEND  — Physicians  of  all  specialties. 

ACCREDITATION  — The  West  Virginia  University  School  of  Medicine  is  accredited  by  the  Accreditation  Council  of 
Continuing  Medical  Education  (ACCME)  to  sponsor  continuing  medical  education  for  physicians  and  certifies  that  this  contin- 
uing medical  education  offering  meets  criteria  for  11.5  hours  of  Category  1 credit  toward  the  Physicians  Recognition  Award 
of  the  American  Medical  Association. 

OVERNIGHT  ACCOMMODATIONS  — Physicians  should  communicate  directly  with  the  reservation  manager  of  the 
hotel  or  motor  inn  of  their  choice.  The  Marriott  has  set  aside  rooms  for  registrants,  and  reservations  at  the  Marriott  should 
be  made  by  January  8.  In  order  to  obtain  group  rates,  those  who  make  reservations  directly  with  the  Marriott  should  specify 
that  they  will  be  attending  the  Mid-Winter  Clinical  Conference.  Those  who  register  in  advance  for  the  Conference  with  the 
WVSMA  (see  below)  will  receive  from  the  Association  a postage-paid  Marriott  reservation  request  card  specifically  designed 
for  Mid-Winter  Conference  registrants. 

ADVANCE  REGISTRATION  — Please  complete  the  form  below  and  mail  to:  WVSMA,  PO  Box  4106,  Charleston, 
WV  25364. 


Please  Register  me  for  the  20th  Mid-Winter  Clinical  Conference  in  Charleston,  WV,  January  23-25,  1987.  My  $75  ($100) 
registration  fee  is  (is  not)  enclosed. 


Name  (please  print) 


Specialty 


Address 


City 


Classified 


INTERNAL  MEDICINE 
Internist  — BE/BC  to  join  multi-specialty 
group  in  small  rural  West  Virginia  com- 
munity. Salary  75  K with  excellent  fringe 
benefits  including  paid  mal-practice.  Reply 
to  West  Virginia  Medical  Journal,  c/o 
Community  Health  Classifieds,  P.  0.  Box 
4106,  Charleston,  WV  25364. 


UROLOGY 

Uroiogist — BE/BC  to  join  multi-specialty 
clinic  in  rural  West  Virginia  community. 
Salary  75  to  80  K with  excellent  fringe 
benefits.  Reply  to  West  Virginia  Medical 
Journal,  c/o  Community  Health  Classifieds, 
P.  O.  Box  4106,  Charleston,  WV  25364. 


VIRGINIA  — Western  mountain  region. 
Seeking  family  practice  physicians  for  hos- 
pital affiliated  clinic.  Excellent  hours,  at- 
tractive compensation  and  malpractice  in- 
suranct  provided.  Contact  Emergency  Con- 
sultants, Inc.,  One  Windemere  Place,  Room 
37,  Petoskey,  Ml  49770;  800/253-7092,  or 
in  Michigan  800/632-9650. 


MEDICAL  PRACTICE  SALES  AND  AP- 
PRAISALS. We  specialize  in  the  valuation 
and  selling  of  medical  practices.  If 
interested  in  buying  or  selling  a medical 
practice  contact  our  Brokerage  Division 
at  The  Health  Care  Group,  400  GSB  Build- 
ing, Bala  Cynwyd,  Pa.  19004  (215) 

667-8630. 


CLASSIFIED  RATES:  $10  for  10  lines; 
for  every  line  over  10  lines  there  will  be 
an  additional  charge  of  $2  per  line.  Cost 
to  be  figured  after  ad  has  been  set  by 
the  printer.  $15  for  confidential  ad  (10 
lines). 

DEADLINE:  Copy  must  be  received  by 
the  10th  of  the  month  preceding  the 
month  of  issue:  e.g.,  copy  for  the  Au- 
gust issue  is  due  by  July  10.  Send 
copy  to:  West  Virginia  Medical  Journal, 
P.O.  Box  4106,  Charleston,  WV  25364. 
Telephone:  (304)  925-0342. 


MARTINSBURG,  WEST  VIRGINIA  — Seek- 
ing director,  board  prepared  or  certified  in 
emergency  medicine,  for  busy  268  bed  hos- 
pital within  1V2  hours  drive  of  Washington, 
D.C.  Attractive  compensation  and  mal- 
practice insurance  provided.  Please  submit 
resume  to  Emergency  Consultants,  Inc., 
One  Windemere  Plact,  Room  37,  Petoskey, 
Ml  49770;  800/253-7092,  or  in  Michigan 
800/632-9650. 


PHYSICIANS  NEEDED  IN  THE  SUNBELT: 

Clients  in  our  12-state  placement  area 
(AL,  AR,  FL,  GA,  KY,  LA,  MS,  NC,  OK,  SC, 
TN,  & TX)  need  physicians — all  specialties. 
An  M.D.  does  all  of  our  placement  work 
and  through  careful  screening  he  elimi- 
nates needless  interruption  of  your  work. 
Send  CV  to:  TRENT  ASSOCIATES,  2421 
Shades  Crest  Road,  Birmingham,  AL 
35216. 


FOR  RENT  — Medical  Office  space 
located  on  208  3rd  Avenue,  Montgomery, 
WV.  Modern  brick  building  situated  in 
heart  of  town;  premises  includes  large 
reception  area,  reception  office,  four  ex- 
amining rooms,  1 surgery  room,  two  execu- 
tive offices,  kitchen  lab,  central  air/heat. 
For  more  information,  call  Louis  Tabit,  JD 
at  (304)  442-5171. 


W.B.  SAUNDERS 
BOOK  COMPANY 

BOOKS  FOR  CONTINUING  EDUCATION 
IN  THE  HEALTH  SCIENCES 

West  Virginia  Sales  Representative: 

DAVID  J.  PROX 

114  Evans  Drive  • McMurray,  PA  15317 
(412)  941-8843 

Also  Representing: 

BAILLIERE  TINDALL 

CHURCHILL-LIVINCSTONE  • PRAEGER 
SAUNDERS  SOFTWARE  • THIEME 


CREATIVE  CONCEPTS  — Medical/Sci- 
entific, Paper  Writing  Service.  Writing, 
help  in  researching.  Illustration,  and 
Photography.  Phone  (304)  242-7564  or 
(304)  232-0125.  120  Garvin’s  Lane, 

Wheeling,  WV  26003. 


it  you’re  worried 
albout  cancer, 
remember  this. 


if  you  want  to  talk  . 
to  us  about  caitce 


here  to 


mm 


2;500,000  people 
-fiditiis  cancer. 


SAINT  MARY'S  HOSPITAL 

2900  First  Avenue  — Huntington,  WV  25701  — Telephone:  304-526-1234 

Psychiatric  treatment  for  the  emotionally  disturbed.  Qualified  psychologists  and  social  workers  on  staff. 
Program  Includes:  Group  Therapy,  Psychotherapy,  Crisis  Intervention,  Care  for  the  Acutely  Disturbed,  Sub- 
stance Abuse  and  Recreational  Therapy.  Well  trained  staff.  Forty-seven  beds. 


Medical  Staff  Members 


R.  A.  Edwards,  M.  D. 

697-7036 

L.  C.  Smith,  M.  D.  

697-7036 

K.  M.  Fink,  M.  D. 

525-8191 

M.  M.  Bateman,  M.  D. 

526-0580 

R.  W.  Hibbard,  M.  D. 

525-9355 

R.  A.  Kayser,  M.  D. 

529-1289 

D.  H.  Webb,  M.  D. 

525-9355 

C.  L.  McGahee,  M.  D. 

526-0580 

J.  Gallemore,  M.  D. 

526-0580 

B.  M.  Hirani,  M.  D. 

523-2625 

J.  Corcella,  M.  D. 

525-7851 

R.  Kumar,  M.  D. 

529-2090 

J.  V.  Ottaviano,  M.  D. 

525-7851 

S.  Y.  Marca,  M.  D. 

736-2216 
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HIGHLAND  HOSPITAL 

300  56th  Street,  S.E.,  P.  O.  Box  4359 
Charleston,  West  Virginia  25364 

(304)  925-4756 

• Children’s  Pavilion 

• Adult  Psychiatry 

• Adolescent  Psychiatry 

• Geropsychiatry 

ALL  PROGRAMS  OFFER: 

Crisis  intervention  • Group  therapy  • Family  therapy  • Marital  counseling  • Individual 
therapy  • Occupational  therapy  • Recreational  therapy  • Special  care  for  the  acutely 
disturbed  patient  • Schooling  provided  on  Children’s  Pavilion  • Staffed  by  qualified 
psychiatrists  and  medical  consultants. 


ADULT  PSYCHIATRY 


Charles  C.  Weise,  M.  D.  925-2159 

Pablo  M.  Pauig,  M.  D.  343-8843 

Ralph  S.  Smith,  Jr.,  M.  D.  925-0349 

Lee  L,  Neilan,  M.  D.  925-3430 

Edmund  C.  Settle.  Jr.,  M.  D.  925-0624 


MEDICAL  STAFF 

ADULT  PSYCHIATRY 

Gina  Puzzuoli,  M.  D 925-6914 

John  P.  MacCallum,  M.  D.  925-6966 

Sid  Lerfald,  M.  D.  . 925-0004 

Elma  Bernardo.  M.  D.  768-1212 

Steve  Kissinger,  M.  D 925-6966 

Jerome  Massenburg,  M.  D.  925-0349 


CHILD  PSYCHIATRY 

Pablo  M.  Pauig,  M.  D 343-8843 

Ralph  S.  Smith,  Jr.,  M.  D.  . 925-0349 

John  P.  MacCallum,  M.  D.  925-6966 


Serving  the  community  for  over  30  years 
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Significantly  improves  hemodynamics 


Bumex 

bumetanide/Roche 

0,5-mg,  I -mg  and  2-mg  scored  tablets, 

2-ml  ampuls  (0,25  mg/ml)  and  2-ml,  4-ml 
and  10-ml  vials  (0.25  mg/ml) 

REDUCES 
FLUID  OVERLOAD 
and  eases  the  burden 
on  the  failing  heart 


Ten  patients  witti  CHF  showed  marked  hemodynamic  improvement  after  seven  days  of 
BUMEX*(bumetanide/Roche)  (mean  values  ± SE)  Adapted  from  Olesen,  ef  0/ ' 


References:  1.  Olesen  KH,  etal  Postgrad MedJ 51  (Supp\  6)  54-63,  1975  2.  Handler  B. 
Dhingra  RC,  Rosen  KM  J Clin  Pharmacol  21  706-711,  Nov-Dec  1981  S.BralerDC, 
eta!  Clin  Pharmacol  7her  34  207-213,  Aug  1983  4.  BraterDC,  Fox  WR,  Chennavasin  P 
J Clin  Pharmacol  21  599-603,  Nov-Dec  1981  5.  Davies  DL,  elal  Clin  Pharmacol  Ther 
15  141-155,  Feb  1974 


BUMEX« 

bumetanIde/Roche 

0.5-mg,  1-mg  and  2-mg  scored  toblefs, 

2-ml  ampuls,  2-ml.  4-ml  and 
10-ml  vldls  (0.25  mg/ml) 

BUMEX*  (bumetanide/Roche) 

Before  preschblng,  pleose  consulf  complete  product  Information,  a summary  of  which  follows: 


WARNING:  Bumex  (bumetanide/Roche)  Is  a potent  diuretic  which.  If  given  In  excessive 
amounts,  con  lead  to  a profound  diuresis  with  water  and  electrolyte  deplehon.  Therefore, 
careful  medical  supenrislon  Is  required,  ond  dose  and  dosage  schedule  have  to  be 
adjusted  to  the  Individual  pohenrs  needs  (See  under  DOSAGE  AND  ADMINISTRATION  In 
complete  product  Informahon.) 


INDICATIONS  AND  USAGE:  Edemo  associated  with  congestive  heart  failure,  hepatic  ond  renol 
diseose,  including  the  nephrotic  syndrome 

Almost  equal  diuretic  response  occurs  after  oral  and  parenteral  odministration  ot  Bumex  If 
impaired  gastrointestinal  absorption  Is  suspected  ot  oral  administration  is  not  practical,  Bumex 
should  be  given  by  the  intramuscular  or  introvenous  route. 

Successful  treofment  with  Bumex  following  instances  of  allergic  reactions  to  turosemide  suggests 
0 lock  of  cross-sensitivify 

CONTRAINDICATIONS:  Anuria  Hypersensitivity  and  in  patients  in  hepatic  coma  or  in  states  ot 
severe  electrolyte  depletion  Although  Bumex  con  be  used  to  induce  diuresis  In  renol  insufficiency, 
any  marked  increase  in  blood  urea  nitrogen  or  creatinine,  or  the  development  ot  oliguria  during 
therapy  ot  patients  with  progressive  renal  disease,  is  an  indication  for  discontinuation  ot  treatment 
WARNINGS:  Dose  should  be  adjusted  to  potienhs  needs.  Excessive  doses  or  too  frequent 
administration  con  lead  to  profound  water  loss,  electrolyte  depletion,  dehydration,  reduction  in 
blood  volume  and  circulatory  collapse  with  the  possibility  ot  vascular  thrombosis  and  embolism, 
particularly  in  elderly  patients 

Prevention  ot  hypokalemia  requires  particular  attention  in  patients  receiving  digitalis  and  diuretics 
lor  congestive  heart  failure,  hepafic  cirrhosis  ond  ascifes,  stales  of  aldosterone  excess  with 
normol  renal  function,  potassium-losing  nephropathy,  certain  diarrheal  states,  or  other  states 
where  hypokalemia  is  thought  to  represent  particular  added  risks  to  the  patients 
In  patients  with  hepatic  cirrhosis  and  ascites,  sudden  alterations  ot  electrolyte  balance  may 
precipitate  hepatic  encephalopathy  ond  coma  Treatment  in  such  patients  is  best  initiated  in  the 
hospital  with  small  doses  and  careful  monitoring  of  the  patienhs  clinical  status  and  electrolyte  bol- 
ance  Supplemental  potassium  and/or  spironolactone  may  prevent  hypokalemia  and  metabolic 
alkalosis  in  these  patients 

In  cats,  dogs  ond  guinea  pigs,  Bumex  has  been  shown  to  produce  ototoxicity  Since  Bumex  is 
obout  40  to  60  times  os  potent  as  turosemide,  it  is  anticipated  that  blood  levels  necessary  to  pro- 
duce ototoxicity  will  rorely  be  ochieved.  The  potentiol  for  ototoxicity  increases  with  intravenous 
therapy,  especially  at  high  doses 

Patients  ollergic  to  sulfonamides  may  show  hypersensitivity  to  Bumex 
PRECAUTIONS:  Meosure  senjm  potassium  periodically  ond  add  potossium  supplemenis  or 
potassium-sparing  diuretics,  it  necessory  Periodic  determinations  ot  other  electrolytes  are  advised 
in  patients  treated  with  high  doses  or  lor  prolonged  periods,  particularly  in  those  on  low  salt  diets 
Hyperuricemia  may  occur  Reversible  elevations  of  the  BUN  and  creatinine  moy  occur,  especially 
with  dehydration  and  in  patients  with  renal  insufficiency  Bumex  may  increase  urinary  calcium 
excretion 

Possibility  ot  effect  on  glucose  metabolism  exists  Periodic  determinations  ot  blood  sugar  should 
be  done,  particularly  in  patients  with  diobetes  or  suspected  latent  diabetes 


Patients  should  be  observed  regularly  for  possible  occurrence  of  blood  dyscrasias,  liver  damage 
or  idiosyncrofic  reactions 

Especially  in  presence  ot  impaired  renal  function,  use  ot  parenterally  administered  Bumex  should 
be  ovoided  in  patients  to  whom  aminoglycoside  ontibiofics  are  also  being  given,  except  in 
lite-threotening  conditions 

Drugs  with  nephrotoxic  potential  and  bumetanide  should  not  be  administered  simultaneously 
Since  lithium  reduces  renal  cleoronce  and  odds  a high  risk  ot  lithium  toxicity,  it  should  not  be  given 
with  diuretics 

Probenecid  should  not  be  odministered  concurrently  with  Bumex, 

Concurrent  therapy  with  indomethocin  not  recommended 

Bumex  moy  potentiate  the  effects  ot  antihypertensive  drugs,  necessitating  reduction  in  dosage 
Interaction  studies  in  humans  have  shown  no  effect  on  digoxin  blood  levels 
Interaction  studies  in  humans  have  shown  Bumex  to  hove  no  effect  on  warfarin  metobolism  or  on 
plosmo  prothrombin  activity. 

Pregnancy  Bumex  should  be  given  to  a pregnant  woman  only  if  fhe  potential  benefit  justifies  fhe 

potential  risk  to  the  fetus 

Bumetonide  may  be  excreted  in  breast  milk 

Pediatric  Use  Safety  and  effectiveness  below  age  18  not  established 

ADVERSE  REACTIONS:  Muscle  cramps,  dizziness,  hypotension,  headache  and  nausea,  and 

encepholopothy  (in  patients  with  preexisting  liver  disease) 

Less  frequent  clinical  adverse  reactions  ore  weokness,  impaired  hearing,  rash,  pruritus,  hives, 
electrocardiogram  changes,  abdominal  pain,  arthritic  pain,  musculoskeletal  pain  and  vomiting 
Other  clinical  adverse  reactions  are  vertigo,  chest  pain,  ear  discomfort,  fatigue,  dehydration, 
sweating,  hyperventilation,  dry  mouth,  upset  stomach,  renol  failure,  osterixis,  itching,  nipple  ten- 
derness, diarrhea,  premature  ejaculation  and  difficulty  maintoining  an  erection 
Laboratory  abnormalities  reported  are  hyperuricemia,  azotemia,  hyperglycemio,  increased  serum 
creatinine,  hypochloremia,  hypokalemia,  hyponatremia,  and  variations  in  CO2  content, 
bicarbonate,  phosphorus  and  calcium.  Although  manifestations  of  the  pharmacologic  action  of 
Bumex,  these  conditions  moy  become  more  pronounced  by  intensive  therapy 
Diuresis  induced  by  Bumex  moy  also  rarely  be  accompanied  by  changes  in  LDH,  total  serum 
bilirubin,  serum  proteins,  SGOT  SGPT  alkaline  phosphatase,  cholesterol,  creatinine  clearance, 
deviations  in  hemoglobin,  prothrombin  time,  hematocrit,  platelet  counts  and  differential  counts 
Increases  in  urinory  glucose  and  urinary  protein  have  also  been  seen 
DOSAGE  AND  ADMINISTRATION: 

Oral  Adminislratian.  The  usual  total  daily  dosage  is  0 5 to  2 0 mg  and  in  most  patients  is  given 
as  a single  dose 

Parenteral  Adminislratian:  Admin’ jter  to  patients  (W  or  IM)  with  Gl  absorption  problem  or  who 
cannot  toke  oral  The  usual  initial  dose  is  0. 5 to  1 mg  given  over  1 to  2 minutes  If  insufficient 
response,  a second  or  third  dose  moy  be  given  at  2 to  3 hour  intervals  up  to  a maximum  of 
10  mg  a day 

HOW  SUPPLIED:  Tablets.  0 5 mg  (light  green),  1 mg  (yellow)  and  2 mg  (peoch),  bottles  of  100 
and  500,  Prescription  Paks  of  30,  Tel-E-Dose®  cortons  of  100  Imprint  on  toblets  0 5 mg— 
ROCHE  BUMEX  0 5,  1 mg-ROCHE  BUMEX  1,  2 mg-ROCHE  BUMEX  2 
Ampuls,  2 ml,  0, 25  mg/ml,  boxes  ot  ten. 

Vials,  2 ml,  4 ml  and  10  ml,  0 25  mg/ml,  boxes  of  fen 


RDCHE  LABDRATDRIES 
Division  of  Hoffmonn-Lo  Roche  Inc 
Nufley,  New  Jersey  071 10 


OVERLOAD 


Reduce  fluid  volume  and 
improve  hemodynamics  in  CHF 

Edema  due  to  congestive  heart  toilure  often 
demands  highly  effective  diuresis  to  reduce  the 
fluid  load  on  the  failing  heart.  Bumex*  (bumet- 
onide/Roche)  is  the  next  generation  in  loop 
diuretic  therapy  for  three  powerful  reasons.  It 
moves  out  on  unsurpassed  volume  of  fluid  and 
sodium,  resulting  in  significant  reductions  in 
edema  and  right  atrial  and  pulmonary  artery 
wedge  pressures. Ifs  almost  completely 
absorbed  through  the  Gl  tract,  so  it's  easy  to 


titrote.3  And  Bumex  completes  high-volume 
diuresis  fost-within  four  hours  of  usual 
doses.'*  ® Your  patients  spend  less  time  in 
diuresis,  more  time  in  normal  activities. 

Bumex  has  o good  safety  profile;  however, 
os  with  oil  loop  diuretics,  Bumex,  if  given  in 
excessive  amounts,  con  lead  to  profound 
diuresis  with  water  and  electrolyte  depletion, 
including  hypokalemia.  Serum  electrolytes 
should  be  monitored  periodically,  especially  in 
patients  on  low  salt  diets  or  those  treated  for 
prolonged  periods  or  on  high  doses. 


BtmiGC«n 

bumetanide/Roche 


O.S-mg,  l-mg  and  2-mg  scored  tablets,  2-ml  ampuls  (0.25  mg/ml) 
and  2-ml.  4-ml  and  10-ml  vials  (0.2S  mg/ml) 

First  line 

loop  diuretic  therapy 


Please  see  references  and  summary  of  producf  informafion  on  preceding  page. 
Copyrigfif  ©1986  by  Hoffmann-La  Roche  Inc.  All  righfs  reserve^^|M|P0 
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Convention  Plans 

V-*  ■ 

See  Page  73 
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Imagine 

A MACHINE 
THAT  CAN 
DO  THIS  TO 


We're  proud  to  announce  the  introduction  of  Extra- 
corporeal Shock  Wave  Litliotripsy  as  a new  feature  of  our 
kidney  stone  treatment  program.  This  new  device  makes 
it  possible  to  pulverize  and  eliminate  kidney  stones  widt- 
out  invasive  surgery  Now  you  have  the  opportunity  to 
participate  in  this  state-of-the-art  procedure  at  CAMC's 
High  Tech  Center  here  in  Charleston,  West  Virginia. 

The  Lithotripter  uses  shock  waves  to  bombard  kid- 
ney stones  into  sand-like  particles  inside  the  body.  The 
residue  is  then  easily  passed.  Although  the  theory 
behind  Lithotripsy  is  simple,  the  process  is  precise.  The 
stone  is  pinpointed  inside  the  body  with  fluoroscopy 
and  shock  wave  firing  is  synchronized  witli  tlte  patient's 
heartbeat  by  electrocardiogram.  Usually,  the  entire  pro- 
cess takes  about  an  hour. 


As  you  can  imagine.  Lithotripsy  offers  many  benefits 
to  kidney  stone  patients.  The  process  is  less  painful, 
entails  fewer  side  effects,  and  recuperation  is  quicker 
than  with  conventional  surgery.  It's  even  less  expensive 
than  surgery. 

We're  encouraging  all  area  urologists  to  apply  for 
privileges  in  Extracorporeal  Shock  Wave  Lidtotripsy  We 
invite  you  to  visit  CAMC  and  see  the  lithotripter  in 
action.  Come  and  learn  about  this  revolutionary  ther- 
apy which  is  the  wave  of  the  future  in  kidney  stone 
treatment.  We  will  happily  provide  you  with  a brochure 
for  your  use  as  well  as  brochures  for  your  patients. 

For  your  brochures  or  other  information  about 
Lithotripsy  and  our  kidney  stone  treatment  program, 
call  CAMC  at  1-800-654-0159. 


CAMC 

Charleston  Area  Medical  Center 
1-800-654-0159 
We  Care  For  West  Virginia 


The  Volvo  odometer  can  reach  999,999  miles. 
Which  is  900,000  more  than  most  cars. 


GETALOTOUT 
OFAVOUra  WAGON. 

For  more  reasons  why  you 
Volvo  240 
wagon,  stop  by  our  show- 
room for  a test  drive. 

Or  you  could  end  up  with 
a wagon  that  offers  a lot  less. 

ROOF  RACK  OPTIONAL 

VOLVO 

A car  you  can  believe  in. 


See  VOLVO  at  TAG  GALYEAN 


1010  Washington  St.  East  — Heart  ’O  Town 
Telephone  344-1776 

* Based  on  '86  manufacturers  brochure  describing  '86  models. 


Holiday  Inn 


S'  1986  VOLVO  NORTH  AMERICA  CORPORATION 


McDonough 

Caperton 

Systems 


Now  serving  over  120  physicians 

We  offer  the  largest,  most  complete  selection  of  medical  office  management  systems 
and  services  available  to  physicians  in  West  Virginia.  Our  efforts  mean  you  have  a 
choice  . . . 

of  programs  including 

• Patient  Past  History/Lab 
Results/Treatment  Information 

• Statistical  Retrieval  and  Analysis 
of  Medical  Information 

• Patient  Billing  Preparation 

• Aged  Account  Information 

• Complete  Financial  and 
Management  Reporting 

• Insurance  Forms  Preparation 

of  hardware  including  IBM,  AT  & T,  and  IMS 
of  investment  levels  beginning  at  $9,995  with  upgrade  opportunity 
^of  purchase  or  lease  arrangements  to  meet  your  individual  business  needs 

of  total  hardware  and  software  support  for  the  life  of  the  system  provided  by  our 
own  trained  technicians 

of  a company  sincerely  interested  in  your  satisfaction  and  success  in  the  day- 
to-day  use  of  our  systems. 

We’re  your  systems  consultant  and  welcome  the  opportunity  to  discuss  your  individual 
concerns  and  questions.  Our  job  and  our  commitment  is  to  help  you  reduce  your  paper- 
work, increase  your  productivity  and  improve  your  cash  flow. 

MAKE  US  YOUR  CHOICE 

Call  us  at  744-2583 
or  write 

325  Sixth  Avenue 

South  Charleston,  West  Virginia  25303 
Bradley  E.  Layne,  President 


• Scheduling  Functions 

• Hospital  Census 

• Electronic  Claims  Submission 

• Word  Processing 

• Tailoring  by  Specialty 

• “Password”  Security  Protection 
**  Remote  access,  including 

master  CN/CFF  capability. 
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CRLexperietx^e 
and  ledviology 


Unmatched  quality 
and  unequal^ 
dependability  in 
cardiology  and 
related  services. 


CRI,  Cardiac  Rehabilitation 
Institute,  blends  years  of 
experience  and  outstanding 
technological  capabilities  and 
expertise  to  deliver  cardiology 
and  related  services  that  are 
unmatched  for  quality, 
unequaled  for  accuracy, 
unstinting  in  dependability. 

CRI  puts  experience  and 
technology  to  work  for 
physicians  and  their  patients 
with  a team  of  dedicated 
professionals  who  work  hard 
applying  their  exceptional 
talents,  skills,  and  knowledge 
. . . board  certified  cardiologists, 
trained  cardiovascular  nurses, 
and  skilled  medical 
technologists  using  state-of- 
the-art  equipment,  advanced 
technologies,  and  proven 


methods  to  administer  and 
interpret  tests  and  procedures 
quickly  and  with  unmatched 
accuracy. 

CRI  provides  the  widest  range 
of  cardiology  and  related 
services: 

• Non-invasive  peripheral 
vascular  imaging 

• Echocardiography  (M-Mode, 
2D  and  Doppler) 

• Ultrasonic  abdominal  studies 


• Nuclear  cardiology  and 
stress  testing 

• Pulmonary  spirometry 

• Holter  monitoring 

• Mobile  units,  including 
NU-Car  40;  40  foot  nuclear 
cardiology  unit 

Depend  on  CRI,  Cardiac 
Rehabilitation  Institute. . .for 
the  technology  and  the 
professional  talents  that  get 
the  job  done  on  time, 
every  time. 


CARDIAC 

REHABILITATION 

INSTITUTE 

5438  Center  Avenue,  Pittsburgh,  PA  15232 
Phone:  412/682-6201 


McDonough  Caperton  Insurance  Group’s  new  corporate  office  building,  located  in  Charleston,  West  Virginia,  houses  over  150 
employees  and  serves  as  the  home  base  for  all  McDonough  Caperton  Insurance  Group  activity.  McDonough  Caperton  Insurance 
Group  also  maintains  office  facilities  in  eight  cities  throughout  West  Virginia,  Ohio,  Pennsylvania  and  Kentucky. 


McDonough 

Caperton 

Insurance 

Group 


Uniquely  capable  . . . Professionally  competent  . . . 

Serving  others  . . . Through  excellence. 


providing  a broad  range 
of  insurance  and  financial  services 
to  the  business  community, 
associations,  institutions, 
and  individuals. 


Among  the  10  Largest  Privately  Owned  Insurance  Brokers  in  the  United  States. 


Corporate  Headquarters:  One  Hillcrest  Drive,  East,  P.O.  Box  1551,  Charleston,  WV  25326.  Telephone:  (304)  346-0611. 
With  offices  in:  Beckley,  Charleston,  Fairmont,  Parkersburg,  Wheeling,  Pittsburgh,  Cleveland  and  Lexington,  KY. 


Pl^sidans  Always  Are 
Referring  Tb  Our  Reputation. 


% 


r 


Physicians  refer  to  Saint 
Albans  because  of  our  excel- 
lent reputation  as  Virginia’s 
only  full-service,  private,  not- 
for-profit  psychiatric  hospital. 

Since  1916,  that  reputation 
has  been  built  on  compre- 
hensive care.  We  have  fully 
accredited  treatment  programs 
for  adults,  adolescents  and 
substance  abusers.  Specialized 
programs  for  senior  adults, 
the  treatment  of  eating  dis- 
orders, phobias  and  pain 
management  also  are  offered. 

Today,  the  cost  of  such  care 
is  on  the  conscience  of 
patients  and  physicians.  We 
keep  that  in  mind,  too,  and  are  proud  that  Saint  Albans  has  the  lowest  current  average 
patient  daily  charge  of  any  private  psychiatric  hospital  in  Virginia. 

When  you  refer  patients  to  Saint  Albans,  you  can  rely  on  our  reputation  for  the 
best  possible  care  at  the  lowest  possible  cost.  That’s  why  physicians  have  been  refer- 
ring to  us  with  confidence  for  70  years.  Call  today,  toll-free  1 -800-368-3468,  for  a 
free  brochure  on  Saint  Albans  Psychiatric  Hospit^  or  write  to  “Reputation,"  P.O. 


Box  3608,  Radford,  VA  24143. 


Soirnt  Albans 
Psychiatric  Hospital 


Private,  Not-For-Profit,  Full-Service 
P^chiatricCare 

Radford,  Virginia 
1-800-368-3468 


Active  Medical  Staff: 

D.  Wilfred  Abse,  M.D.  Basil  E.  Roebuck.  M.D, 

lames  K.  Barnes,  M.D.  0.  LeRoyce  Royal,  M.D. 
Hal  G.  Gillespie,  M.D.  Morgan  E.  Scott,  M.D. 

G.  Paul  Hlusko,  M.D.  Don  L.  Weston,  M.D. 

Ronald  L.  Myers.  M.D. 


TABLETS 


Vpjohn 


A Century 
of  Caring 


ip- 1 986  The  Upjohn  Company 


J-61 38  January  1986 


Consider  the 
causative  organisms... 


250-nng  Pulvules®  t.i.d. 
offers  effectiveness  against 
the  major  causes  of  bacteriai  bronchitis 

Haemophilus  influenzae,  H influenzae,  Streptococcus  pneumoniae.  Streptococcus  pyogenes 

(ampiclllin-susceptible)  (ampiclllin-resisfant) 


Note:  Ceclor®  is  contraindicated  in  patients  with  known  allergy 
to  the  cephalosporins  and  should  be  given  cautiously  to  penicillin- 
allergic  patients. 


Penicillin  is  the  usual  drug  of  choice  in  the  treatment  and 
prevention  of  streptococcal  infections,  including  the  prophylaxis 
of  rheumatic  fever.  See  prescribing  information. 


Ceclor*  IcelaclofI 

Summary.  Consult  the  package  literature 

for  prescribing  information. 

Indications:  Lower  respiratory  Infections, 
including  pneumonia,  caused  by  sus- 
ceptible  strains  of  Streptococcus  pneu- 
moniae. Haemophilus  infiuenzae.  and 
S pyogenes  (group  A beta-hemolytic 
streptococci). 

Contraindications;  Known  allergy  to 
cephalosporins. 

Warning's:  CECLOR  SHOULD  BE  ADMIN- 
ISTEREI)  CAUTIOUSLY  TO  PENICILLIN- 
SENSITIVE  PATIENTS,  PENICILLINS 
AND  CEPHALOSPORINS  SHOW  PARTIAL 
CROSS-ALLERGENICITY.  POSSIBLE 
REACTIONS  INCLUDE  ANAPHYLAXIS 

Administer  cautiously  to  allergic 
patients. 

Pseudomembranous  colitis  has  been 
reported  with  virtually  all  broad-spectrum 
antibiotics.  It  must  be  considered  in 
differential  diagnosis  of  antibiotic- 


associated  diarrhea.  Colon  flora  is  altered 
by  broad-spectrum  antibiotic  treatment, 
possibly  resulting  in  antibiotic-associated 
colitis. 

Precautions: 

• Discontinue  Ceclor  in  the  event  of 
allergic  reactions  to  it. 

• Prolonged  use  may  result  in  overgrowth 
of  nonsusceptible  organisms, 

• Positive  direct  Coombs'  tests  have 
been  reported  during  treatment  with 
cephalosporins. 

• In  renal  impairment,  safe  dosage  of 
Ceclor  may  be  lower  than  that  usually 
recommended,  Ceclor  should  be  admin- 
istered with  caution  in  such  patients. 

• Broad-spectrum  antibiotics  should  be 
prescribed  with  caution  in  individuals 
with  a history  of  gastrointestinal 
disease,  particularly  colitis. 

• Safety  and  effectiveness  have  not  been 
determined  in  pregnancy,  lactation,  and 
infants  less  than  one  month  old.  Ceclor 


penetrates  mother's  milk.  Exercise 
caution  in  prescribing  for  these  patients. 

Adverse  Reactions:  (percentage  of 
patients) 

Therapy-related  adverse  reactions  are 
uncommon.  Those  reported  include: 

• Gastrointestinal  (mostly  diarrhea);  2.5%. 

• Symptoms  of  pseudomembranous 
colitis  may  appear  either  during  or  after 
antibiotic  treatment. 

• Hypersensitivity  reactions  (including 
morbilliform  eruptions,  pruritus,  urticaria, 
erythema  multiforme,  serum-sickness- 
like reactions);  1.5%;  usually  subside 
within  a few  days  after  cessation  of 
therapy.  These  reactions  have  been 
reported  more  frequently  in  children 
than  in  adults  and  have  usually  occurred 
during  or  following  a second  course  of 

a with  Ceclor,  No  serious  sequelae 
een  reported.  Antihistamines 
and  corticosteroids  appear  to  enhance 
resolution  of  the  syndrome. 


• Cases  of  anaphylaxis  have  been  reported, 
half  of  which  have  occurred  in  patients 
with  a history  of  penicillin  allergy. 

• Other:  eosinophilia  2%;  genital  pruritus 
or  vaginitis,  less  than  1%. 

Abnormalities  In  laboratory  results  of 

uncertain  etiology 

• Slight  elevations  in  hepatic  enzymes. 

• Transient  fluctuations  in  leukocyte 
count  (especially  in  infants  and  children) 

• Abnormal  urinalysis;  elevations  in  BUN 
or  serum  creatinine 

• Positive  direct  Coombs'  test 

• False-positive  tests  for  urinary  glucose 
with  Benedict’s  or  Fehling's  solution  and 
Clinitest*  tablets  but  not  with  Tes-Tape" 
(glucose  enzymatic  test  strip,  Lilly) 

© 1986,  ELI  LILLY  AND  COMPANY  |060485LR| 
AdOilional  intoimalion  amiable  lo  the 
pmfessm  on  lepuest  from  Eli  Lilly  and 
Company.  Indianapolis.  Indiana  46Z85 
Ell  Lilly  Industries,  Inc. 
Carolina,  Puerto  Rico  00630 
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Elcomp...the  best  medical  office 
computer  system  is  now  even 
better  with  the  Flexible  Package™ 


Would  you  treat  only  the  symptoms,  if  you  knew 
there  was  a proven  cure? 


It’s  hard  to  cure  chronic  ailments 
like  runaway  accounts  receivable, 
backlogged  claim  processing,  poor 
collection  ratio— by  treating  only  the 
symptoms.  The  Flexible  Package 
from  Elcomp  Systems,  combined 
with  Data  General's  Desktop  Gener- 
ation computers,  has  been  a proven 
cure  for  more  than  500  physicians 
since  1978. 

The  Flexible  Package  is  modular, 
which  means  you  can  tailor  the 
system  to  fit  your  practice’s  specific 
needs  without  any  programming 
changes.  We  will  train  your  staff  in 
the  operation  of  your  system,  and 
show  you  how  your  practice  can 
most  benefit  from  all  the  features  in 
your  Flexible  Package. 


The  Flexible  Package  cure  for 
medical  office  ailments: 

• Improved  cash  flow  through 
advanced  collection  methods  and 
delinquency  reporting 

• Account  Inquiries— demographic, 
insurance,  and  financial  information 
at  a touch 

• Accounts  Receivable  and  Man- 
agement Reports,  whenever  you 
need  them 

• Instantaneous  retrieval  of  patients’ 
procedures  and  diagnoses 

• Appointment  Scheduler,  to  help 
organize  your  day 

• Automatic  preparation  of  recall 
letters 

• Flexibility  to  design  your  own 
reports  with  the  Report  Generator 

• and  many  more  benefits . . . 


Elcomp  Systems  can  supply  the 
cure  for  your  practice  management 
ailments.  The  treatment  is  singular 
and  straightforward— to  give  you 
hardware,  software,  training,  and 
after-purchase  support  as  one 
package. 

Focus  on  curing  your  office  problems, 
not  just  relieving  the  symptoms. 

Call  Elcomp  today— you’ll  never 
feel  better. 


IrDataGeneral 


Personal 

Computers 


EISEfUF"  s\|sl3ns,  ifiB. 

Foster  Plaza  VII,  661  Andersen  Drive,  Pittsburgh,  PA  15220 
(800)  441-8386 


Keeping  Your  Family  In  Sight 


• CATARACT  SURGERY 

• EYE  EXAMINATIONS 
• LASER  SURGERY 


SOUTH  CHARLESTON  OFFICE 


t DRY  EYE  SPECIALISTS 
• PEDIATRIC  VISION  CARE 
• CONTACT  LENSES 


CHARLESTON  OFFICE 


Eye  Physicians 

and 

Surgeons 


Muhib  S.  Tarakji,  M.D. 


Herbert  A.  Tipler,  M.D. 


Riehard  C.  Rashid,  M.D. 


Medicare  Assipfnment  accepted  on  M medicare  patients. 
Charjjing  only  what  medicare  approves  for  covered 
services. 


South  Charleston 
Across  the  street  from 
Thomas  Memorial  Hospital 
424  Division  Street 


FOR  APPOINTMENTS  CALL 

(304)  768-7371 


Charleston 

- CAMC/General  Division 
General  Medical  Pavilion, 
Suite  100 
415  Morris  Street 


the  Eye  and  Ear  Clinic 

of  Charleston,  Inc. 

The  Laser  Surgery  Center 


SPECIALISTS  IN 

EYE  EAR  NOSE  and  THROAT  SURGERY 


• 35-bed  JCAH  Accredited 

Hospital 

• Ambulatory  Care/ 

Same  Day  Surgery 

• Laser  Surgery  Specialists 

• Facial  Plastic  Surgery 

• Cataract  Surgery/ 

Lens  Implant 


MEDICAL  AND  SURGICAL  SERVICES  PROVIDED  THROUGH 


EYE  EAR  NOSE  and  THROAT  PHYSICIANS 
& SURGEONS  OF  CHARLESTON,  INC. 

OPHTHALMOLOGISTS  OTOLARYNGOLOGISTS 


Milton  J.  Lilly,  Jr.,  MD 

Robert  E.  O'Connor,  MD  Romeo  Y.  Lim,  MD 

Moseley  H.  Winkler,  MD  Nabil  A.  Ragheb,  MD 

Samuel  A.  Strickland,  MD  R.  Austin  Wallace,  MD 

James  W.  Caudill,  MD 

EENT 

John  A.  B.  Holt,  MD 


FREE  PARKING 

MEDICARE  ASSIGNMENT  ACCEPTED 


1306  KANAWHA  BOULEVARD,  EAST 
P.O.  BOX  2271 

CHARLESTON,  WEST  VIRGINIA  25328 
TELEPHONE:  (304)  343-4371 
TOLL  FREE:  (800)  642-3049  (WV) 


The 

WestVksInla 
/ Academyof 
Ophdiailnioiosy 


— 40th  Annual  — 

NATIONAL  SPRING  MEETING 

at  THE 


APRIL  26-29,  1987 


GUEST  SPEAKERS 


ROBERT  C.  ALLEN,  M.D. 

Charlottesville,  VA 

ROBERT  E.  FENZL,  M.D. 

Irvine,  CA 

PHILIP  A.  SHELTON,  M.D.,  J.D. 

West  Hartford,  CT 

TOPICS:  Glaucoma,  Radial  Keratotomy,  Dry 
Eye  Syndrome,  Cataracts/IOLs,  Medical/Legal 
Problems  in  Ophthalmology. 

CREDIT:  16  Hours  CME  Credit 
AMA  Credit  Category  I 


REGISTRATION 


Members: 

$100 

Non-Members: 

$225 

Exhibitors: 

$450 

(fully  equipped  10’  x 10’  space  available) 

Advance  Registration  Required 

(refundable  through  3/9/87) 

Make  Checks  Payable  To: 

The  West  Virginia  Academy  of  Ophthalmology 

c/o  Samuel  A.  Strickland,  M.D. 

Secretary-Treasurer 

PO  Box  3107 

Charleston,  WV  25331 

(304)  345-4136 

Room  Reservations:  Contact  Directly 
The  Greenbrier 
White  Sulphur  Springs 
West  Virginia  24986 
(304)  536-1110 


LIBRIUM"^ 

chlordiazepoxide  HCI/Roche 
S-mg,  10-mg,  25-mg  capsules 
Before  prescribing,  please  consult  complete 
product  Information,  a summary  of  which  follows: 
Indications:  Management  of  anxiety  disorders: 
short-term  reiief  of  anxiety  symptoms,  acute  alcohol 
withdrawal  symptoms,  preoperative  apprehension 
and  anxiety.  Usually  not  required  for  anxiety  or 
tension  associated  with  stress  of  everyday  life.  Effi- 
cacy beyond  four  months  not  established  by 
systematic  clinical  studies.  Periodic  reassessment  of 
therapy  recommended. 

Contraindications:  Known  hypersensitivity  to  the 
drug. 

Warnings:  Warn  patients  that  mental  and/or 
physical  abilities  required  for  tasks  such  as  driving  or 
operating  machinery  may  be  impaired,  as  may  be 
mental  alertness  in  children,  and  that  concomitant 
use  with  alcohol  or  CNS  depressants  may  hove  an 
additive  effect  Though  physical  and  psychological 
dependence  hove  rarely  been  reported  on 
recommended  doses,  use  caution  in  administering 
to  addiction-prone  individuals  or  those  who  might 
increase  dosage.  Withdrawal  symptoms  (including 
convulsions)  reported  after  abrupt  cessation  of 
extended  use  of  excessive  doses  are  similar  to  those 
seen  with  barbiturates.  Milder  symptoms  reported 
infrequently  when  continuous  therapy  is  abruptly 
ended.  Avoid  abrupt  discontinuation:  gradually 
taper  dosage. 

Usage  in  Pregnancy:  Use  of  minor 
trarK)ullizers  during  the  first  trimester 
should  almost  always  be  avoided 
because  of  increased  risk  of  congenital 
malformations  os  suggested  in  several 
studies.  Consider  possibiiity  of  pregnancy 
when  instituting  therapy:  advise  patients 
to  discuss  therapy  if  they  intend  to  or  do 
become  pregnant. 

Precautions:  In  the  elderly  and  debilitated,  and  in 
children  over  six,  limit  to  smallest  effective  dosage 
(initially  10  mg  or  less  per  day)  to  preclude  ataxia  or 
oversedation,  increasing  gradually  as  needed  and 
tolerated.  Not  recommended  in  children  under  six. 
Though  generally  nat  recommended,  if  combina- 
tion therapy  with  other  psychotropics  seems 
indicated,  carefully  consider  individual  pharmaco- 
logic effects,  particularly  in  use  of  potentiating 
drugs  such  as  MAO  inhibitors  and  phenothiazines. 
Observe  usual  precautions  in  presence  of  impaired 
renal  or  hepatic  function.  Paradoxical  reactions 
(e  g.,  excitement,  stimulation  and  acute  rage)  have 
been  reported  in  psychiatric  patients  and 
hyperactive  aggressive  children.  Employ  usual 
precautions  in  treatment  of  anxiety  states  with  evi- 
dence of  impending  depression:  suicidal  tenden- 
cies may  be  present  and  protective  measures 
necessary.  Variable  effects  on  blood  coagulation 
have  been  reported  very  rarely  in  patients 
receiving  the  drug  and  oral  anticoagulants:  causal 
relationship  has  not  been  established  clinically.  Due 
to  isolated  reports  ot  exacerbation,  use  with  caution 
in  patients  with  porphyria. 

Adverse  Reactions:  Drowsiness,  ataxia  and 
confusion  may  occur,  especially  in  the  elderly  and 
debilitated.  These  are  reversible  in  most  instances  by 
proper  dosage  adjustment,  but  are  also  occasion- 
ally observed  at  the  lower  dosage  ranges.  In  a few 
instances  syncope  has  been  reported.  Also 
encountered  are  isolated  instances  of  skin  eruptions, 
edema,  minor  menstrual  irregularities,  nausea  and 
constipation,  extrapyramidal  symptoms,  increased 
and  decreased  libido-all  infrequent  and  generally 
controlled  with  dosage  reduction:  changes  in  EEG 
patterns  (low-vottoge  fast  activity)  may  appear 
during  and  otter  treatment:  blood  dyscrasias 
(including  agranulocytosis),  jaundice  and  hepatic 
dysfunction  hove  been  reported  occasionally, 
making  periodic  blood  counts  and  liver  function 
tests  advisable  during  protracted  therapy. 

Usual  Daily  Dosage:  Individualize  for  maximum 
beneficial  effects.  Oral-Adults:  Mild  and  moderate 
anxiety  disorders  and  symptoms,  5 or  10  mg  f r d or 
q i.d.:  severe  states,  20  or  25  mg  t.i.d.  or  q.i.d 
(^ndtric  pdtients  5 mg  bid.  to  q.i.d.  (See 
Precautions.) 

Supplied:  Librium*  (chlordiazepoxide  HCI/Roche) 
Capsules.  5 mg,  10  mg  and  25  mg— bottles  of  100 
and  500:  Tel-E-Dose*  packages  of  100,  available  in 
boxes  of  4 reverse-numbered  cords  of  25,  and  in 
boxes  containing  10  strips  of  10.  Libritobs® 
(chlordiazepoxide/Roche)  Tablets.  5 mg  ond  10  mg— 
bottles  ot  100  and  500: 25  mg- bottles  of  100.  With 
respect  to  clinical  activity,  capsules  and  tablets  are 
indistinguishable. 


Reservation  forms  sent  to  all  registrants 


Roche  Products  Inc. 
Manati,  Puerto  Rico  00701 


Nobody  does  it  better. 


Copyright  © 1986  by  Roche  Products  Inc.  All  rights  reserved. 


Please  see  adjacent  page  for  summary  of  producf  information. 


tions  have  been  able  to  provide. 

Harding  Hospital  offers  a broad  range  of  psychiatric 
services  to  young  adults  and  their  families.  And 
Harding's  wooded  campus,  daily  activity  program, 
dietary  supervision  and  physical  conditioning  create 
a secure,  contained  and  structured  environment  in 
which  the  patient  is  assisted  to  recover  < 

For  70  years,  Harding  has  been  helping 
people  who  hurt.  We  invite  you  to  call 
or  write  us  regarding  your  special 
patient  needs. 


Harding  Hospital 

445  East  Dublin-Granville  Road 
Worthington,  Ohio  43085 

614/885-5381 


Scientific  Newsfront 


Carotid  Endarterectomy:  Experience 
In  172  Consecutive  Cases 


ALI  F.  ABURAHMA,  M.  D. 

Chief  of  Surgery  and  Director,  Vascular 
Laboratory,  Charleston  Area  Medical 
Center,  Charleston,  West  Virginia; 
Clinical  Professor  of  Surgery, 

West  Virginia  University  Medical  Center, 
Charleston 


The  records  of  172  consecutive 
carotid  endarterectomies  were 
evaluated  for  postoperative  compli- 
cations, categorized  according  to 
their  presenting  syndrome  and  fol- 
lowed for  a period  of  one  to  eight 
years.  Sixty-five  per  cent  of  the 
surgery  was  done  for  hemispheric 
TIA,  15  per  cent  for  nonhemispheric 
TIA,  six  per  cent  for  patients  with 
previous  stroke,  and  14  per  cent  for 
asymptomatic  significant  carotid 
stenosis.  Each  group  complication 
rate  was  then  evaluated  and  com- 
pared with  rates  in  comparable 
studies. 

The  postoperative  stroke  rate  for 
hemispheric  TIA  patients  was  2.7 
per  cent  with  a combined  stroke  and 
death  rate  of  3.6  per  cent.  The 
postoperative  rate  for  nonhemispheric 
TIA  patients  was  3.8  per  cent.  The 
postoperative  stroke  rate  for  patients 
with  previous  stroke  prior  to  surgery 
and  for  the  asymptomatic  significant 
carotid  stenosis  was  zero  per  cent. 

The  combined  postoperative  stroke 
rate  for  the  entire  series  was  2.3  per 
cent  with  a combined  stroke  and 
death  rate  of  2.9  per  cent.  One 
hundred  and  fifty-nine  cases  were 
followed  for  late  TIA,  stroke,  and 
death.  There  was  3.1  per  cent  of 
late  TIA,  5.7  per  cent  of  late  stroke, 
and  11.9  per  cent  of  late  death. 

This  study  points  out  the  need  to 
separate  candidates  for  carotid 
endarterectomy  into  their  presenting 


syndrome  before  comparing  with 
odier  studies. 

Carotid  endarterectomy  has  become 
a common  mode  of  therapy  in 
the  past  30  years  in  the  treatment  of 
internal  carotid  artery  stenosis  and 
hemispheric  transient  ischemic 
attacks.  The  surgery  is  also  indicated 
by  some  for  carotid  stenosis  and 
previous  cerebrovascular  accident, 
nonhemispheric  TIA,  asymptomatic 
carotid  stenosis,  and  occasionally  for 
vertebrobasilar  insufficiency.  Justifi- 
cations for  the  surgery  hinge  on  com- 
parison of  the  surgical  morbidity  and 
mortality  to  the  recorded  natural 
history  in  those  patients  treated 
medically  and  those  untreated.  Most 
of  the  recent  surgical  literature 
indicates  a perioperative  stroke  rate 
of  less  than  three  per  cent.  Carotid 
endarterectomy  performed  for  any  of 
the  above  indications  has  the  same 
perioperative  major  complications 
( stroke,  myocardial  infarction,  and 
death  I , and  minor  complications 
( cranial  nerve  injury,  transient 
ischemic  attacks,  and  wound 
hematoma ) . 

Results  with  any  of  these  indica- 
tions are  frequently  combined  in 

TABLE  1 

Carotid  Endarterectomy:  Experience 
in  172  Consecutive  Cases;  Indication 
of  Carotid  Endarterectomy 


No. 

% 

1.  Ipsilateral  hemispheric 

TIA 

Ill 

65% 

2.  Nonhemispheric  TIA 

26 

15% 

3.  CVA 

11 

6% 

4.  Asymptomatic 

significant  stenosis 

24 

14% 

Totals 

172 

100% 

published  literature  for  analysis  of 
complications.  Because  the  risk  of 
complications  actually  varies  from 
one  indication  to  another,  combining 
all  indications  only  skews  complica- 
tion rates  upward  for  low-risk 
patients  and  downward  for  high-risk 
patients. 

The  purpose  of  this  study  is  to 
analyze  the  complications  and  long- 
term follow-up  of  all  indications  for 
carotid  endarterectomy  in  172  con- 
secutive cases. 

The  medical  records  of  all  my 
patients  undergoing  carotid 
endarterectomy  during  a seven-year 
period  between  July  1,  1978,  and 
June  1,  1985,  at  Charleston  Area 
Medical  Center  were  reviewed.  The 
study  included  172  cases  done  on 
135  patients  ( 87  male  and  48 
female  ) . Their  age  range  was 
between  36  and  82  years. 

Progress  notes,  nursing  notes, 
operative  and  angiogram  reports 
were  reviewed  for  each  patient.  The 
office  follow-up  notes  were  also 
reviewed. 

Four  major  indications  for  surgery 
were  identified.  The  first  indication 
included  patients  with  hemispheric 
TIA.  The  second  indication  included 
patients  with  nonhemispheric  TIA 
which  included  dizziness,  drop 
attacks,  syncope,  blurred  vision, 
dysarthria,  and  vertigo.  Those 
patients  had  more  than  one  symptom 
of  nonhemispheric  TIA.  Ear,  nose, 
throat,  cardiology,  and  neurology 
workups  of  these  patients  were  normal 
except  for  the  presence  of  significant 
carotid  stenosis.  The  third  indication 
included  patients  with  good  residual 
functions  after  previous  cerebral 
infarction  ipsilateral  to  the  side  of 
the  carotid  endarterectomy  with  the 
infarction  documented  by  history 
and  examination  and  / or  CAT  scan 
of  the  brain.  The  final  group  of 
patients  included  those  with 
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asymptomatic  significant  carotid 
stenosis.  This  group  also  included 
patients  who  were  identified  by 
angiography  during  evaluation  for 
symptoms  referable  to  the  con- 
tralateral carotid  artery. 

A perioperative  TIA  was  identified 
when  focal  neurological  signs  were 
reported,  and  the  deficit  did  not  last 
beyond  24  hours.  A perioperative 
stroke  was  identified  when  the 
hemispheric  deficit  not  noted  pre- 
operatively  was  recorded  for  more 
than  24  hours.  Postoperative 
myocardial  infarction  was  recorded 
if  that  was  documented  by  EKG 
and  elevated  isoenzymes  as  reported 
by  a cardiologist  during  the  post- 
operative period  prior  to  discharge  of 
the  patient.  Neck  wound  hematoma 
was  counted  if  operative  evacuation 
was  necessary.  Any  signs  or 
symptoms  consistent  with  cranial 
nerve  injury  in  the  postoperative 
period  were  interpreted  as  compli- 
cations of  carotid  endarterectomy. 
Thus  all  hoarseness  w'as  attributed  to 
vagal  or  recurrent  laryngeal  nerve 
injury  (X  ),  tongue  deviation  or 
dysarthria  to  hypoglossal  nerve 
injury  ( Xll ) , mouth  asymmetry  to 
the  marginal  branch  of  the  facial 
nerve  injury  ( Vll  I , or  ear  lobe 
numbness  to  greater  auricular  nerve 
injury. 

All  carotid  endarterectomies  were 
performed  under  general  anesthesia 
using  shunting. 

Results 

The  results  are  noted  in  Table  1. 
There  was  a total  of  172  procedures 
performed.  The  most  common  indi- 


cation was  hemispheric  TIA  with 
ipsilateral  carotid  stenosis  (111  or 
65  per  cent ).  The  second  indication 
was  nonhemispheric  TIA  with  signifi- 
cant carotid  stenosis  ( 26  or  15  per 
cent ) . The  third  indication  was 
ipsilateral  cerebral  infarction  with 
significant  carotid  stenosis  (11  or 
six  per  cent) . The  fourth  indication 
was  asymptomatic  significant  carotid 
stenosis  ( 24  or  14  per  cent). 

As  noted  in  Table  2,  there  were 
three  cases  of  cranial  nerve  injury, 
two  of  the  hypoglossal  nerve,  and  one 
of  the  marginal  branch  of  the  facial 
nerve  ( 1.7  per  cent) ; three  cases  of 
TIA  ( 1.7  per  cent) ; four  cases  of 
stroke  ( 2.3  per  cent) ; two  cases  of 
myocardial  infarction;  and  two  cases 
of  death,  one  secondary  to  MI  and 
the  other  secondary  to  stroke.  The 
number  of  patients  who  had  a stroke 
and  death  was  five  ( 2.9  per  cent) . 

The  number  of  the  perioperative 
complications  relative  to  the  indi- 
cation of  carotid  endarterectomy  can 
be  seen  in  Table  2. 

All  cases  were  followed  from  one 
to  eight  years  with  a mean  of  four 
and  one-half  years  except  for  13 
cases:  four  had  CVA  during  surgery, 
and  nine  were  lost  for  follow-up; 
however,  159  cases  were  available  for 
follow-up.  All  of  these  cases  were 
followed  for  any  signs  of  late  TIA, 
i.e.  after  their  discharge,  late  stroke 
or  death.  As  indicated  in  Table  3, 
there  were  five  cases  of  late  TIA 
( 3.1  per  cent ),  three  cases  of 
ipsilateral  stroke  ( 1.9  per  cent)  and 


six  cases  of  contralateral  stroke  (3.8 
per  cent ) ( a total  of  nine  cases  of 
stroke  or  5.7  per  cent ) . There  were 
19  cases  of  late  mortality  (11.9  per 
cent)  which  included  11  cases 
secondary  to  MI  (6.9  per  cent), 
six  cases  related  to  stroke  (3.8  per 
cent ) , and  two  cases  related  to 
cancer  ( 1.3  per  cent). 

Twenty-six  cases  underwent  carotid 
endarterectomy  for  nonhemispheric 
symptoms,  17  of  which  became 
asymptomatic,  six  bad  some  improve- 
ment, and  three  were  unchanged 
(Table  4). 

Discussion 

Although  various  complications 
resulting  from  carotid  endarterectomy 
were  fully  described  in  the  literature, 
the  indications  for  operation  are  not 
always  elaborated.  Tbe  patient  with 
significant  carotid  artery  stenosis 
and  with  hemispheric  ipsilateral  TIA 

TABLE  3 

Late  TIA,  Stroke  and  Mortality 

After  Carotid  Endarterectomy  in 

159  Patients 


No.  Patients 

% 

Late  TIA 

5 

3.1% 

Late  stroke 

ipsilateral 

3 

1.9% 

contralateral 

6 

3.8% 

Total 

9 

5.7% 

Late  mortality 

myocardial  infarction  11 

6.9% 

stroke 

6 

3.8% 

other 

2 

1.3% 

TOTAL 

19 

11.9% 

TABLE  2 

Postoperative  Complications  for  All  Indications 


Indication  & No.  Cases 

Cranial  Nerve 
Injury 

TIA 

Stroke 

MI 

Death 

Stroke  and 
Death 

1.  Hemispheric  TIA  (111) 

3 (2.7%) 

2 (1.8%) 

3 (2.7%) 

2 (1.2%) 

2 (1.8)“ 

4 (3.6%) 

2.  Nonhemispheric  TIA  (26) 

0 

1 (3.8%) 

1 (3.8%) 

0 

0 

1 (3.8%) 

3.  CVA  (stroke)  (11) 

4.  Asymptomatic  carotid 

0 

0 

0 

0 

0 

0 

stenosis  (24) 

0 

0 

0 

0 

0 

0 

TOTALS  172 

*Of  these  two  deaths,  one 

3 (1.7%)  3 (1.7%) 

had  MI  and  one  had  stroke. 

4 (2.3%) 

2 (1.2%) 

2 (1.2%) 

5 (2.9%) 
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TABLE  4 

Carotid  Endarterectomy  for  Nonhemispheric  TIA 

Author 

Flo.  Patients 

No.  Operations 

Asymptomatic 

Improved 

Unchanged 

Baker^ 

53 

55 

37 

11 

2 

Fords 

46 

50 

31 

13 

2 

DeWeese^ 

15 

? 

4 

11 

WylieS 

118 

- 

96 

11 

11 

AbuRahma 

26 

26 

17 

6 

3 

is  said  to  be  an  ideal  candidate  for 
carotid  endarterectomy.  In  untreated 
patients  with  TIA,  20  per  cent  will 
have  stroke  within  one  month  of  the 
initial  attack.  The  postoperative 
stroke  rate  in  my  series  of  patients, 
i.e.  hemispheric  TIA,  was  2.7  per 
cent  with  a combined  stroke  and 
death  rate  of  3.6  per  cent.  Thomp- 
son^ compiled  data  from  nine 
series,  from  1970  to  1977,  of  carotid 
endarterectomies  performed  for 
hemispheric  TIA  with  a postoperative 
stroke  rate  varying  from  zero  per 
cent  to  7.7  per  cent. 

The  major  postoperative  compli- 
cation of  carotid  endarterectomy 
for  those  patients  in  my  series  who 
had  previous  stroke  was  zero  per 
cent  ( 11  cases).  Ojemann  et  al.'^ 
reported  a combined  morbidity  and 
mortality  rate  of  14  per  cent  for 
carotid  endarterectomy  performed 
on  patients  with  previous  stroke. 
Sudnt  et  al.^  reported  a 10-per  cent 
morbidity  and  mortality  in  their 
group. 

Although  hemispheric  TIA  is  an 
accepted  indication  for  carotid 
endarterectomy  in  most  medical 
centers,  the  operation  is  less 
frequently  performed  for  nonhemis- 
pheric  TIA  patients.  This  indication 
constituted  15  per  cent  in  my  series. 
Relatively  few  clinical  series  have 
been  reported  in  this  regard.  Ford^ 
and  Baker*  both  reported  that  95 
per  cent  of  their  patients  with 
nonhemispheric  symptoms  were 
rendered  asymptomatic  or  improved 
following  carotid  endarterectomy. 
DeWeese^  reported  that  only  four  of 
15  patients  were  asymptomatic. 

Wylie  and  Ehrenfeld®  reported  that 
90  per  cent  of  patients  with 


vertebrobasilar  symptoms  were 
asymptomatic  post-carotid 
endarterectomy. 

As  noted  from  Table  4,  a signifi- 
cant number  of  these  patients  who 
had  carotid  endarterectomy  for 
nonhemispheric  symptoms  became 
asymptomatic  or  improved.  The  risk 
of  stroke  is  considered  less  in 
patients  with  carotid  stenosis  and 
nonhemispheric  symptoms  in  com- 
parison with  patients  with  hemispheric 
symptoms.^  Nevertheless,  this  risk  is 
still  higher  than  in  the  general 
population  and,  accordingly,  carotid 
endarterectomy  should  reduce  this 
risk.  In  my  series,  the  postoperative 
stroke  rate  in  this  group  of  patients 
was  3.8  per  cent. 


DeWeese^S 

88 

5 yr. 

WylieS 

247 

4 yr. 

Nunnl6 

168 

39  mo. 

Chungl^ 

58 

48  mo. 

AbuRahma 

159 

1 - 8 yr. 
(4.5  yr.) 

The  final  group  evaluated  was 
those  patients  having  surgery 
for  asymptomatic  significant  carotid 
stenosis.  The  postoperative  stroke 
rate  of  this  group  in  my  series  was 
zero  per  cent  ( 24  cases ) . This  group 
should  have  the  lowest  complication 
rate  of  any  group  because  any 
morbidity  must  be  compared  to 
minimal  risk  of  unoperated  carotid 
stenosis  without  symptoms.  Some 
authors  have  advocated  prophylactic 
carotid  endarterectomy^®’^ ^ while 
others  have  dismissed  it.*2.i3.i4 
controversy  notwithstanding,  zero  per 
cent  operative  mortality  has  been 
reported  for  the  patient  group  in 
other  series.**’^^’^* 

Those  patients  surviving  the  oper- 
ation neurologically  intact  are  not 
only  symptomatically  improved,  but 
their  future  should  be  relatively 
unclouded  by  the  doom  of  stroke. 
Table  5 outlines  the  results  of  several 
reported  series  from  a variety  of 
authors.  Toole^^  reported  that  seven 
of  77  patients  (nine  per  cent) 
continued  to  have  TIA  after  surgery, 
but  six  of  these  patients  had  fewer 
TIAs  than  before  the  operation. 


14(4)“  (18%) 

Asymptomatic 

51  (66%) 

TIA 

7 (9%) 

Stroke 

10  (13%)' 

34% 

Normal 

76  (84%) 

Unimproved 

1 

Worse 

10“"“ 

36 

Stroke 

52 

Normal 

51% 

Improved 

45% 

Same 

2% 

Worse 

2% 

12  (0)(31%) 

Normal 

43 

TIA 

2 

Deficit 

1 

3.1% 
5.7% 
11.9% 

®3  are  surgically  related. 

‘’“Includes  5 surgically  related  strokes. 

“““Includes  6 surgically  related  strokes. 

““““In  addition,  7 patients  had  strokes  related  to  the  opposite  carotid. 


19  TIA 

Stroke 
Death 


TABLE  5 

Carotid  Endarterectomy,  Late  TIA,  Stroke  and  Late  Mortality 

Author  Cases  Follow-up  Deaths  Results 

Toolel7  77  3.8  yr. 
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Five  new  strokes  were  reported  in 
a 3.8-year  follow-up.  Eighty-four  per 
cent  of  DeWeese  and  Rob’s  series 
was  neurologically  normal  at  five- 
year  follow-up  or  death. Wylie  and 
Ehrenfeld®  reported  symptom  relief 
in  99  per  cent  of  the  patients  with 
hemispheric  TIAs  at  an  average 
follow-up  of  42  months.  Only  three 
patients  in  their  series  died  of  a 
stroke  related  to  the  carotid  artery. 
Nunn*^  reported  that  94  per  cent  of 
TIA  patients  surviving  the  operation 
were  either  functionally  normal  or 
improved.  Chung'^  has  reported  an 
incidence  of  new  stroke  and  new 
TIA  of  three  per  cent  and  seven  per 
cent,  respectively.  In  my  present 
series  there  were  3.1  per  cent  of 
late  TIA,  5.7  per  cent  of  late  stroke, 
and  11.9  per  cent  of  late  death. 
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Retained  intracardiac  foreign 
bodies  are  associated  with  significant 
morbidity  and  mortality.  Myocardial 
rupture,  embolization,  hemorrhage 
and  pericardial  tamponade  are 
potential  acute  complications.  Rapid 
air  transportation  and  modern 
diagnostic  and  therapeutic  techniques 
now  provide  optimal  management  of 
this  injury.  In  this  report,  we 
describe  the  successful  management 
of  a young  patient  presenting  with 
an  intramyocardial  bullet. 

A Ithough  Celsus  suggested  that  it 
was  “impossible  to  save  a patient 
when  . . . the  . . . heart . . . has  been 
pierced  . . rapid  evacuation  of 
patients  along  with  modern  diag- 
nostic and  therapeutic  care  have 
enabled  a far  better  prognosis. 

Despite  an  increased  incidence  of 
gunshot  wounds  to  the  heart^  and  a 
high  mortality, expedient  medical 
and  surgical  intervention  at  special- 
ized centers  may  be  life-saving.^ 
Current  factors  contributing  to  recent 
progress  in  the  treatment  of  victims 


in  West  Virginia  are  presented  in 
the  following  report. 

Case  Report 

While  hunting,  a 28-year-old  white 
male  was  shot  in  the  right  upper  arm, 
with  the  .38-caliber  bullet  passing 
through  the  ipsilateral  chest  wall  and 
lodging  within  the  cardiac  shadow 
( Figure  1 ) . At  an  outlying  facility, 
a right  tube  thoracostomy  evacuated 
a 600-cc  hemopneumothorax,  and  a 
barium  esophagram  revealed  no 
extravasation.  He  was  airlifted  by 
helicopter  to  our  institution  where 
he  presented  with  stable  vital  signs 
without  dyspnea,  cough,  chest,  or 
abdominal  pain.  Examination 
revealed  no  jugular  venous  distension, 
clear  lungs,  normal  heart  sounds,  and 
a non-tender  abdomen.  Two  wounds. 


Figure  1.  PA  chest  x-ray  showing 
bullet  fragment  overlying  the  cardiac 
shadow  on  the  left  (arrow). 
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Figrure  2.  Echocardiogram  showing 
the  fragment  (arrow)  within  the  right 
ventricular  wall. 


3 mm  and  5 mm,  were  noted  on  the 
right  upper  arm,  and  a third  wound, 

4 mm,  was  observed  on  the  posterior 
lateral  chest  wall.  The  ECG  was 
unremarkable,  and  a chest  roentgeno- 
graph showed  a right-sided  chest 
tube  and  a metallic  fragment  lying 

in  the  left  cardiophrenic  angle  with- 
out evidence  of  retained  pleural 
fluid,  pneumothorax  or  mediastinal 
widening.  Chest  fluoroscopy  demon- 
strated the  foreign  body  to  move  in 
concert  with  the  cardiac  silhouette. 
Echocardiogram  clearly  positioned 
the  presence  of  the  foreign  body  in 
the  intramyocardial  portion  of  the 
right  ventricular  apex  ( Figure  2 ) . 

Recognizing  the  possible  life- 
threatening  complications  related  to 
a retained  cardiac  foreign  body, 
immediate  exploration  was  under- 
taken through  a median  sternotomy. 
The  bullet  was  palpated  deep  within 
the  wall  of  the  right  ventricle  near 
the  apex.  Due  to  hemodynamic 
instability  with  manipulation, 
cardiopulmonary  bypass  was  insti- 
tuted and  the  fragment  was  removed. 
The  patient’s  postoperative  course 
was  uneventful.  Nevertheless, 
extended  follow-up  care  has  been 
encouraged  to  identify  promptly 
delayed  problems  such  as  infection 
or  pericarditis. 


Discussion 

In  1896,  Professor  Ludwig  Von 
Rehn  demonstrated  the  feasibility  of 
clinical  cardiorrhaphy  for  penetrating 
cardiac  wounds.  The  development 
of  open  heart  surgery  in  the  late 
1950s  allowed  a more  controlled 
removal  of  intramyocardial  or 
intracavitary  foreign  bodies.  Over  the 
years,  initial  care  has  improved  with 
better  equipped  emergency  personnel 
and  facilities,  sophisticated  diagnostic 
modalities,  and  improved  surgical 
and  anesthetic  techniques.  Initial 
evaluation  of  these  patients  includes 
balloon  catheter  pressure  measure- 
ments to  identify  tamponade 
physiology  or  hypovolemia.  Fluoros- 
copy and  echocardiographic  localiza- 
tion, including  intraoperative  sonar, 
may  be  necessary  to  identify  the 
fragment. 

The  approach  to  bullet  wounds  of 
the  heart  has  been  well  outlined  by 
various  sources,^’'*’^'^  and  we  utilized 
a median  sternotomy  incision.'*  In 
the  more  emergent  situation,  a left 
anterolateral  thoracotomy  would  be 
appropriate  to  facilitate  urgent 
resuscitation.^ 

One  of  the  major  reasons  for  the 
successful  treatment  of  these  and 
other  acutely  injured  patients  in 
West  Virginia  has  been  the  ability 
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Despite  many  reviews  that  discuss 
appendicitis  in  pregnancy,  it  is  of 
note  that  the  reported  incidence  of 
appendicitis  concurrent  with  labor  at 
terms  is  uncommon  ( 1 7 reported 
cases  from  1909  to  1984).  Thus, 
there  is  no  extensive  experience  with 
this  clinical  problem  to  indicate  the 
most  appropriate  method  of  manage- 
ment. In  an  attempt  to  address  this 
issue,  we  present  the  case  of  a patient 


to  transport  the  patient  rapidly  by 
helicopter  to  a center  capable  of 
handling  the  patient.  This  ability  to 
bring  the  airborne  intensive  care  unit 
to  patients  with  continual  care  en 
route  to  the  receiving  hospital  has 
significant  benefit,  resulting  in 
mortality  rates  that  have  been 
reduced  by  an  estimated  15-25 
per  cent. 
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presenting  with  appendicitis  at 
term  and  review  the  literature  that 
addresses  the  topic  of  appendicitis 
concurrent  with  the  third  trimester 
of  pregnancy. 

Our  impression  is  that,  in  addition 
to  close  attention  to  the  care  of  the 
mother,  continuous  fetal  monitoring 
is  mandatory.  An  argument  for 
transperitioneal  cesarean  section  with 
appendectomy  for  management  of 
appendicitis  in  pregnancy  at  term 
is  presented. 

'^he  concurrence  of  appendicitis 
and  pregnancy  has  been  the 
source  of  multiple  publications  in  the 
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obstetric  and  surgical  literature.  The 
reader  is  referred  to  reviews  of  this 
subject  for  discussions  of  signs  and 
symptoms,  laboratory  findings,  and 
the  differential  diagnosis  that  must 
be  considered  during  the  various 
stages  of  pregnancy.''^ 

Therapeutic  considerations  must 
take  into  account  not  only  the 
appendicitis  but  also  the  management 
of  the  pregnancy.  Management  of 
the  appendicitis  by  immediate  surgi- 
cal intervention  is  no  longer  a source 
of  debate.  An  aggressive  surgical 
approach  is  best  justified  in  the  words 
of  Babler  who,  in  1908,  stated,  “the 
mortality  of  appendicitis  in  preg- 
nancy ...  is  the  mortality  of  delay.”"* 
Management  of  the  pregnancy,  prior 
to  a stage  of  potential  extrauterine 
viability,  is  best  expressed  by 
“.  . . the  appendix  is  managed  and 
the  pregnancy  is  left  alone. 
Controversy  persists  in  regard  to 
optimal  management  of  the  preg- 
nancy when  a stage  of  fetal  viability 
has  been  achieved,  particularly  if 
appendicitis  should  complicate 
pregnancy  at  term  or  during 
labor. 

The  following  case  report, 
literature  review,  and  discussion 
attempt  to  address  the  question  of 
how  best  to  manage  term  pregnancy 
complicated  by  acute  appendicitis. 

Case  History 

A 26-year-old,  Gravida  2,  Para  1 
presented  to  labor  and  delivery  at 
West  Virginia  University  at  41 
weeks’  gestation  with  complaints  of 
right-sided  abdominal  pain  and 
painful  uterine  contractions.  She  had 
a 24-hour  history  of  nausea  and 
vomiting  initially  associated  with 
diffuse,  mild  abdominal  pain  that 
later  localized  to  the  right  lower 
quadrant.  Her  antepartum  course 
had  been  uncomplicated  except  for 
an  elevated  white  blood  cell  count 
with  no  apparent  source  of  infection. 

The  patient’s  first  pregnancy 
resulted  in  a vaginal  delivery  of  a 
3400-gram  male  infant  at  41  weeks’ 
gestation  and  was  complicated  by 
gestational  diabetes  mellitus.  Her 


medical  history  was  otherwise 
noncontributory. 

Physical  examination  revealed  a 
temperature  of  37°C  and  a blood 
pressure  of  100/  60.  The  fundal 
height  was  37  cm.  There  were 
palpable  uterine  contractions,  and 
the  abdomen  was  tender  along  the 
right  side,  particularly  in  the  right 
lower  quadrant.  The  cervix  was 
two  cm.  dilated,  80  per  cent  effaced, 
with  a cephalic  fetal  presentation  at 
minus  one  station  and  intact  fetal 
membranes.  The  white  blood  cell 
count  was  33,200  with  one  per  cent 
metamyelocytes,  five  per  cent  bands, 
and  78  per  cent  neutrophils.  Amylase 
was  normal  at  31  lU/L,  and  the 
urinalysis  was  normal.  An  ultrasound 
of  the  uterus  revealed  an  anterior 
placenta  without  evidence  of 
abruption. 

While  awaiting  the  results  of 
laboratory  determinations  and  con- 
sultation from  tbe  general  surgery 
service,  the  fetal  membranes  were 
ruptured  and  clear  amniotic  fluid  was 


Ithoiigh  the  average 
occurrence  of  appendix 
citis  in  pregnancy  has  been 
reported  at  1 :1500  deliveries, 
a 75-year  literature  review 
documented  only  1 7 cases  of 
appendicitis  occurring  in  con- 
junction with  labor.  ^ ^ 


found.  Internal  fetal  monitors  were 
placed  and  Pitocin  augmentation  was 
instituted.  Over  the  next  hour,  the 
patient’s  cervix  progressed  to  com- 
plete effacement  and  to  three-  to 
four-cm.  dilatation  with  no  evidence 
of  fetal  distress.  The  patient’s 
abdominal  discomfort  became 
generalized  with  definite  signs  of 
peritoneal  irritation. 

Because  of  the  presumptive  diag- 
nosis of  acute  appendicitis  compli- 
cating labor  and  with  no  evidence 
that  vaginal  delivery  was  imminent, 
it  was  decided  to  proceed  to 
laparotomy.  Preoperative  clindamy- 


cin and  gentamicin  were  adminis- 
tered. The  abdomen  was  entered 
by  a vertical  midline  infraumbilical 
incision.  Upon  entering  the 
peritoneal  cavity,  free  pus  was 
found  to  be  coming  from  the  right 
gutter.  A low  segment  transverse 
cesarean  section  was  performed 
and  resulted  in  the  delivery  of  a 
3880-gm.  female  with  Apgars  of 
seven  and  nine.  After  closure  of  the 
uterine  incision,  attention  was  turned 
to  the  appendix.  A nonperforated 
but  fibrinous-coated  retrocecal 
appendix  was  encountered  and  was 
removed.  Gram  stains  of  the 
peritoneal  fluid  showed  gram-nega- 
tive rods.  Copious  peritoneal  irriga- 
tion with  normal  saline  was  used. 
Drains  were  not  placed,  and  the 
abdominal  incision  was  closed. 
Intravenous  antibiotics  were 
continued. 

Daily  temperature  spikes  to  as  high 
as  38.5  °C  occurred  during  the  first 
three  postoperative  days.  Serial 
examinations  during  this  time  failed 
to  show  any  evidence  of  uterine 
tenderness  or  a pelvic  mass  but  con- 
tinued to  elicit  right  flank  tenderness. 
She  became  afebrile  on  tbe  fourth 
postoperative  day,  and  the  tenderness 
resolved.  Intravenous  antibiotics 
were  discontinued  on  the  seventh 
postoperative  day,  and  the  patient 
was  discharged  on  the  eighth  post- 
operative day. 

Literature  Review 

Our  review  of  the  literature  in- 
cluded the  years  1909  to  1984.  The 
review  was  limited  to  those  patients 
who  presented  with  appendicitis 
during  the  third  trimester  or  who 
were  in  labor  and  in  whom  there  was 
documentation  of  the  management 
and  outcome.  This  review  is  pre- 
sented in  the  Table.  Appendicitis 
during  the  third  trimester  of  preg- 
nancy was  reported  in  149  cases, 

17  of  which  occurred  in  conjunction 
with  labor  at  term  ( 1 1 .4  per  cent ) . 

In  133  patients  in  whom  the 
appendiceal  status  at  the  time  of 
surgery  was  documented,  56  (42.1 
per  cent ) were  ruptured.  In  121 
cases  who  were  not  at  term  and  in 
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whom  the  timing  of  subsequent  labor 
was  documented,  premature  labor 
occurred  in  43  cases  (35.5  per  cent). 
The  over-all  perinatal  mortality  rate 
for  patients  presenting  with  appendi- 
citis in  the  third  trimester  was  18.8 
per  cent  (28/149).  Fourteen  (50.0 
per  cent ) of  these  28  losses  were 
infants  who  had  died  in  utero.  Seven 


maternal  deaths  (4.7  per  cent) 
occurred,  none  of  which  occurred  in 
patients  undergoing  cesarean  section 
or  cesarean  hysterectomy. 

Discussion 

Although  the  average  occurrence 
of  appendicitis  in  pregnancy  has  been 
reported  at  1:1500  deliveries,^  a 


75-year  literature  review  documented 
only  17  cases  of  appendicitis  occur- 
ring in  conjunction  with  labor.  The 
rarity  of  the  condition  precludes  the 
potential  for  extensive  individual 
experience  in  managing  this  con- 
dition, thus  denying  the  establish- 
ment of  prospective  management 
protocols.  Retrospective  analysis  is 


TABLE 

Appendicitis  Complicating  the  Third  Trimester  and  Labor 

Author 

# in  3rd 
trim./# 
in  Labor 

# 

perf. 

# 

prem. 

labor 

Overall 

perinatal 

mortality 

still- 

born 

C/S 

C-Hyst 

Comments 

Baer,  et  al5 

6/0 

1 

1 

0 

0 

0 

0 

Norton  & Connell^ 

4/1 

1 

1 

0 

0 

0 

0 

Review^ 

9/9 

6 

2 

1 

1 

0 

2 delivered  by  manual 
dilatation7.8;  one  maternal 
death;9  one  term  infant 
died  p del.  10 

Cosgrove!  1 

4/1 

- 

1 

0 

0 

0 

0 

1 maternal  death 

Meilingi2 

3/1 

1 

2 

1 

0 

1 

0 

1 maternal  death;  1 neonatal 
death  in  885-gm  infant 

Devoe,  et  al!3 

1/0 

1 

1 

1 

1 

0 

0 

Gannon 

1/1 

1 

0 

1 

1 

0 

0 

macerated,  del.  5 hrs.  p op. 

Turner  & Weiss  15 

1/0 

0 

1 

0 

0 

0 

0 

Potter  & Sadugorl6 

1/0 

1 

0 

0 

0 

0 

1 

Hoffman  & Suzuki  17 

8/0 

4 

■ 

3 

1 

0 

0 

1 case  treated  medically; 

1 neonatal  death  in  association 
with  a maternal  death 

Warfieldis 

2/0 

1 

0 

0 

0 

0 

0 

Renn,  et  all^ 

2/0 

2 

0 

0 

0 

0 

1 

Zeigler,  et  al20 

1/0 

1 

- 

0 

0 

1 

0 

Black2i 

8/2 

- 

4 

3 

0 

0 

0 

1 maternal  death 

Macbeth22 

8/0 

5 

3 

1 

0 

0 

0 

Neonatal  mortality  in  infant 
at  7-mo.  gestation 

Sarasen  fit  Bauman23 

1/0 

0 

1 

0 

0 

0 

0 

Langmade24 

4/0 

4 

4 

3 

3 

0 

0 

4/0 

4 

0 

0 

- 

- 

All  dehvered  by  C/S 
or  immediate  induction 

Kurtz,  et  al25 

12/0 

3 

3 

1 

1 

0 

0 

2 presented  with  uterine 
hypertonicity;  Stillborn 
occurred  p op.  @ 36-37  wks 

Lee,  et  af26 

3/0 

- 

- 

1 

0 

0 

0 

Karim  & Ammar27 

2/0 

2 

- 

0 

0 

2 

0 

0’NeiU28 

20/0 

3 

4 

5 

5 

3 

0 

1 maternal  death  associated 
with  eclampsia,  1 stillborn 
delivered  by  C/S  due  to 
maternal  hemorrhage. 

Sanders  & Milton29 

6/0 

1 

1 

1 

_ 

0 

0 

Finch  & Lee^o 

1/0 

- 

- 

1 

0 

1 

0 

28  weeks’  gestation 

Roseman31 

2/0 

1 

1 

0 

0 

0 

0 

Mohammed  & Oxorn52 

2/0 

0 

0 

0 

0 

0 

0 

Townsend  & Greiss53 

7/0 

3 

3 

2 

1 

0 

0 

Zaitoon  & Mrazek34 

3/1 

2 

1 

0 

0 

1 

0 

C/S  pt.  allowed  to  labor, 
failed  to  progress 

Punnonen,  et  al35 

6/0 

2 

4 

1 

0 

0 

0 

Neonatal  mortality  at  28 
wks.’  gestation 

Gomez  & Wood36 

9/0 

2 

3 

0 

0 

0 

0 

McComb  & Laimon 

7/0 

3 

3 

1 

0 

0 

0 

Spitzer  & Kaiser38 

1/1 

1 

0 

0 

0 

1 

0 

Fetal  distress 

Total 

149/17 

56/133 

43/121 

28 

14 

11 

2 
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hindered  by  the  marked  changes  that 
have  occurred  in  the  practice  of 
medicine  over  such  a protracted 
study  interval. 

Management  of  the  pregnancy 
involves  fetal  as  well  as  maternal 
concerns.  The  maternal  mortality 
associated  with  appendicitis  has 
decreased  from  40  per  cent  at  the 
time  of  Babler’s  1908  report^  to  a 
present-day  incidence  of  less  than 
one  per  cent.^’^®  This  decrease  in 
maternal  morbidity  and  mortality 
can  be  related  to  the  availability  of 
effective  antibiotics,  fluid  and  nutri- 
tional support,  and  aggressive 
surgical  management. 

Atypical  symptoms  and  ambiguous 
laboratory  findings^  often  create 
difficulty  in  establishing  a prompt 
diagnosis  and  institution  of  therapy. 
Even  when  limiting  our  own  review 
to  cases  reported  since  1970,^^>^® 
appendiceal  perforation  was  found 
to  have  occurred  in  34.1  per  cent  of 
patients  who  presented  with  appendi- 
citis during  the  third  trimester  of 
pregnancy.  This  high  incidence  of 
perforation  indicates  that  despite 
modern  diagnostic  and  therapeutic 
modalities,  a significant  number  of 
fetuses  remain  at  risk  for  exposure 
to  maternal  septicemia  and  the 
associated  risk  for  perinatal 
morbidity  and  mortality.  Fetal 
outcome  as  well  as  maternal  well 
being  must  be  important  consider- 
actions  when  making  management 
decisions. 

Obstetrical  management  alterna- 
tives as  summarized  by  Renn,  et  al.*^ 
include:  1)  appendectomy  alone, 
leaving  the  pregnancy  undisturbed; 

2 ) appendectomy  followed  by 
immediate  induction  of  labor;  3) 
transperitoneal  cesarean  section  with 
appendectomy;  4 ) extraperitoneal 
cesarean  section  followed  by 
appendectomy;  and  5)  cesarean 
hysterectomy  with  appendectomy. 
The  additional  options  of 
appendectomy  before  or  after 
manual  dilatation  of  the  cervix,^’®  or 
appendectomy  following  transvaginal 
cesarean  section,^^’'*'^  will  not  be 
included  in  tbis  discussion.  Although 
hampered  by  inadequate  patient 


numbers  and  the  wide  divergence 
in  the  standard  of  medical  care  that 
has  occurred  during  the  75  years  of 
this  review,  the  following  is  an 
attempt  to  compare  the  outcome  of 
the  various  management  options. 

Management  Options 

Appendectomy  Alone 

The  choice  of  appendectomy  and 
leaving  the  pregnancy  undisturbed 
could  be  expected  to  result  in  the 
least  amount  of  maternal  morbidity. 
Even  if  labor  should  ensue  shortly 
after  the  appendectomy,  there  is  no 
evidence  to  suggest  that  uterine  con- 
tractions will  reactivate  intraperi- 
toneal  inflammation,  nor  is  there 
an  adverse  effect  upon  the  abdominal 
incision.  Leaving  the  pregnancy 
undisturbed,  particularly  after 
appendiceal  perforation,  creates 
the  potential  of  leaving  the  fetus 
in  a hostile  intrauterine  environment. 
The  possible  sequelae  of  this  decision 


W. 


hen  concurrent 
appendicitis  and 
pregnancy  occur  at  term  or  in 
labor^  the  strategy  of  immedi- 
ate delivery  would  appear  to 
result  in  the  least  amount  of 
perinatal  morbidity  and 
mortality.  ^ ^ 


are  suggested  by  the  recent  docu- 
mentation of  fetal  distress  and 
acidosis  in  an  infant  whose  mother 
presented  with  appendiceal  perfor- 
ation during  labor. In  addition, 
our  review  shows  that,  except  for 
the  cases  of  intrauterine  death 
related  to  iatrogenically-induced 
hemorrhage,^®  all  cases  of  intrau- 
terine death  associated  with  appendi- 
citis in  the  third  trimester  and  labor 
were  managed  by  appendectomy 
and  leaving  the  pregnancy 

undisturbed.6'>®’i"-i^-24>25.28,33 

The  patient  who  presents  with 
appendicitis  during  labor  and  with 
no  evidence  of  fetal  distress  ideally 
would  show  rapid  progression  of 


cervical  dilatation  and  would  then 
proceed  to  delivery  during  the  time 
when  preparations  were  being  made 
to  manage  ber  appendicitis  surgically. 
Delaying  the  management  of  the 
appendix  while  awaiting  vaginal 
delivery  should  not  be  considered. 

In  theory,  a regional  anesthetic 
could  be  used  to  perform  the 
appendectomy  and  then  be  continued 
in  order  to  provide  postoperative 
analgesia  as  well  as  obstetrical 
analgesia  and  anesthesia.  A potential 
argument  against  such  a management 
strategy  is  the  fact  that  infection, 
including  systemic  infections  such 
as  the  septicemia  that  might  be 
found  in  association  with  appendiceal 
perforation,  has  been  listed  as  an 
absolute  contraindication  to  epidural 
anesthesia."**  Management  of  post- 
operative discomfort  and  provision 
of  obstetrical  analgesia  with  narcotics 
could  lead  to  delivery  of  an 
iatrogenically-depressed  neonate. 

Appendectomy  j Induction  of  Labor 

Appendectomy  followed  by 
immediate  induction  of  labor  is 
intended  to  maintain  a low  incidence 
of  maternal  morbidity  while  lessening 
the  length  of  time  that  the  fetus  is 
exposed  to  the  potential  hostile 
intrauterine  environment.  Manage- 
ment of  maternal  discomfort  is  again 
complicated  as  was  previously  noted. 
Careful  fetal  monitoring  is  mandatory 
in  order  to  avoid  further  stress  upon 
a potentially  compromised  fetus.  In 
our  review,  there  were  no  cases  of 
perinatal  loss  in  patients  who  were 
managed  in  this  fashion.^"* 

T ransperitoneal  Cesarean  Section 

Transperitoneal  cesarean  section 
followed  by  appendectomy  has  been 
opposed  ( in  some  cases  adamantly®* ) 
on  the  grounds  that  this  procedure 
will  lead  to  an  unacceptable  increase 
in  maternal  morbidity.  Our  own 
review  as  well  as  prior  reviews®^’®® 
have  failed  to  substantiate  this  claim. 
One  of  the  11  patients  in  our  review 
who  underwent  transperitoneal 
cesarean  section  followed  by 
appendectomy  had  a prolonged 
postoperative  course.®"*  This  patient 
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had  been  allowed  to  labor  in  the 
face  of  presumed  appendicitis  in 
hopes  of  achieving  a vaginal 
delivery,  but  she  eventually  required 
a cesarean  section  due  to  failure  to 
progress.  The  delay  in  management 
of  the  appendicitis  rather  than  the 
cesarean  section  is  the  most  probable 
cause  for  the  degree  of  maternal 
infectious  morbidity. 

Cesarean  section  prior  to 
appendectomy  allows  for  easier 
visualization  of  the  appendix^®-'*^’'*^ 
as  well  as  providing  for  immediate 
removal  of  the  infant  from  the 
intrauterine  enyironment.  Lacerations 
of  pelvic  vasculature  as  a result  of 
attempts  to  deliver  the  appendix 
into  the  operative  field  led  to  cesarean 
section  in  two  patients.^®’^°  In  one 
case,  the  laceration  involved  the 
right  uterine  artery  and  led  to  the 
performance  of  a right  salpingo- 
oophorectomy  and  cesarean  section 
at  28  weeks’  gestation  with  the 
infant  subsequently  dying.^°  In 
another  case,  failure  to  obtain 
hemostasis  of  a lacerated  varix  on 
the  posterior  uterine  surface  led  to 
the  cesarean  delivery  of  a stillborn 
infant.^®  These  two  perinatal  losses 
were  the  only  losses  among  infants 
delivered  by  cesarean  section.  These 
two  neonatal  deaths  can,  therefore, 
be  ascribed  to  complications  incurred 
during  the  appendectomy  and  should 
not  be  considered  attributable  to  the 
cesarean  section. 

Extraperitoneal  Cesarean  Section 

Extraperitoneal  cesarean  section 
followed  by  appendectomy  would 
provide  the  benefits  of  immediate 
delivery  of  the  infant,  easier 
visualization  of  the  appendix  and, 
in  theory,  would  decrease  the 
potential  of  infectious  maternal 
morbidity.  Modern-day  proponents 
of  extraperitoneal  cesarean  section 
are  rare,"^”*  and  most  obstetricians 
have  had  little  or  no  experience  with 
this  procedure.  A series  of  patients 
delivered  by  extraperitoneal  cesarean 
section  recorded  bladder  injuries  in 
as  many  as  five  per  cent  of  the 
cases.'*^  Inadvertent  peritoneal 


perforation  occurred  in  27  per  cent 
of  the  cases."^^’"*^ 

Cesarean  Hysterectomy 

Cesarean  hysterectomy  followed  by 
appendectomy  has  been  advocated 
as  a means  of  accomplishing 
immediate  delivery  of  the  infant 
and  avoiding  maternal  infectious 
morbidity.  Recent  reviews  suggest 
that  cesarean  hysterectomy  should 
be  considered  when  the  appendix 
is  gangrenous,  perforated  or  involved 
in  an  abscess.^  Although  maternal 
morbidity  associated  with  cesarean 
hysterectomy  when  appendectomy  is 
performed  by  an  experienced  surgeon 
is  not  excessive,'*'  an  obvious  compli- 
cation of  this  procedure  is  permanent 
sterilization.  No  maternal  or 
neonatal  complication  occurred  in 
the  two  patients  in  our  review  who 
were  managed  in  this  fashion. 

Conclusion 

Our  review  indicates  that  despite 
modern  surgical  care,  there  is  a 
significant  potential  for  fetal 
morbidity  and  mortality  when 
appendicitis  occurs  in  the  third 
trimester  of  pregnancy.  If  the 
pregnancy  is  to  be  left  in  utero, 
continuous  fetal  monitoring  is 
mandatory  so  that  immediate 
obstetrical  intervention  can  be 
instituted  when  indicated. 

When  concurrent  appendicitis  and 
pregnancy  occur  at  term  or  in  labor, 
the  strategy  of  immediate  delivery 
would  appear  to  result  in  the  least 
amount  of  perinatal  morbidity  and 
mortality.  The  patient’s  prior 
obstetrical  history  or  present  cervical 
status  may  suggest  that  the  potential 
for  a successful  vaginal  delivery  is 
remote  and  would  thus  negate  induc- 
tion of  labor  as  a therapeutic  option. 
Despite  theoretical  concerns,  the  use 
of  transperitoneal  cesarean  section, 
in  the  face  of  acute  appendicitis, 
has  not  been  shown  to  cause  a signifi- 
cant degree  of  maternal  morbidity, 
even  when  performed  in  the  presence 
of  an  intraperitoneal  abscess.^® 

With  modern  antibiotics,  there  are 
probably  few  indications  for  cesarean 
hysterectomy.  Aggressive  manage- 


ment of  the  pregnancy  as  well  as 
the  appendicitis  promotes  fetal  and 
maternal  well-being. 
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Not  to  be  covetous  is  money  in  your  purse;  not  to  be  eager  to  buy 
is  income. — Cicero 
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‘^Without  a commitment  of  a 
personal  doctor  j patient  relationship, 
we  ultimately  will  have  a different 
system  of  health  care” 


The  Doctor-Patient  Relationship:  Key  To  Excellence  In  Health  Care 


family  unit  is  the  key  structure 
of  society.  It  has  been  said  that 
those  trends,  government  programs, 
and  social  values  that  strengthen  the 
family  unit  are  ultimately  beneficial 
to  society  as  a whole. 

In  health  care,  the  key  unit  is  the 
doctor /patient  relationship. 

This  relationship  is  one  that  is 
based  on  mutual  trust  and  cooper- 
ation. Certainly  the  physician  must 
be  ethical,  intelligent  and  well  edu- 
cated. The  patient  must  seek  medi- 
cal care  and  participate  in  his  own 
care  by  making  responsible  decisions 
regarding  his  health  and  his  medical 
treatment.  The  doctor  / patient 
relationship  is  fundamentally  one  of 
education.  Intervention  either 
surgically  or  medically  comes  after 
education  and  patient  acceptance. 

The  physician  or  surgeon  must  not 
only  be  skilled  in  the  technical 
aspects  of  his  special  field  but  he 
must  be  a compassionate  and  kind 
teacher.  The  latter  is  often  referred 
to  as  the  art  of  medicine. 

If  sociological  trends,  government 
programs,  alternate  health  care 
delivery  systems,  payment  systems, 
and  peer  review  programs  ultimately 
strengthen  the  doctor/ patient  relation 
ship,  they  can  be  expected  to  improve 


the  overall  quality  of  medical  care. 

Any  program  which  enhances  the 
education  of  physicians  in  the  science 
and  art  of  medical  care,  and  better 
informs  the  public  about  matters  of 
health,  can  be  expected  to  improve 
the  doctor /patient  relationship  and 
the  overall  health  of  our  society. 

But  do  present  government  pro- 
grams do  this? 

In  my  judgement,  many  of  the 
present  programs  decidedly  weaken 
the  doctor/ patient  relationship. 

Many  appear  to  do  so  in  a purposeful 
fashion.  Government  programs  to 
encourage  physicians  to  accept 
assignment  on  all  patients  is  an 
example  of  a clear  disregard  for  the 
importance  of  the  doctor /patient 
relationship.  The  government  intends, 
by  letter,  advertising  campaign  and 
publishing  lists,  to  encourage  Medi- 
care recipients  to  change  their  doctor 
and  to  go  to  a physician  who  accepts 
assignment.  Such  change  is  based 
solely  on  whether  the  physician 
participates  with  the  government 
program.  There  is  nothing  about 
the  quality  of  medical  care  or  pre- 
serving the  doctor/ patient  relation- 
ship in  this  government  program. 

Furthermore,  the  tone  and  language 
of  a letter  now  being  sent  to  Medi- 


care recipients  when,  in  the  course 
of  their  hospitalization  something 
falls  out  of  the  arbitary  “standards 
of  care,”  is  vicious  in  its  implication 
and  seems  to  have  as  one  of  its  goals 
to  damage  the  doctor/ patient  relation- 
ship. In  recent  years,  the  political 
decisions  made  are  weakening  that 
relationship,  incumbering  it  with 
layers  of  bureaucracy  and  arbitary 
“standards  of  care.”  These  political 
decisions  have  little  to  do  with  the 
quality  of  medical  care,  only  its 
costs.  They  ultimately  weaken  our 
health  care  delivery  system. 

Without  a commitment  of  a 
personal  doctor/ patient  relationship, 
we  ultimately  will  have  a different 
system  of  health  care.  This  system 
may  be  less  costly.  It  will  be 
standardized.  It  will  be  depersonal- 
ized. Perhaps  this  is  what  our 
politicians  want.  But  is  this  what 
our  people  (our  patients)  want? 

A mutually  satisfying  doctor/ 
patient  relationship  is  the  key  to 
excellence  in  health  care.  All  pro- 
grams and  policies  should  be  judged 
by  whether  they  will  enhance  or 
detract  from  this  relationship.  Our 
society’s  health  care  depends  upon 
these  judgements.  — Charles  E. 
Turner,  M.  D. 
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Editorials 


HMO  Strategy 


We  have  commented  editorially 

in  the  past  on  HMOs.  We  have 
maintained  that  HMOs  can  fill  a 
legitimate  role  in  the  spectrum  of 
systems  of  care  offered  to  the  public. 
We  have  noted,  too,  that  occasionally 
the  marketing  of  some  HMO  plans 
seems  a hit  fraudulent  in  that  their 
marketing  promises  a level  of  care 
beyond  that  which  the  plan  has  any 
intention  or,  even  capability,  of 
providing. 

Now,  comes  new  insight  into  the 
marketing  techniques  of  HMOs  in 
general.  In  an  article  in  the  January 
2,  1987,  Wall  Street  Journal,  William 
H.  Anderson,  of  Harvard  University, 
points  out  that  managers  determine 
the  policies  and  strategy  of  HMOs 


and,  perhaps  with  a touch  of 
cynicism,  notes  that  a manager’s 
most  important  incentive  is  generous 
compensation. 

He  then  states:  “The  manager’s 
strategy  is  to  attract  subscribers  who 
will  not  use  services,  to  avoid 
enlisting  those  who  might,  and  to 
extrude  those  who  have  become 
sick.” 

The  rules  to  be  followed  by  such 
a strategy  are:  1 ) increase  the 
advertising  budget  in  order  to  assure 
a flow  of  applicants  from  which 
healthy  people  can  be  recruited,  2) 
construct  barriers  to  service  so  as  to 
create  dissatisfied  subscribers  more 
frequently  among  those  who  utilize 
services  the  most,  and  3 ) create 


disincentives  to  the  providers,  thus 
making  providers  marginally  less 
interested  in  serving  HMO  sub- 
scribers than  others. 

Doctor  Anderson  predicates  that 
because  they  are  “skewed  toward  the 
pretense  of  care  delivery,”  HMOs 
will  prove  unstable  in  the  long  run 
and  the  structure  will  collapse. 

Our  concern  has  been  fraudulent 
practices.  Doctor  Anderson  describes 
here  sharp  practices  rather  than 
fraudulent  practices.  In  business 
these  are  probably  to  be  admired  — 
not  so  in  Medicine.  They  seem  a 
little  odious,  actually. 

Medicine  was  somehow  more 
satisfying  when  it  was  just  a 
cottage  industry. — SDW 


Let  Your  Mind  Alone 


Editor’s  Note'.  Reprinted  with 
permission  from  Journal  of  the 
Tennessee  Medical  Association, 
October,  1986. 

Be  not  drunk  with  wine,  but  be  filled 
with  the  Spirit.  Ephesians  5:18 

T saw  the  other  day  where  for  output 
-*■  alone,  Bombay,  India  is  the  film 
capital  of  the  world,  having  for 
some  time  now  supplanted  Hollywood 
for  that  title.  Other  Indian  cities 
also  have  a significant  film  output. 
Though  perhaps  it  is  the  other  way 
around,  the  natural  corollary  is  that 
the  Indian  public  is  the  world’s  most 
avid  consumer  of  the  movies.  The 
reason  given  for  this  is  that  life  in 
India  is  so  drab,  not  to  say  horrid. 


that,  good  Hindus  that  they  are,  they 
escape  into  the  spirit  world  of  the 
make-believe,  the  heady  vapors  of 
the  vine  and  its  nirvana  being 
proscribed. 

Ever  since  the  caveman  watched 
the  birds  becoming  besotted  as  they 
pecked  away  at  rotten  cherries  or 
some  such,  the  human  being  has  been 
monkeying  around  with  his  mind  in 
one  way  or  another.  Some  of  the 
American  Indians  found  that  by  way 
of  its  mescaline  content,  cactus  juice 
from  the  peyotl  helped  them  com- 
mune with  the  spirits,  not  all  of  them 
friendly.  The  Chinese  took  the  same 
course  with  seeds  of  the  poppy. 
Despite  strictures  placed  upon  such 
practices  by  various  religions,  the 


sage  advice  contained  in  the  title  of 
the  book  by  James  Thurber  that 
heads  this  piece  has  been  widely 
ignored  in  all  times  and  places. 

Other  religions  have  confined  such 
practices  to  ritual.  Whether  the 
spirits  that  are  released  by  them 
emanate  from  the  nether  parts  of  the 
universe  or  simply  from  the  nether 
parts  of  the  participant’s  mind  has 
been  widely  disputed;  nevertheless, 
those  shades  are  real  enough  to  the 
participants,  and  may  be  both 
physically  and  mentally  destructive, 
and  not  just  to  the  participant,  either, 
but  through  him  to  his  environment 
as  well. 

Though  there  have  always  been  in 
Western  culture  a few  devotees  of 
the  derivatives  of  hemp,  cocoa,  and 
the  poppy,  mostly  through  travel  to 
exotic  places,  the  West  stuck  mostly 
to  alcohol  to  fend  off  the  snake  and 
heal  its  bite,  possible  because,  unlike 
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other  drugs,  alcohol,  used  in  moder- 
ation, affords  gastronomic  delight  of 
such  magnitude  that  it  has  evoked 
such  maxims  as  “a  meal  without 
wine  is  like  a day  without  sunshine.” 
Notwithstanding  such  a superb 
recommendation,  it  will  still  call  up 
the  devil  if  given  half  a chance. 

As  though  alcohol  were  not  bad 
enough,  a couple  of  decades  or  so 
ago  a breed  of  disaffected  youth 
generically  characterized  as  hippies 
introduced,  among  other  execrable 
practices,  pot  smoking.  The  active 
principle  of  marijuana,  or  cannabis, 
is  extracted  from  hemp,  which  one 
way  or  another  gives  one  enough 
rope  to  hang  himself,  so  to  speak. 
Cannabis  has  been  used  ritually  by 
Indians  in  Mexico  for  centuries,  and 
the  habit  was  brought  up  into 
California  by  the  “movement,”  from 
there  to  spread  over  the  country. 

Perhaps  we  can  take  some  comfort 
in  a report  by  the  Pentagon  that, 
based  on  a questionnaire  answered 
by  17,000  officers  and  enlisted  men, 
marijuana  use  has  fallen  to  nine  per 
cent  from  27  per  cent  six  years  ago. 
On  the  other  hand,  perhaps  there 
isn’t  much  comfort  there.  The 
military  service  is  a bummer  anytime, 
and  in  peacetime  it  is  unquestionably 
boring.  Necessarily  separated  from 
our  families  when  I was  in  the 
service  40  years  ago,  we  spent  many 
of  our  off-duty  hours  in  the  inglorious 


pursuit  of  the  artificial  sunshine  of 
Gin  Lane.  It  is  something  of  a 
wonder  that  most  of  us  recovered 
from  the  sunburn.  If  the  incidence 
of  pot  smoking  is  down,  we  veterans 
must  wonder  what  is  taking  its  place, 
and  hope  it  is  nothing  worse  than 
alcohol.  The  President’s  drug 
screening  program  makes  a lot  of 
sense.  Though  terribly  destructive 
to  some,  and  though  who  the  “some” 
are  is  generally  inapparent  until  it  is 
too  late,  for  most  people  alcohol  is 
not  particularly  addicting;  the  same 
cannot  be  said  for  the  other  “junk,” 
which  hooks  all  comers. 

Sherlock  Holmes  is  sometimes  used 
as  an  example  of  what  cocaine  can 
do  for  you  — to  show  that  it  can 
sharpen  your  wits.  If  I read  my 
Holmes  correctly,  he  took  to  the 
cocaine  only  after  a case  was  solved 
— never  during  it.  That’s  in  the  first 
place  ( or  maybe  it’s  the  second ) . 

The  other  place  may  be  the  more 
important,  which  is  that  Sherlock 
Holmes  is  a piece  of  fiction.  I really 
think  there  is  not  much  evidence  that 
cocaine,  aside  from  limited  medical 
use,  has  ever  done  anything  to  help 
anyone;  contrariwise,  there  is  a 
wealth  of  documentation  of  what  it 
has  done  to  destroy  its  victims. 

You  will  understand,  of  course, 
that  when  I say  the  world  is  spinning 
faster  and  faster  and  threatening  to 
throw  us  off,  I am  not  speaking  of 
real  estate.  There  are  not  many 
heads  that  are  sharp  enough  to  guide 


it  even  when  they  are  clear;  it  takes 
a clear  head  these  days  just  to  hang 
on.  The  Apostle  Paul,  who  ad- 
monished the  Ephesians  not  to  be 
drunk  with  wine  but  to  be  filled  with 
the  Spirit,  also  bore  witness  that  we 
do  not  wrestle  with  flesh  and  blood, 
but  with  powers  and  principalities. 
You  do  not  even  have  to  believe  in 
a spirit  world  at  all  to  appreciate 
the  wisdom  of  that  observation. 
Regardless  of  their  source,  evil 
spirits  in  multitudes  are  being 
released  by  the  tinkering  we  do  with 
our  minds,  largely  in  the  name  of 
recreation. 

Some  of  us  believe  it  is  possible 
to  go  to  the  devil  for  eternity;  others 
do  not.  All  of  us,  though,  should 
know  that  one  does  not  have  to 
wait  that  long,  and  that  there  are 
many  seemingly  harmless  ways  to 
get  there.  Things  are  seldom  so 
bad  that  they  can’t  get  worse,  and 
it’s  easy  enough  for  them  to  get  that 
way  by  themselves  without  being 
helped  along.  I am  not  sure  that  as 
physicians  we  do  all  we  should  to 
convince  the  public  that  that  is  so. 

1 see  a lot  about  what  law  enforce- 
ment officials,  corporate  executives, 
and  governmental  people  are  doing 
and  saying  to  ward  it  off.  We  should 
be  more  in  evidence,  I think,  in 
telling  people  to  let  their  minds 
alone. 

John  B.  Thomison,  M.  D.,  Editor, 

Journal  of  the  Tennessee  Medical 

Association 


72  THE  WEST  VIRGINIA  MEDICAL  JOURNAL 


General  News 


Saturday  — Tuesday,  August  8-11 

New  Convention  Format  Announced 


Preliminary  plans  have  been  made 
for  the  revised  and  condensed  1987 
Annual  Meeting  program  August  8-11 
at  the  Greenbrier  in  White  Sulphur 
Springs. 

In  brief,  the  new  schedule  calls  for 
business  meetings  on  Saturday, 

August  8,  first  meeting  of  the  House 
of  Delegates  Sunday  morning  with 
free  time  Sunday  afternoon;  official 
opening  of  the  convention,  scientific 
sessions,  and  meetings  of  specialty 
societies  Monday;  and  second  House 
session  on  Tuesday  with  adjournment 
of  convention  at  noon. 

Dr.  Maurice  A.  Mufson  of  Hunting- 
ton  will  be  Program  Chairman,  it 
was  announced  by  Dr.  Charles  E. 
Turner,  WVSMA  President. 

Dr.  Dennis  S.  O’Leary  of  Chicago, 
Executive  Director  of  the  Joint  Com- 
mission on  Accreditation  of  Hospitals, 
will  deliver  the  opening  Thomas  L. 
Harris  Address  Monday  morning  and 


New  Roster  Available 
Upon  Request  Only 

The  1987  Roster  of  Members  of 
the  WVSMA  will  be  available  to 
members  free  of  charge  upon 
request  only. 

The  Roster  historically  has  been 
mailed  to  the  entire  membership 
annually  but  increasing  printing 
and  mailing  costs  have  dictated 
the  “roster-upon-request”  policy. 

There  will  be  a charge  of  $25 
for  additional  copies  ordered. 

Send  your  order  to  WVSMA, 
P.  0.  Box  4106,  Charleston,  West 
Virginia  25364.  Members  also  can 
use  order  blanks  appearing  in  past 
and  coming  WESGRAMs. 


participate  in  a following  panel  dis- 
cussion on  “Changing  Relationships 
Between  Hospitals  and  Physicians.” 

Dr.  Peter  B.  Cotton,  gastroenter- 
ologist from  Duke  University,  will 
be  one  of  the  speakers  for  the  general 
scientific  session  Monday  morning. 

The  Annual  Meeting  traditionally 
has  followed  a Tuesday -thro ugh- 
Saturday  format.  The  1987  Annual 
Meeting  previously  had  been 
scheduled  for  Charleston  but  was 
changed  to  the  Greenbrier  by  Council 
during  the  1986  Annual  Meeting 
there.  At  that  time,  only  the 
August  8-11  dates  were  open  at  the 
Greenbrier  for  the  1987  convention. 

Following  is  the  tentative  general 
program  format  in  more  detail: 

Saturday,  August  8 

(Business  Meetings) 

9:00  A.M.-5:00  P.M. 

Registration,  Greenbrier  Regis- 
tration Area 

9:00  A.M.  - Noon 

WVSMA  Executive  Committee 

2:00  P.M. -5:00  P.M. 

Medical  Association  Council 

Sunday,  August  9 

8:00  A.M. -5:00  P.M. 

Registration,  Eisenhower  Recep- 
tion Area 

9:00  A.M. 

Medical  Association  House  of 
Delegates,  Theatre 

10:30  A.M.  - 11:00  A.M. 

Recess  to  Visit  Exhibits 

11:00  A.M.  - Noon 
House  of  Delegates  (Continued) 

Afternoon 

Recreation 


6:30  P.M. -7:30  P.M. 

President’s  Reception,  Exhibit 
Area 

Monday,  August  10 
8:30  A.M. 

Welcome  by  Doctor  Turner 
8:45  A.M. 

“The  Thomas  L.  Harris”  Address 
9:15  A.M. 

Panel  Discussion  on  “Changing 
Relationships  Between  Hospitals 
and  Physicians” 

10:15-11:00  A.M. 

Recess  to  Visit  Exhibits 

11:00  - Noon 
General  Session 

12:30  P.M. 

Specialty  Societies  / Associations 

— if  they  have  luncheon  meet- 
ings 

1:30-3:00  P.M. 

Specialty  Societies  / Associations 

— if  they  have  only  scientific 
meetings 

6:30-7:30  P.M. 

Reception  for  Exhibitors;  and 
WVU  and  MCV  Alumni  Recep- 
tions, Exhibit  Area 

9:00  P.M. 

Bo  Thorpe  Dance 

Tuesday,  August  11 

8:00  A.M.  - Noon 

Registration,  Greenbrier  Regis- 
tration Lobby 

9:00  A.M. 

Second  Session,  Medical  Associ- 
ation House  of  Delegates,  Chesa- 
peak  Hall 

10:00  A.M. -10:30  A.M. 

Recess  to  Visit  Exhibits 
10:30  A.M.  - Noon 
House  of  Delegates  (Continued) 

Additional  program  developments 
and  speakers  will  be  announced  in 
The  Journal  and  WESGRAM. 
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1,284  Elderly  In  State 
Call  In  Eye  Care  Project 

Potentially  blinding  eye  disease 
can  be  treated  effectively  if  detected 
early,  a fact  that  1,284  elderly  West 
Virginia  residents  have  discovered 
through  the  National  Eye  Care 
Project  (NECP). 

Volunteer  West  Virginia  ophthal- 
mologists have  uncovered:  175  cases 
of  cataracts,  16  cases  of  glaucoma, 

38  cases  of  macular  degeneration, 
and  seven  cases  of  diabetic 
retinopathy  among  elderly  West 
Virginia  residents  who  have  called 
the  toll-free  Helpline  — 1-800-222- 
EYES  (3937  ) — to  receive 
assistance  through  the  NECP. 

The  public  service,  which  offers 
medical  eye  care  to  the  dis- 
advantaged elderly  at  no  out-of- 
pocket  cost,  is  sponsored  by  the 
West  Virginia  Academy  of  Ophthal- 
mology and  the  Foundation  of  the 
American  Academy  of 
Ophthalmology. 

The  NECP  is  available  to  U.S. 
citizens  or  legal  residents,  age  65  or 
over,  who  are  not  currently  under 
the  care  of  an  ophthalmologist,  and 
who  have  not  seen  one  within  the 
past  three  years. 

Since  the  West  Virginia  Helpline 
opened  on  May  19,  more  than  1,284 
residents  have  called,  resulting  in 
more  than  860  referrals  of  elderly 
patients  to  local  volunteer  eye 
physicians  for  medical  examination 
and  possible  treatment  for  sight- 
threatening  eye  diseases. 

More  than  140,000  elderly 
Americans  have  called  the  toll-free 
Helpline  number  since  the  project 
opened.  Amazingly,  about  34 
per  cent  of  those  examined  by 
ophthalmologists  report  that  they  had 
never  before  had  a comprehensive 
medical  eye  examination.  For  another 
20  per  cent,  it  had  been  more  than 
five  years  since  their  last  eye 
examination. 

“We  want  elderly  people  to  know 
that  failing  eyesight  in  their  later 
years  can  be  prevented  or  lessened 
through  early  diagnosis  and  treat- 


ment,” said  Harry  L.  Amsbary, 

M.  D.,  President  of  the  West 
Virginia  Academy  of  Ophthalmology. 

Nationwide,  about  1,600  cases  of 
glaucoma  have  been  diagnosed  and 
treated  through  the  project. 

After  calling  the  toll-free  Helpline, 
an  elderly  person  will  be  mailed  the 
name  of  a volunteer  ophthalmologist 
who  will  treat  the  patient,  regardless 
of  his  or  her  ability  to  pay,  and  who 
will  accept  ( for  this  project)  Medi- 
care or  insurance  assignment  as  pay- 
ment in  full.  If  hospital  care  is 
needed,  the  ophthalmologist  will  work 
with  a local  hospital  to  make  care 
available.  Hospital  charges,  eye- 
glasses and  prescription  drugs  are 
not  paid  through  the  program. 


Second  Call  Going  Out 
For  Key  Contact  Program 

WVSMA  is  issuing  a second  appeal 
for  members  to  join  the  Association’s 
Key  Contact  Program  for  the  1987 
state  legislative  session  now  under 
way. 

Key  Contact  physicians  and 
auxilians  stay  abreast  of  important 
health  issues,  and  work  to  inform 
and  educate  their  legislative  repre- 
sentatives on  the  current  issues  that 
affect  health  care  in  our  state. 

This  voluntary  program  is  the 
single  most  important  factor  in 
WVSMA’s  legislative  efforts.  No 
matter  how  influential  Association 
lobbyists  are  in  Charleston,  they 
cannot  prevail  without  a strong 
hometown  constituency  effort.  Key 
Contract  volunteers  indicate  the  state 
legislator!  s ) for  whom  they  would 
like  to  be  considered  as  a key 
contact. 

Persons  with  all  degrees  of 
experience  — from  little  to  consider- 
able involvement  in  politics  - — are 
needed  as  Key  Contact  people. 

Members  may  volunteer  by  using 
the  form  inserted  in  the  January  10 
issue  of  WESGRAM  or  contacting 
immediately  WVSMA,  P.  0.  Box 
4106,  Charleston  25364  (call 
925-0342). 
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Medical,  Surgical 

■por  the  second  year,  a medical- 
surgical  mission  to  care  for 
indigent  patients  in  the  Philippines 
was  organized  by  Dr.  A1  Amores  of 
Charleston.  Planning,  collecting  of 
equipment  and  supplies,  recruiting 
of  volunteer  physicians,  and  coordi- 
nation with  physicians  and  hospitals 
in  needy  areas  of  the  Philippines 
took  the  greater  part  of  1986.  On 
December  4,  1986,  a group  of 
approximately  50  physicians  and 
spouses  left  Charleston  to  meet  in 
Cebu  City  with  other  mission  partici- 
pants from  Ohio  and  Pennsylvania. 

Supplies  and  equipment  weighing 
some  50,000  lbs.  donated  by  Charles- 
ton Area  Medical  Center  and  Thomas 
Memorial  Hospital,  were  flowm  to 
Mactan  Island  by  West  Virginia’s 
Air  National  Guard.  Eight  donated 
anesthesia  machines  served  to  replace 
1930’s-vintage  machines  which  were 
in  use  at  Southern  Islands  and  other 
hospitals  in  the  Cebu  area. 

Intravenous  fluids  donated  by 
CAMC  and  antibiotics  donated  by 
Hoechst-Roussel  Pharmaceuticals 
allowed  many  needy  Filipinos  to 
receive  medical  and  surgical  care 
that  was  long  overdue. 

The  mission  siugically  treated 
endemic  thyroid  goiter  disease, 
which  has  not  been  seen  in  the 
United  States  for  perhaps  50  years. 
Inguinal  hernias,  ovarian  cysts, 
ovarian  carcinoma,  and  congenital 
malformations  were  handled  by 
surgical  teams  while  scores  of  medi- 
cal patients  were  seen  for  primary 
care.  Hospitals  run  by  the  Philippine 
government  utilize  scarce  supplies 
to  treat  life  threatening  emergencies 
while  elective  treatments  must  be 
deferred  until  families  are  able  to 
gather  needed  drugs  and  supplies 
or  the  patient’s  condition  becomes 
life  threatening.  Patients  in  need 
of  respiratory  support  are  hand 
ventilated  by  family  members  around 
the  clock  for  weeks  at  a time. 


Mission -Cebu  City,  The  Philippines,  1986 


Dr.  A1  Amores,  Joy  Cinco  and  Luz  Amores  (from  left),  all  of  Charleston, 
recover  medical  supplies  from  the  Philippine  Air  Force  warehouse  on 
Mactan  Island. 


Rounds  on  the  patient  ward  at  Southern  Islands  Hospital  in  Cebu  City  are  made  by  Dr.  Alberto 
A.  (Bobby)  Fernandez,  center,  of  Chapman ville  (Logan  County). 


Dr.  James  W.  Kessel  of  Charleston,  left,  per- 
forms surgery  with  a staff  physician  at  Southern 
Islands  Hospital  in  Cebu  City. 


I 
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Continuing 

Education 

Activities 

Here  are  the  continuing  medical 
education  activities  listed  primarily 
by  the  Marshall  University  and 
West  Virginia  University  Schools 
of  Medicine  for  part  of  1987,  as 
compiled  by  Ernest  W.  Chick,  M.  D., 
MU  Director  of  Continuing  Medical 
Education;  Robert  E.  Kristofco, 

WVU  Assistant  to  the  Dean/ 
Continuing  Medical  Education; 

J.  Zeb  Wright,  Ph.D.,  Director  of 
Continuing  Education  Outreach  and 
Community  Affairs,  WVU  Charleston 
Division;  and  Sharon  Hall,  Director 
of  Continuing  Education,  Charleston 
Area  Medical  Center  ( also  in  charge 
of  WVU  Charleston  Division 
on-campus  CME).  The  schedule  is 
presented  as  a convenience  for 
physicians  in  planning  their  con- 
tinuing education  program.  ( Other 
national,  state  and  district  medical 
meetings  are  listed  in  the  Medical 
Meetings  Department  of  The 
Journal. ) 

The  program  is  tentative  and 
subject  to  change.  It  should  be 
noted  that  weekly  conferences  also 
are  held  on  the  WVU  Morgantown, 
Charleston  and  Wheeling  campuses. 
Further  information  about  CME 
activities  may  be  obtained  by  calling 
Doctor  Chick  at  (304)  526-0515; 
Kristofco,  (304)  293-3937;  Wright, 
(304  ) 347-1243;  and  Hall,  (304) 
348-9580. 

West  Virginia  University 

Feb.  22-25,  Snowshoe,  Rheumatology 

March  7,  Charleston,  High  Tech- 
nology: Lithotripsy  & Magnetic 

Resonance  Imaging 

March  13-14,  Morgantown,  Oncology 
update  ’87 

March  14,  Charleston,  Anesthesia  in 
the  Field 

March  25,  Charleston,  Research  Day 


March  27,  Charleston,  14th  Annual 
Newborn  Day 

April  3-4,  Morgantown,  Recent  Ad- 
vances in  the  Diagnosis  & Manage- 
ment of  Liver  Disease 
April  9,  Charleston,  Angioplasty  for 
the  Noncardiologist 
April  10-11,  Charleston,  Angioplasty 
Update  ’87  — A Demonstration 
Course 

April  29,  Charleston,  Fifth  Annual 
WV  Conference  on  Infectious  Di- 
seases 

April  29-May  2,  Hot  Springs,  VA, 
Total  Hip  Replacement  (Morgan- 
town CME  Office) 

Regularly  Scheduled  Continuing 
Education  Outreach  Programs 
from  WVU  Medical  Center- 
Charleston  Division/ CAMC 

Berkley,  Southern  W.  Va.  Clinic, 
4th  Thursday,  5:30  to  7:30  . M.  — 
Feb.  26  (speaker  and  topic  to  be 
announced) 

Bluefield,  Bluefield  Community  Hos- 
pital, First-Floor  Conference  Room, 
3rd  Thursday,  Noon-2  P.  M.  — 
Feb.  19  (vacation) 

Mar.  19,  “Code  Blue,”  David 
Seidler,  M.  D. 

April  16,  “Update  MRl  & Ultra- 
sound,” Eugene  Cordell,  M.  D. 

Cabin  Creek,  Cabin  Creek  Medical 
Center,  Dawes,  2nd  Thursday,  8-10 
A.  M.  — Feb.  12,  “Bronchogenic 
Carcinoma,”  Robert  Spain,  M.  D. 

Gassaway,  Braxton  Co.  Memorial 
Hospital,  1st  Wednesday,  7-9  P.  M. 
— Feb.  4,  “Detoxification  Program: 
Short  Stay  Approach,”  patricia 
Treharne,  M.  D. 

Greenbrier,  Library,  Greenbrier 
Clinic,  3rd  Tuesday,  4-5  P,  M.  — 
Feb.  17,  “Early  Diagnosis  of 
Gynecological  Cancers,”  Daniel 
Mairs,  M.  D. 

Mar.  17,  Inflammatory  Bowel  Di- 
sease ( speaker  to  be  announced ) 

Madison,  Boone  Memorial  Hospital 
Conference  Room,  2nd  Tuesday, 
7-9  P.  M.  — Feb.  10  (vacation) 


Oak  Hill,  Plateau  Medical  Center 
( Oyler  Exit,  N 19)  4th  Tuesday, 
7-9  P,  M.  — Feb.  24  (vacation) 

Summersville,  Summersville  Mem- 
orial Hospital,  1st  Tuesday,  6:30- 
8:30  P.  M.  — Feb.  3,  “Peripheral 
Vascular  Diseases,”  Robert  Lead- 
better,  M.  D. 

Welch,  Stevens  Clinic  Hospital,  3rd 
Wednesday,  12  Noon-2  P.  M.  — 
Feb.  18  (vacation) 

Whitesville,  Raleigh-Boone  Medical 
Center,  4th  Wednesday,  11  A.  M.- 
1 P.  M.  — Feb,  25  (vacation) 

Williamson,  Williamson  Memorial 
Hospital,  1st  Thursday,  6:30-8:30 
P.  M.  — Feb.  5 (vacation) 


Correction 

In  the  January  issue  of  The  Journal, 
the  speaker  listed  for  the  CME  pro- 
gram, “Bronchogenic  Carcinoma,” 
February  12,  at  Cabin  Creek,  should 
have  been  Robert  Spain,  M.  D,, 
instead  of  Robert  Leadbetter,  M,  D. 
The  program  was  listed  as  one  of 
the  continuing  education  outreach 
programs  from  WVU  Medical  Center- 
Charleston  Division /CAMC,  Page  31. 

The  Journal  regrets  this  error. 


State  Urological  Society 
To  Meet  March  6-8 

The  West  Virginia  Urological 
Society  will  meet  March  6-8  at  the 
Charleston  Marriott. 

Guest  speakers  for  the  program, 
“Male  Sexual  Dysfunction,”  will  be 
Drs.  Jack  L.  Summers,  Chairman, 
Department  of  Urology,  Northeastern 
Ohio  University,  Akron;  William  L. 
Furlow,  Vice  Chairman,  Department 
of  Urology,  Mayo  Clinic,  and  Victor 
A.  Politano,  Chairman,  Department 
of  Urology,  University  of  Miami, 
Florida, 

Dr,  Rafael  Molina  of  Huntington  is 
President  of  the  state  group,  and  Dr. 
Rocco  Morabito,  also  of  Huntington, 
is  Secretary-Treasurer  and  Program 
Chairman. 
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^ Poetry 
y Corner 

Too  Much  Government 

We  have  too  much  government  in  this 
place, 

Rules  and  regulations  are  burying  the 
human  race. 

Lawyers  and  politicians  caught  up  in 
the  paper  chase 

Have  made  too  much  government 
in  this  place. 

The  teachers'  hands  are  tied  in  the 
schools, 

Juvenile  delinquents  are  protected  by 
rules. 

Without  prayers  and  paddles,  we  are 
turning  out  fools. 

There  is  too  much  government  in  our 
schools. 

Our  county  jails  are  now  a sight. 

The  sheriff  must  protect  the  criminal’s 
rights. 

And  provide  Doctors  and  Lawyers  and 

Libraries  and  Light, 

And  the  police  force  has  the  courts  to 
fight. 

In  mental  institutions  the  foot  is  in  the 
other  shoe. 

The  monkeys  now  are  running  the  zoo. 

These  nuts  have  more  rights  than  me 
or  you. 

And  there  seems  to  be  nothing  anyone 
can  do. 

Now  say  good-bye  to  good  health  care. 

Thanks  to  budget  cutters  at  Medicare. 

Hospital  admissions  have  become  really 
rare. 

The  cost  will  be  down  along  with  the 
quality  of  care. 

The  Welfare  system  is  another  mess 

With  one  third  of  us  working  to 
support  the  rest. 

Anyone  who  works  is  stupid,  1 guess. 

With  deficit  spending,  more  is  less. 

Stephen  L.  Sebert,  M.  D. 

Fairlea 


We  request  physician  contributions  to 
Poetry  Corner.  Submissions  should  be 
addressed  to  Stephen  D.  Wartl,  M.  D., 
Editor,  The  West  Virginia  Medical 
Journal,  Box  4106,  Charleston,  West 
Virginia  25364. 


Residents,  Students  Added 
To  Publication  Committee 

Two  residents  and  two  students 
have  been  added  to  T he  Journal’s 
Publication  Committee,  effective 
January  1. 

The  new  committee  members,  to 
serve  two-year  terms,  were  appointed 
following  approval  by  WYSMA’s 
Council  of  the  recommendation  from 
the  committee. 

“The  primary  purpose  of  adding 
residents  and  students  to  the  com- 
mittee is  to  gain  scientific  and 
editorial  insights  of  students  and 
young  doctors,”  said  Dr.  Stephen  D. 
Ward  of  Wheeling,  Journal  Editor 
and  Chairman  of  the  Publication 
Committee. 

The  new  members  will  share  in 
the  task  of  reviewing  scientific 
articles  submitted  for  publication  in 
the  Journal,  and  will  have  a full  voice 
in  other  committee  matters. 

Doctor  Ayers  is  a second-year 
resident  in  the  Family  Practice 
residency  program  at  Marshall  Uni- 
versity School  of  Medicine,  and  also 
is  a graduate  of  the  MU  Medical 
School.  He  currently  is  writing  a 
medical  book  on  poisonous  plants  of 
West  Virginia. 

Doctor  Williams,  a graduate  of 
West  Virginia  University  School  of 
Medicine,  is  a second-year  resident  in 


David  R.  Ayers,  M.  D. 


Vickie  Williams,  M.  D. 


the  four-year  radiology  residency 
program  at  WVU  in  Morgantown. 
Interested  in  research,  she  was 
selected  during  her  fourth  year  of 
medical  school  to  spend  two  months 
at  the  National  Institutes  of  Health 
in  the  genetics  program.  There  she 
initiated  a study  concerning  the 
genetic  basis  for  elevated  alkaline 
phosphatase  in  certain  families.  This 
continues  to  be  an  ongoing  study 
at  NIH. 

Rebecca  Price  is  a second-year 
student  at  WVU.  She  is  a graduate  of 


Rebecca  A.  Price 
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William  White  n 


the  University  of  Texas,  and  earned 
an  M.S.  degree  in  chemistry  from  the 
University  of  Oregon. 

William  White,  a second-year 
student  at  Marshall,  graduated  from 
Dartmouth  College  with  a degree  in 
English. 

Other  members  of  the  Publication 
Committee,  serving  as  Associate 
Editors,  are  Drs.  Vernon  E.  Duckwall, 
Elkins;  L.  Walter  Eix,  Martinsburg; 
John  M.  Hartman,  Charleston; 

Thomas  J.  Holbrook,  Huntington; 

Joe  N.  Jarrett,  Oak  Hill,  and  David 
Z.  Morgan,  Morgantown. 


WVU  Fund  In  Memory 
Of  State  CME  Pioneer 

The  Pat  Tuckwiller  Eund  for 
Excellence  in  Continuing  Medical 
Education  was  established  at  the 
West  Virginia  University  School  of 
Medicine  December  15,  1986,  just 
three  days  after  Doctor  Tuckwiller 
died  in  Charleston  at  age  81  (See 
obituary  on  page  86  ) . The  first 
recipient  of  the  School’s  Dis- 
tinguished Alumnus  Award,  he 
was  noted  for  his  leadership  in 
bringing  advanced  medical  edu- 
cation to  West  Virginia. 

The  Office  of  Continuing  Medical 
Education  provided  the  seed  money 


to  set  up  the  fund,  the  proceeds  from 
which  will  be  used  at  the  discretion 
of  the  Dean’s  Office  to  encourage  and 
support  activities  that  promote  excel- 
lence in  continuing  education  for 
physicians. 


Pat  A.  Tuckwiller.  M.  D. 


“Dr.  Pat  was  one  of  our  most 
active  alumni,”  Lynda  Nine,  Assistant 
to  the  Dean  for  Alumni  Affairs,  said. 
“He  attended  virtually  every  event 
we  had,  and  was  unfailingly  helpful. 
We  will  all  miss  him  very  much.” 

One  of  his  colleagues  in  the 
Charleston  Medical  Group,  which 
Doctor  Tuckwiller  established  as  one 
of  the  first  medical  practice  groups 
in  the  area,  said  the  most  important 
aspect  of  his  life  was  medical  edu- 
cation. “That  was  his  principal 
interest,”  said  Dr.  Alfred  Pfister. 

The  CAMC  Foundation  at  the 
School  of  Medicine’s  Charleston 
Division,  where  he  was  an  Emeritus 
Clinical  Professor  of  Medicine,  is 
establishing  a lectureship  in  his 
name. 

Contributions  to  the  Tuckwiller 
CME  Fund  should  be  sent  to  the 
WVU  Foundation,  Inc.,  617  Spruce 
Street,  P.  0.  Box  894,  Morgantown, 
WV  26507.  Make  checks  payable  to 
the  Foundation,  and  designate  that 
the  donation  is  to  the  Tuckwiller 
CME  Fund. 


State  Family  Physicians 
To  Meet  In  Charleston 

Some  15  discussion  topics  and  11 
guest  speakers  will  make  up  the  pro- 
gram for  the  5^th  annual  Scientific 
Assembly  of  state  family  physicians 
in  Charleston  April  10-12. 

The  West  Virginia  Chapter, 
American  Academy  of  Family 
Physicians  will  open  its  meeting 
Friday  morning,  April  10,  at  the 
Holiday  Inn  Charleston  House. 

Topics  covered  during  the  Friday 
morning  session  will  include  sexually' 


Robert  Fekety,  M.  D. 


Thomas  J.  Romano,  M.  D.,  Ph.D. 
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Peter  A.  Indelicate,  M.  D. 

transmitted  diseases,  outpatient  home 
antibiotic  therapy,  and  management 
of  infections  in  the  office; 

Friday  Afternoon : sports  injuries, 
back  pain/leg  pain,  and  treatment 
of  fibrositis; 

Saturday  Morning : breast  carci- 
noma, cancer  pain,  colon  cancer,  and 
antibiotics  in  oncology; 

Saturday  Afternoon : ethical  is- 
sues in  medicine,  new  controversial 
treatment  of  coronary  heart  disease  — 
surgery  vs  medical  management,  and 
clinical  syndromes  of  insulin 
resistance; 

Sunday  Morning:  the  demented 
patient — discussion  of  organic  vs 
Alzheimers,  differential  diagnosis  of 
depression  and  anxiety,  and  nocturnal 
acid  and  its  relation  to  ulcer  healing. 

Guest  Faculty 

Guest  faculty  will  be  Drs.  Robert 
Fekety,  Ann  Arbor,  Michigan; 
Lawrence  J.  Eron,  Georgetown  Uni- 
versity; Peter  A.  Indelicate,  Uni- 
versity of  Florida;  Thomas  C.  Namey, 
Medical  College  of  Ohio,  Toledo; 
Theresa  Ferrer-Brechner,  University 
of  California,  Los  Angeles;  Michael 
D.  Levitt,  University  of  Minnesota; 
Michael  A.  Doukas,  University  of 
Kentucky;  James  Talano,  North- 
western University;  Derek  Leroith, 


National  Institutes  of  Health;  Joseph 
H.  Talley,  University  of  North 
Carohna,  and  David  VanThiel, 
University  of  Pittsburgh. 

The  program,  which  will  be  pre- 
ceded by  a golf  tournament  at  Berry 
Hills  Country  Club  in  Charleston 
April  9,  is  approved  for  16  and  one 
half  hours  of  AAFP  Prescribed 
Hours,  Category  1,  and  for  16  and 
one  half  hours  toward  the  AMA 
Physician’s  Recognition  Award. 

Dr.  Thomas  G.  Wack  of  Wheeling 
is  Program  Chairman. 

For  registration  and  other  infor- 
mation, call  William  B.  Ferrell,  Jr., 
Executive  Secretary,  at  (304) 
776-1178. 


Live,  Closed-Circuit 
Angioplasty  Cases 

An  unusual  presentation  of  live 
case  demonstrations  will  be  used  for 
angioplasty  courses  April  9-11  in  the 
Auritorium  of  West  Virginia  Uni- 
versity School  of  Medicine,  Charles- 
ton Division. 

Closed-circuit  production  will  allow 
two-way  communication  between  the 
Charleston  Area  Medical  Center 
( CAMC ) cardiac  catheterization  lab 
the  WVU  auditorium.  The  course 
moderator  will  discuss  procedures 


Eric  J.  Topol,  M.  D. 


Gary  Roubin,  M.  D. 

and  address  questions  from  the  floor 
or  direct  them  to  the  lab. 

The  two-way  interactive  mini- 
courses are  sponsored  by  CAMC  and 
the  Heart  Institute  of  West  Virginia. 
Dr.  Harold  Selinger,  Medical  Director 
of  the  Institute,  will  open  the 
program. 

Featured  speakers  will  be  Drs.  Eric 
J.  Topol,  Co-Director,  Interventional 
Cardiology,  and  Associate  Director, 
Cardiac  Catheterization  Laboratory, 
University  of  Michigan;  and  Gary 
Roubin,  Research  Director,  Andreas 
Gruentzig  Cardiovascular  Center, 
Emory  University. 

Local  faculty  will  include  Doctor 
Selinger  and  Drs.  Ganpat  G.  Thakker, 
CAMC  cardiology  and  Clinical 
Associate  Professor  of  Medicine, 

WVU  Charleston  Division;  and 
Stafford  G.  Warren,  CAMC  cardiology 
and  Clinical  Professor  of  Medicine, 
WVU  Charleston  Division. 

Special  program  emphasis  will  be 
on  indications  and  contraindications, 
results,  newer  technology,  and  acute 
intervention. 

Co-sponsors  are  the  West  Virginia 
Chapter,  American  Academy  of 
Family  Physicians,  and  WVU 
Charleston  Division. 

For  fee  and  other  information, 
contact  the  CAMC  Department  of 
Continuing  Education 
(304-348-9580). 
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Gaps  Claimed  In  Vets’  ‘Safety  Net’ 


“Inadequate  financing  for  the  VA 
Health  Care  represents  a gross 
violation  of  our  nation’s  commit- 
ment to  its  veterans  and  will  further 
erode  the  health  care  available  to 
the  indigent  and  minorities  in  this 
country,”  according  to  R.  Jack 
Powell,  Executive  Director  of 
Paralyzed  Veterans  of  America 
(PVA). 

Commenting  on  a study  conducted 
for  PVA  by  the  American  Health 
Planning  Association  released  last 
month,  Powell  added,  . . when  they 
are  unable  to  obtain  access  to  the  VA 
system,  most  of  the  current  users  are 
also  unable  to  obtain  needed  health 
care  environment.” 

The  study,  entitled  “Veterans’ 
Health  Care:  Actions  and  Inter- 
actions,” focuses  on  the  impact  of 
selected  policy  changes  on  veterans’ 
health  care  in  four  Veterans  Admini- 
stration medical  districts  in  the  north- 
east, midwest,  southwest,  and  south- 
east areas  of  the  United  States. 

Among  the  findings  for  the  study, 
as  reported  by  PVA,  are: 

• The  VA  may  not  be  able  to  serve 
a major  safety-net  function  in 
providing  care  to  those  with  few, 
if  any,  realistic  alternative 
sources  of  care; 

• reduction  in  the  number  of  VA 
Medical  Centers  in  a medical 
district  without  retention  of  the 
“saved”  resources  within  the 
district  will  result  in  the  dis- 
placement of  veterans  from  the 
VA  health  care  system,  without 
clear  access  to  other  sources  of 
medical  care; 

• veterans  who  can  no  longer  gain 
access  to  the  VA  health  care 
system  would  be  added  to  the 
uncompensated  care  clientele 
and  to  the  increasing  numbers 
of  “charity  cases”  in  most 
jurisdictions; 

• reduction  in  V A inpatient  beds, 
in  the  absence  of  adequate  sup- 
port for  outpatient  care,  home 
health  care  and  other  non- 


institutional  long-term  care  pro- 
grams, will  result  in  an  exacer- 
bation of  inadequate  capacity 
and  capability; 

• the  new  VA  “means  test,” 
established  by  P.L.  99-272, 
creates  incentives  for  the  reverse 
shifting  of  patients  from  Medi- 
care, Medicaid,  and  the  private 
sector  to  the  VA  health  care 
system,  without  accompanying 
shifting  of  resources; 

• excess  acute-care  hospital 
capacity  in  the  private  sector 
does  not  make  a viable  alterna- 
tive for  indigent,  uninsured 
veterans; 

• Medicaid  is  not  an  alternative 
to  most  indigent  veterans  under 
65  years  of  age  due  to  its 
categorical  eligibility  require- 
ments, i.e.,  blind,  disabled,  or 
Aid  to  Families  with  Dependent 
Children  (AFDC)  eligible; 

• the  VA  health  care  system  is 
very  far  behind  in  preparing  for 
the  long-term  care  needs  of  its 
aging  veterans; 

• a struggle  for  access  looms 
between  aged  male  veterans  and 
elderly  females  as  the  VA  plans 
for  use  of  community  nursing 
home  beds,  since  it  puts  the  VA 
in  direct  competition  with  Medi- 
caid and  other  payers  for  scarce 
community  nursing  home  beds, 
the  majority  of  which  are 
occupied  by  females; 

• the  current  VA  formula  for 
utilizing  state  veterans  homes  in 
meeting  its  responsibilities  for 
veterans’  nursing  home  care 
represents  a significant  cost  shift 
from  the  federal  budget  to 
states’  budgets. 

The  Paralyzed  Veterans  of 
America,  a veterans  service 
organization  chartered  by  Congress, 
serves  the  needs  of  its  members,  all 
of  whom  have  catastrophic  paralysis 
caused  by  spinal  cord  injury  or 
disease. 


Medical 
Meetings 


February 


7-8— WV  Gastrointestinal  Society,  Ca- 
naan Valley  Resort  & Conference 
Center,  Davis. 

22-27— Am.  College  of  Medical  Imag- 
ing, Lake  Tahoe,  Nev. 


March 


3-6— Am.  Cancer  Society,  New  York. 

6-8— WV  Urological  Society,  Charles- 
ton. 

8- 12— Am.  College  of  Cardiology,  New 
Orleans. 

9- 12— Am.  College  of  Emergency 
Physicians,  Tucson,  Ariz. 

11-12— Physicians  for  Social  Responsi- 
bility, Chicago. 

16-18— Southeastern  Surgical  Con- 
gress, Atlanta. 

April 


2-7— Am.  College  of  Physicians,  New 
Orleans. 

5-11— Am.  Academy  of  Neurology, 
New  York. 

10-12— WVAAFP  Scientific  Assembly, 
Charleston. 

26-29— WV  Academy  of  Ophthal- 
mology 40th  Annual  National  Spring 
Meeting,  White  Sulphur  Springs. 

30-May  2— WV  Chapter,  Am.  College 
of  Surgeons,  White  Sulphur  Springs. 

May 


19— Am.  Medical  Student  Assoc.,  New 
Orleans. 

22-25— WV  Academy  of  Otolaryn- 
golo^— Head  & Neck  Surgery,  White 
Sulphur  Springs. 

27-30— Am.  College  of  Sports  Medi- 
cine, Las  Vegas. 

August 

8-11— 120th  Annual  Meeting,  WV 
State  Medical  Assoc.,  White  Sulphur 
Springs. 

September 


14-17— AAFP,  San  Francisco. 

For  More  Information  . . . 


CofUaet  The  Journal  for  additional  in- 
formation about  moat  of  the  above 
meetings.  Call  (304)  925-0342. 
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Before  prescribing,  see  complete  prescribing  information  in  SK&F  CO. 
literature  or  PDR.  Tbe  following  is  a brief  summary. 


WARNING 

This  drug  is  not  indicated  for  initial  therapy  of  edema  or  hyperten- 
sion. Edema  or  hypertension  requires  therapy  titrated  to  the  individual. 
If  this  combination  represents  the  dosage  so  determined,  its  use 
may  be  more  convenient  in  patient  management.  Treatment  of  hyper- 
tension and  edema  is  not  static,  but  must  be  reevaluated  as  con- 
ditions in  each  patient  warrant. 


Contraindications:  Concomitant  use  with  other  potassium-sparing  agents 
such  as  spironolactone  or  amiloride.  Further  use  in  anuria,  progressive 
renal  or  hepatic  dysfunction,  hyperkalemia.  Pre-existing  elevated  serum 
potassium.  Hypersensitivity  to  either  component  or  other  sulfonamide- 
derived  drugs. 

Warnings:  Do  not  use  potassium  supplements,  dietary  or  otherwise, 
unless  hypokalemia  develops  or  dietary  intake  of  potassium  is  markedly 
impaired.  If  supplementary  potassium  is  needed,  potassium  tablets 
should  not  be  used.  Hyperkalemia  can  occur,  and  has  been  associated 
with  cardiac  irregularities.  It  is  more  likely  in  the  severely  ill.  with  urine 
volume  less  than  one  liter/day,  the  elderly  and  diabetics  with  suspected 
or  confirmed  renal  insufficiency.  Periodically,  serum  K+  levels  should  be 
determined.  If  hyperkalemia  develops,  substitute  a thiazide  alone,  restrict 
intake  Associated  widened  ORS  complex  or  arrhythmia  requires 
prompt  additional  therapy.  Thiazides  cross  the  placental  barrier  and 
appear  in  cord  blood.  Use  in  pregnancy  requires  weighing  anticipated 
benefits  against  possible  hazards,  including  fetal  or  neonatal  jaundice, 
thrombocytopenia,  other  adverse  reactions  seen  in  adults.  Thiazides 
appear  and  triamterene  may  appear  in  breast  milk.  If  their  use  is  essential, 
the  patient  should  stop  nursing.  Adequate  information  on  use  in  children 
is  not  available.  Sensitivity  reactions  may  occur  in  patients  with  or  with- 
out a history  of  allergy  or  bronchial  asthma.  Possible  exacerbation  or 
activation  of  systemic  lupus  erythematosus  has  been  reported  with 
thiazide  diuretics. 

Precautions:  The  bioavailability  of  the  hydrochlorothiazide  component  of 
Oyazide'  is  about  50%  of  the  bioavailability  of  the  single  entity. 
Theoretically,  a patient  transferred  from  the  single  entities  of  triamterene 
and  hydrochlorothiazide  may  show  an  increase  in  blood  pressure  or  fluid 
retention.  Similarly,  it  is  also  possible  that  the  lesser  hydrochlorothiazide 
bioavailability  could  lead  to  increased  serum  potassium  levels.  However, 
extensive  clinical  experience  with  Oyazide'  suggests  that  these  conditions 
have  not  been  commonly  observed  in  clinical  practice.  Angiotensin- 
converting enzyme  (ACE)  inhibitors  can  elevate  serum  potassium:  use 
with  caution  with  'Oyazide'.  Oo  periodic  serum  electrolyte  determinations 
(particularly  important  in  patients  vomiting  excessively  or  receiving 
parenteral  fluids,  and  during  concurrent  use  with  amphotericin  B or 
corticosteroids  or  corticotropin  (ACTH]).  Periodic  BUN  and  serum 
creatinine  determinations  should  be  made,  especially  in  the  elderly, 
diabetics  or  those  with  suspected  or  confirmed  renal  insufficiency. 
Cumulative  effects  of  the  drug  may  develop  in  patients  with  impaired  renal 
function.  Thiazides  should  be  used  with  caution  in  patients  with  impaired 
hepatic  function.  They  can  precipitate  coma  in  patients  with  severe  liver 
disease.  Observe  regularly  for  possible  blood  dyscrasias,  liver  damage, 
other  idiosyncratic  reactions.  Blood  dyscrasias  have  been  reported  in 
patients  receiving  triamterene,  and  leukopenia,  thrombocytopenia, 
agranulocytosis,  and  aplastic  and  hemolytic  anemia  have  been  reported 
with  thiazides.  Thiazides  may  cause  manifestation  of  latent  diabetes 
mellitus.  The  effects  of  oral  anticoagulants  may  be  decreased  when 
used  concurrently  with  hydrochlorothiazide;  dosage  adjustments  may  be 
necessary.  Clinically  insignificant  reductions  in  arterial  responsiveness 
to  norepinephrine  have  been  reported.  Thiazides  have  also  been  shown  to 
increase  the  paralyzing  effect  of  nondepolarizing  muscle  relaxants  such 
as  tubocurarine.  Triamterene  is  a weak  folic  acid  antagonist.  Do  periodic 
blood  studies  in  cirrhotics  with  splenomegaly.  Antihypertensive  effects 
may  be  enhanced  in  post-sympathectomy  patients.  Use  cautiously  in 
surgical  patients.  Triamterene  has  been  found  in  renal  stones  in  associa- 
tion with  the  other  usual  calculus  components.  Therefore,  Oyazide' 
should  be  used  with  caution  in  patients  with  histories  of  stone  formation, 
A few  occurrences  of  acute  renal  failure  have  been  reported  in  patients 
on  'Oyazide'  when  treated  with  indomethacin.  Therefore,  caution  is 
advised  in  administering  nonsteroidal  anti-inflammatory  agents  with 
'Dyazide'  The  following  may  occur;  transient  elevated  BUN  or  creatinine 
or  both,  hyperglycemia  and  glycosuria  (diabetic  insulin  requirements  may 
be  altered),  hyperuricemia  and  gout,  digitalis  intoxication  (in  hypokalemia), 
decreasing  alkali  reserve  with  possible  metabolic  acidosis.  'Oyazide' 
interferes  with  fluorescent  measurement  of  quinidine.  Hypokalemia  is 
uncommon  with  'Oyazide',  but  should  it  develop,  corrective  measures 
should  be  taken  such  as  potassium  supplementation  or  increased  dietary 
intake  of  potassium-rich  foods.  Corrective  measures  should  be  instituted 
cautiously  and  serum  potassium  levels  determined.  Discontinue  correc- 
tive measures  and  'Oyazide'  should  laboratory  values  reveal  elevated 
serum  potassium.  Chloride  deficit  may  occur  as  well  as  dilutional 
hyponatremia.  Concurrent  use  with  chlorpropamide  may  increase  the  risk 
or  severe  hyponatremia.  Serum  FBI  levels  may  decrease  without  signs 
of  thyroid  disturbance.  Calcium  excretion  is  decreased  by  thiazicfes. 
Oyazide'  should  be  withdrawn  before  conducting  tests  for  parathyroid 
function.  Thiazides  may  add  to  or  potentiate  the  action  of  other  anti- 
hypertensive  drugs.  Diuretics  reduce  renal  clearance  of  lithium  and 
increase  the  risk  of  lithium  toxicity. 

Adverse  Reactions:  Muscle  cramps,  weakness,  dizziness,  headache, 
dry  mouth;  anaphylaxis,  rash,  urticaria,  photosensitivity,  purpura,  other 
dermatological  conditions;  nausea  and  vomiting,  diarrhea,  constipation, 
other  gastrointestinal  disturbances:  postural  hypotension  (may  be 
aggravated  by  alcohol,  barbiturates,  or  narcotics).  Necrotizing  vasculitis, 
paresthesias,  icterus,  pancreatitis,  xanthopsia  and  respiratory  distress 
including  pneumonitis  and  pulmonary  edema,  transient  blurred  vision, 
sialadenitis,  and  vertigo  have  occurred  with  thiazides  alone.  Triamterene 
has  been  found  in  renal  stones  in  association  with  other  usual  calculus 
components.  Rare  incidents  of  acute  interstitial  nephritis  have  been 
reported.  Impotence  has  been  reported  in  a few  patients  on  Oyazide', 
although  a causal  relationship  has  not  been  established. 

Supplied;  'Dyazide'  is  supplied  as  a red  and  white  capsule,  in  bottles  of 
1000  capsules;  Single  Unit  Packages  (unit-dose)  of  100  (intended  for 
institutional  use  only);  in  Patient-Pa'k™  unit-of-use  bottles  of  lOo. 

BRS-DZ  L42 


In  Hypertension*... 
When  Need  to 
Conserve  K+ 


Serum  K+  and  BUN  should  be  checked  periodically  (see  Warnings  and  Precautions). 


Potassium-Sparing 

DYAZIDE 

25  mg  Hydrochlorothiazide/50  mg  Triamterene/SKF 

Over  20  Years  of  Confidence 


a product  of 

SK6F  CO. 

Carolina,  PR,  00630 


The  unique 
red  and  white 
Dyazide®  capsule: 
'Vbur  assurance  of 
SK&F  quality 


©SK&F  Co  , 1983 


There’s  never  been 
a better  time  for  her... 
and 

PREMARIN 

‘^.(Conjugated  Estrogens  Tablets) 


Now  the  evidence  looks  better 
than  ever 


Significantly  reduced  risk  of 
endometrial  hyperplasia 

Endometrial  hyperplasia  was  significantly  reduced  when  pro- 
gestin was  added  to  PREMARIN  therapy  for  more  than  ten  days 
a month!  The  risk  of  endometrial  hyperplasia  may  also  be 
reduced  through  cyclic  administration  of  unopposed,  low-dose 
PREMARIN. 


Effect  on  lipids — an  important  feature 

PREMARIN  used  alone  does  not  adversely  affect  lipid  levels.  In 
fact,  a clinical  study  has  shown  a significant  increase  in  HDL 
cholesterol — from  49.7  mg/dL  to  56.4  mg/dL — and  decrease  in 
LDL  cholesterol — from  165.1  mg/dL  to  138.1  mg/dL — after  one 
year  of  therapy  with  PREMARIN,  0.625  mg.^ 

Low-dose  control  of  menopausal  symptoms 

PREMARIN  effectively  relieves  vasomotor  symptoms,  such  as 
hot  flashes.  When  estrogen  deficiency  is  limited  to  atrophic 
vaginitis,  PREMARIN®  (conjugated  estrogens)  Vaginal  Cream 
restores  the  vaginal  environment  to  its  premenopausal  state. 


The  most  widely  used,  most  extensively 
studied  estrogen  worldwide. 


PREAAARIN' 

(Conjugated  Estrogens  Tablets) 

Most  trusted  for  more  reasons 


♦PREMARIN  is  indicated  for  moderate-to-severe  vasomotor  symptoms. 
Please  see  following  page  for  brief  summary  of  prescribing  information. 


For  moderate-to-severe 
vasomotor  symptoms 


For  atrophic  vaginitis 


PREMARBM® 

(Conjugated  Estrogens  Tablets) 

' "vr- 

0.3  mg  0.625  mg  0.9  mg  1.25  mg  2.5  mg 

The  appearance  of  these  tablets  is  a trademark  of  Ayerst  Laboratories. 


PREMARDM* 

(Conjugated  Estrogens) 


Vaginal 

Cream 

0.625mg/g 


BRIEF  SUMMARY  (FOR  FULL  PRESCRIBING  INFORMATION  AND  PATIENT  INFORMATION.  SEE  PACKAGE 
CIRCULARS ) 

PREMARIN<  Brand  o(  conjugaled  estrogens  tablets.  USP 

PREMARIN’  Brand  ol  conjugated  estrogens  Vaginal  Cream  in  a nonliquefying  base 


1 ESTROGENS  HAVE  BEEN  REPORTED  TO  INCREASE  THE  RISK  OF  ENDOMETRIAL  CARCINOMA 

Three  independent  case  control  studies  have  reported  an  increased  risk  of  endometrial  cancer  in 
postmenopausal  women  exposed  to  exogenous  estrogens  for  more  than  one  year  This  risk  was  indepen- 
dent of  the  other  known  risk  factors  lor  endometrial  cancer  These  studies  are  further  supported  by  the 
finding  that  incidence  rates  of  endometrial  cancer  have  increased  sharply  since  1969  in  eight  different  areas 
of  the  United  States  with  population-based  cancer  reporting  systems,  an  increase  which  may  be  related  to 
the  rapidly  expanding  use  of  estrogens  during  the  last  decade  The  three  case  control  studies  reported  that 
the  risk  of  endometrial  cancer  in  estrogen  users  was  about  4 5 to  13  9 times  greater  than  in  nonusers.  The 
risk  appears  to  depend  on  both  duration  of  treatment  and  on  estrogen  dose  In  view  of  these  findings,  when 
estrogens  are  used  for  the  treatment  of  menopausal  symptoms,  the  lowest  dose  that  will  control  symptoms 
should  be  utilized  and  medication  should  be  discontinued  as  soon  as  possible  When  prolonged  treatment  is 
medically  indicated,  the  patient  should  be  reassessed  on  at  least  a semiannual  basis  to  determine  the  need 
lor  continued  therapy  Although  the  evidence  must  be  considered  preliminary,  one  study  suggests  that 
cyclic  administration  of  low  doses  of  estrogen  may  carry  less  risk  than  continuous  administration,  it 
therefore  appears  prudent  to  utilize  such  a regimen  Close  clinical  surveillance  of  all  women  taking 
estrogens  is  important  In  all  cases  of  undiagnosed  persistent  or  recurring  abnormal  vaginal  bleeding, 
adequate  diagnostic  measures  should  be  undertaken  to  rule  out  malignancy  There  is  no  evidence  at  present 
that  "naturar  estrogens  are  more  or  less  hazardous  than  'synthetic'  estrogens  at  equiestrogenic  doses 

2 ESTROGENS  SHOULD  NOT  BE  USED  DURING  PREGNANCY 

The  use  of  female  sex  hormones,  both  estrogens  and  progestogens.  during  early  pregnancy  may  seriously 
damage  the  offspring  It  has  been  shown  that  females  exposed  in  utero  to  diethylstilbestrol . a non-steroidal 
estrogen,  have  an  increased  risk  of  developing  in  later  life  a form  of  vaginal  or  cervical  cancer  that  is 
ordinarily  extremely  rare  This  risk  has  been  estimated  as  not  greater  than  4 per  1.000  exposures 
Furthermore,  a high  percentage  of  such  exposed  women  (from  30%  to  90%)  have  been  found  to  have 
vaginal  adenosis,  epithelial  changes  of  the  vagina  and  cervix  Although  these  changes  are  histologically 
benign,  it  is  not  known  whether  they  are  precursors  ol  malignancy  Although  similar  data  are  not  available 
with  the  use  of  other  estrogens,  it  cannot  be  presumed  they  would  not  induce  similar  changes  Several 
reports  suggest  an  association  between  intrauterine  exposure  to  female  sex  hormones  and  congenital 
anomalies,  including  congenital  heart  defects  and  limb  reduction  defects  One  case  control  study  estimated 
a 4 7-fold  increased  risk  of  limb  reduction  defects  in  infants  exposed  in  utero  to  sex  hormones  (oral 
contraceptives,  hormone  withdrawal  tests  lor  pregnancy,  or  attempted  treatment  for  threatened  abortion) 
Some  of  these  exposures  were  very  short  and  involved  only  a tew  days  of  treatment  The  data  suggest  that 
the  risk  of  limb  reduction  delects  in  exposed  fetuses  is  somewhat  less  than  1 per  1 .000  In  the  past,  female 
sex  hormones  have  been  used  during  pregnancy  in  an  attempt  to  treat  threatened  or  habitual  abortion . There 
IS  considerable  evidence  that  estrogens  are  ineffective  tor  these  indications,  and  there  is  no  evidence  from 
well  controlled  studies  that  progestogens  are  effective  for  these  uses  If  PREMARIN  is  used  during 
pregnancy,  or  if  the  patient  becomes  pregnant  while  taking  this  drug . she  should  be  apprised  of  the  potential 
risks  to  the  fetus,  and  the  advisability  of  pregnancy  continuation 


DESCRIPTION:  PREMARIN  (conjugated  estrogens,  USP)  contains  a mixture  of  estrogens,  obtained  exclusively 
from  natural  sources,  blended  to  represent  the  average  composition  of  material  derived  from  pregnant  mares' 
urine  It  contains  estrone,  equilin.  and  17a-dihydroequilin.  together  with  smaller  amounts  of  17a-estradiol, 
equilenin.andl7a-dihydroequilenin  as  salts  of  theirsulfate  esters  Tablets  are  available  in  0 3mg.O  625  mg. 0 9 
mg.  1 25  mg.  and  2 5 mg  strengths  of  conjugated  estrogens  Cream  is  available  as  0 625  mg  conjugated 
estrogens  per  gram 

INDICATIONS  AND  USAGE:  PREMARIN  (conjugated  estrogens  tablets.  USP):  Moderate-to-severe  vasomotor 
symptoms  associated  with  the  menopause  (There  is  no  evidence  that  estrogens  are  effective  for  nervous 
symptoms  or  depression  without  associated  vasomotor  symptoms  and  they  should  not  be  used  to  treat  such 
conditions ) Osteoporosis  (abnormally  low  bone  mass).  Atrophic  vaginitis  Kraurosis  vulvae  Female 
castration 

PREMARIN  (conjugated  estrogens)  Vaginal  Cream  is  indicated  in  the  treatment  of  atrophic  vaginitis  and 
kraurosis  vulvae  PREMARIN  HAS  NOT  BEEN  SHOWN  TO  BE  EFFECTIVE  FOR  ANY  PURPOSE  DURING  PREG- 
NANCY AND  ITS  USE  MAY  CAUSE  SEVERE  HARM  TO  THE  FETUS  (SEE  BOXED  WARNING). 

Concomitant  Progestin  Use:  The  lowest  effective  dose  appropriate  for  the  specific  indication  should  be  utilized 
Studies  of  the  addition  of  a progestin  for  7 or  more  days  of  a cycle  of  estrogen  administration  have  reported  a 
lowered  incidence  of  endometrial  hyperplasia  Morphological  and  biochemical  studies  of  the  endometrium 
suggest  that  10  to  13  days  of  progestin  are  needed  to  provide  maximal  maturation  ol  the  endometrium  and  to 
eliminate  any  hyperplastic  changes  Whether  this  will  provide  protection  from  endometrial  carcinoma  has  not 
been  clearly  established  There  are  possible  additional  risks  which  may  be  associated  with  the  inclusion  of 
progestin  in  estrogen  replacement  regimens.  (See  PRECAUTIONS  I The  choice  of  progestin  and  dosage  may  be 
important,  product  labeling  should  be  reviewed  to  minimize  possible  adverse  effects 
CONTRAINDICATIONS:  Estrogens  should  not  be  used  in  women  (or  men)  with  any  of  the  following  conditions  1 
Known  or  suspected  cancer  of  the  breast  except  in  appropriately  selected  patients  being  treated  tor  metastatic 
disease  2 Known  or  suspected  estrogen-dependent  neoplasia  3 Known  or  suspected  pregnancy  (See  Boxed 
Warning)  4 Undiagnosed  abnormal  genital  bleeding  5 Active  thrombophlebitis  or  thromboembolic  disorders 
6 A past  history  of  thrombophlebitis,  thrombosis,  or  thromboembolic  disorders  associated  with  previous 
estrogen  use  (except  when  used  in  treatment  of  breast  or  prostatic  malignancy). 

WARNINGS:  Long-term  continuous  administration  of  natural  and  synthetic  estrogens  in  certain  aninral  species 
increases  the  frequency  of  carcinomas  of  the  breast,  cervix,  vagina,  and  liver  There  are  now  reports  that 
estrogens  increase  the  risk  ol  carcinoma  of  the  endometrium  in  humans  (See  Boxed  Warning.)  At  the  present 
time  there  is  no  satisfactory  evidence  that  estrogens  given  to  postmenopausal  women  increase  the  risk  or  cancer 
of  the  breast,  although  a recent  study  has  raised  this  possibility  There  is  a need  for  caution  in  prescribing 
estrogens  for  women  with  a strong  family  history  of  breast  cancer  or  who  have  breast  nodules,  fibrocystic 
disease,  or  abnormal  mammograms  A recent  study  has  reported  a 2-  to  3-told  increase  in  the  risk  of  surgically 
confirmed  gallbladder  disease  in  women  receiving  postmenopausal  estrogens 

Adverse  effects  of  oral  contraceptives  may  be  expected  at  the  larger  doses  of  estrogen  used  to  treat  prostatic  or 
breast  cancer  or  postpartum  breast  engorgement,  it  has  been  shown  that  there  is  an  increased  risk  of  thrombosis 
in  men  receiving  estrogens  for  prostatic  cancer  and  women  tor  postpartum  breast  engorgement  Users  of  oral 
contraceptives  have  an  increased  risk  ol  diseases,  such  as  thrombophlebitis,  pulmonary  embolism,  stroke,  and 
myocardial  infarction  Cases  ol  retinal  thrombosis,  mesenteric  thrombosis,  and  optic  neuritis  have  been  reported 
in  oral  contraceptive  users  An  increased  risk  of  postsurgery  thromboembolic  complications  has  also  been 
reported  in  users  of  oral  contraceptives  If  feasible,  estrogen  should  be  discontinued  at  least  4 weeks  before 
surgery  of  the  type  associated  with  an  increased  risk  of  thromboembolism,  or  during  periods  of  prolonged 
immobilizalion  Estrogens  should  not  be  used  in  persons  with  active  thrombophlebitis,  thromboembolic  disor- 
ders, or  in  persons  with  a history  of  such  disorders  in  association  with  estrogen  use  They  should  be  used  with 


caution  in  patients  with  cerebral  vascular  or  coronary  artery  disease  Large  doses  (5  mg  conjugated  estrogens 
per  day),  comparable  to  those  used  to  treat  cancer  of  the  prostate  and  breast,  have  been  shown  to  increase  the 
risk  of  nonfatal  myocardial  infarction,  pulmonary  embolism  and  thrombophlebitis  When  doses  of  this  size  are 
used,  any  ol  the  thromboembolic  and  thrombotic  adverse  effects  should  be  considered  a clear  risk 
Benign  hepatic  adenomas  should  be  considered  in  estrogen  users  having  abdominal  pain  and  tenderness, 
abdominal  mass,  or  hypovolemic  shock  Hepatocellular  carcinoma  has  been  reported  in  women  taking  estrogen- 
containing  oral  contraceptives  Increased  blood  pressure  may  occur  with  use  of  estrogens  in  the  menopause  and 
blood  pressure  should  be  monitored  with  estrogen  use  A worsening  of  glucose  tolerance  has  been  observed  in 
patients  on  estrogen-containing  oral  contraceptives  For  this  reason,  diabetic  patients  should  be  carefully 
observed  Estrogens  may  lead  lo  severe  hypercalcemia  in  patients  with  breast  cancer  and  bone  metastases 
PRECAUTIONS:  Physical  examination  and  a complete  medical  and  family  history  should  be  taken  prior  to  the 
initiation  of  any  estrogen  therapy  with  special  reference  to  blood  pressure,  breasts,  abdomen,  and  pelvic  organs, 
and  should  include  a Papanicolaou  smear  As  a general  rule,  estrogen  should  not  be  prescribed  for  longer  than 
one  year  without  another  physical  examination  being  performed  Conditions  influenced  by  fluid  retention  such  as 
asthma,  epilepsy,  migraine,  and  cardiac  or  renal  dysfunction,  require  careful  observation  Certain  patients  may 
develop  manifestations  of  excessive  estrogenic  stimulation,  such  as  abnormal  or  excessive  ulenne  bleeding, 
mastodynia,  etc  Prolonged  administration  of  unopposed  estrogen  therapy  has  been  reported  to  increase  the  risk 
of  endometrial  hyperplasia  in  some  patients  Oral  contraceptives  appear  to  be  associated  with  an  increased 
incidence  of  mental  depression  Patients  with  a history  of  depression  should  be  carefully  observed  Preexisting 
uterine  leiomyomata  may  increase  in  size  during  estrogen  use  The  pathologist  should  be  advised  of  estrogen 
therapy  when  relevant  specimens  are  submitted  If  jaundice  develops  in  any  patieni  receiving  estrogen,  the 
medication  should  be  discontinued  while  the  cause  is  investigated  Estrogens  should  be  used  with  care  in  patients 
with  impaired  liver  function,  renal  insufficiency,  metabolic  bone  diseases  associated  with  hypercalcemia,  or  in 
young  patients  in  whom  bone  growth  is  not  complete  If  concomitant  progestin  therapy  is  used,  potential  risks 
may  include  adverse  effects  on  carbohydrate  and  lipid  metabolism 
The  following  changes  may  be  expecled  with  larger  doses  of  estrogen 
a Increased  sulfobromophthalein  retention 

b Increased  prothrombin  and  factors  VII.  VIII.  IX.  and  X.  decreased  antithrombin  3:  increased  nor- 
epinephrine-induced  platelet  aggregability 

c Increased  thyroid  binding  globulin  (TBG)  leading  to  increased  circulating  total  thyroid  hormone,  as 
measured  by  PBI,  T4  by  column,  or  T4  by  radioimmunoassay  Free  T3  resin  uptake  is  decreased,  reflecting  the 
elevated  TBG.  free  T4  concentration  is  unaltered 
d Impaired  glucose  tolerance 
e Decreased  pregnanediol  excretion 
f Reduced  response  to  metyrapone  test 
g Reduced  serum  folate  concentration 

h Increased  serum  triglyceride  and  phospholipid  concentration  As  a general  principle,  the  administration  of 
any  drug  to  nursing  mothers  should  be  done  only  when  clearly  necessary  since  many  drugs  are  excreted  in  human 
milk 

ADVERSE  REACTIONS:  The  followmg  have  been  reported  with  estrogenic  therapy,  including  oral  contraceptives 
breakthrough  bleeding,  spotting,  change  in  menstrual  flow,  dysmenorrhea;  premenstrual-like  syndrome, 
amenorrhea  during  and  after  treatment,  increase  in  size  of  uterine  libromyomata:  vaginal  candidiasis,  change  in 
cervical  erosion  and  in  degree  ol  cervical  secretion,  cystitis-like  syndrome:  tenderness,  enlargement,  secretion 
(of  breasts),  nausea,  vomiting,  abdominal  cramps,  bloating:  cholestatic  jaundice:  chloasma  or  melasma  which 
may  persist  when  drug  is  discontinued:  erythema  multiforme,  erythema  nodosum,  hemorrhagic  eruption:  loss  of 
scalp  hair:  hirsutism,  steepening  of  corneal  curvature:  intolerance  to  contact  lenses,  headache,  migraine, 
dizziness,  mental  depression,  chorea:  increase  or  decrease  in  weight:  reduced  carbohydrate  tolerance:  aggrava- 
tion of  porphyria,  edema,  changes  in  libido 

ACUTE  OVERDOSAGE;  May  cause  nausea,  and  withdrawal  bleeding  may  occur  in  females 

DOSAGE  AND  ADMINISTRATION: 

PREMARIN'  Brand  ol  conjugaled  esirogens  lablels,  USP 

1 Given  cyclically  lor  short-term  use  only  For  treatment  of  moderate  to  severe  vasomotor  symptoms,  atrophic 
vaginitis,  or  kraurosis  vulvae  associated  with  the  menopause  (0  3 to  1 25  mg  or  more  daily)  The  lowest  dose  that 
will  control  symptoms  should  be  chosen  and  medication  should  be  discontinued  as  promptly  as  possible 
Administration  should  be  cyclic  (eg,  three  weeks  on  and  one  week  off).  Attempts  to  discontinue  or  taper 
medication  should  be  made  at  three-  to  six-month  intervals 

2 Given  cyclically  Female  castration  Osteoporosis  Female  castration— 1.25  mg  daily,  cyclically  Adjust 
upward  or  downward  according  to  response  of  the  patient  For  maintenance,  adjust  tfosage  to  lowest  level  that 
will  provide  effective  control  Osteoporosis  —0  625  mg  daily  Administration  should  be  cyclic  (eg.  three  weeks 
on  and  one  week  off) 

Patients  with  an  intact  uterus  should  be  monitored  lor  signs  ol  endometrial  cancer  and  appropriate  measures 
taken  to  rule  out  malignancy  in  the  event  of  persistent  or  recurring  abnormal  vaginal  bleeding 
PREMARIN'  Brand  of  conjugaled  eslrog^ens  Vaginal  Cream 

Given  cyclically  lor  short-term  use  only  For  treatment  ol  atrophic  vaginitis  or  kraurosis  vulvae 
The  lowest  dose  that  will  control  symptoms  should  be  chosen  and  medication  should  be  discontinued  as 
promptly  as  possible 

Administration  should  be  cyclic  (eg,  three  weeks  on  and  one  week  off). 

Attempts  to  discontinue  or  taper  medication  should  be  made  at  three-to-six  month  intervals 
Usual  dosage  range  2 to  4 g daily,  intravaginally,  depending  on  the  severity  of  the  condition 
Treated  patients  with  an  intact  uterus  should  be  monitored  closely  for  signs  of  endometrial  cancer  and 
appropriate  diagnostic  measures  should  be  taken  to  rule  out  malignancy  in  the  event  of  persistent  or  recurring 
abnormal  vaginal  bleeding 
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Endangered 
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The  American  physician  isn't  extinct.  But 
your  freedom  to  practice  is  endangered. 
Increasing  government  intervention  is  threat- 
ening the  quality  of  medicine  — and  your 
right  to  function  as  an  independent  profes- 
sional. The  government,  responding  to  myr- 
iad cost-containment  pressures,  has  taken  a 
greater  role  in  legislating  reimbursement 
methods,  payment  levels  and  even  access 
to  care. 


You  can  fight  back.  The  American  Medical 
Association  is  your  best  weapon.  No  other 
organization  can  so  effectively  reach  the 
national  policymakers  who  will  help  deter- 
mine your  future  and  the  future  of  medicine. 

Join  the  AMA.  We're  fighting  for  you  — 
and  your  patients. 

For  information,  call  collect  (312)  645-4783. 

The  American  Medical  Association 

535  North  Dearborn  Chicago,  Illinois  60610 

® 144 


^^Preventive  Maintenance” 

I know  the  key  to  good  health  is  preventive 
maintenance.  As  part  of  my  regular  health  checkups,  I go 
to  Preventive  Care  . . . Charleston’s  new  imaging  center 
for  women. 

It's  the  only  place  in  Charleston  that  does  both 
mammography  and  osteoporosis  tests  in  one  convenient 
setting  and  I can  be  in  and  out  in  an  hour! 

My  daughter  usually  comes  with  me.  At  Preventive 
Care,  they  take  the  time  to  show  you  a video  on 
osteoporosis  and  mammography  and  talk  about  the 
importance  of  preventive  maintenance. 

For  peace  of  mind  . . . Preventive  Care! 
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Gutmann  Psychiatry, 
Neurology  Board  Director 

Ludwig  Gutmann,  Professor  and 
Chairman  of  the  Department  of 
Neurology,  has  been  elected  as  a 
Director  of  the  American  Board  of 
Psychiatry  and  Neurology.  He  will 
serve  a four-year  term. 

Doctor  Gutmann  has  been  an 
examiner  for  the  Board  since  1969 
and  has  served  on  the  Written 
Examination  Committee  for  a number 
of  years. 

He  also  is  a Professor  in  the 
Department  of  Physiology  and 
Biophysics  at  WVU,  and  has  been 
Director  of  the  Electromyograph 
Laboratory  since  1966. 

He  recently  completed  a two-year 
term  as  President  of  the  Association  of 
University  Professors  of  Neurology, 
and  is  involved  with  the  American 
Association  of  Electromyography  and 
Electrodiagnosis,  the  American 
Academy  of  Neurology,  the  Neuro- 
logy Intersociety  Liaison  Group, 
and  the  National  Board  of  Medical 
Examiners. 

Doctor  Gutmann  has  served  on  the 
Medical  Advisory  Board  of  the 
Myasthenia  Gravis  Foundation  since 
1968,  and  is  Chairman  of  the  Public 
Information  Committee  of  that 
organization. 


Common  Sense  Needed 
In  Dealing  With  Radon 

Although  exposure  to  radon  may 
cause  lung  cancer,  there  is  no  need 
for  alarm  if  the  public  uses  common 
sense  and  awareness  in  dealing  with 
the  gas,  according  to  a professor  in 
the  Section  of  Pulmonary  Diseases. 


N.  LeRoy  Lapp,  M.  D.,  explained 
what  is  currently  known  about  radon 
gas  at  the  15th  annual  fall  symposium 
of  the  American  Lung  Association 
of  the  Lehigh  Valley,  held  in 
Bethlehem,  Pennsylvania. 

He  said  data  on  radon  is  still 
preliminary,  and  that  above-normal 
readings  found  in  the  home  may 
not  be  as  dangerous  as  people  think. 

“People  must  listen  to  the  facts  of 
the  radon  situation  and  take  a 
realistic  approach,”  he  said. 

Radon  is  a radioactive  gas  pro- 
duced in  the  ground  by  the  normal 
decay  of  uranium  and  radium.  It 
is  colorless,  odorless,  tasteless  and  is 
therefore  undetectable  by  the  human 
senses. 

Radon  was  discovered  in  1900  and 
although  much  more  is  known  about 
it  than  was  known  just  a few  years 
ago,  there  are  still  many  questions 
about  the  gas  that  are  unanswered, 
according  to  Doctor  Lapp. 

For  example,  levels  of  radon  can 
be  measured  in  the  home,  but  there 
are  no  standards  with  which  to 
compare  the  readings.  It  is  unknown 
if  the  current  levels  found  are  higher 
or  lower  than  they  have  been  in  the 
past. 

Doctor  Lapp  advocates  radon 
testing,  especially  in  areas  of  known 
concentrations,  but  he  recommends 
testing  be  done  for  at  least  three 
months  to  confirm  excessive 
exposure. 

He  said  that  if  comparatively  high 
readings  are  found,  action  should  be 
taken,  but  if  the  readings  are  only 
slightly  above  average,  immediate 
action  is  not  necessary  and  home- 
owners  may  wish  to  wait  until  more 
is  known  about  radon. 

“There  is  a need  for  concern  and 
awareness  about  radon,  but  common 
sense  and  some  scientific  validity 
are  in  order,”  he  said. 

Some  of  the  actions  homeowners 
may  take  include  venting  walls  or 


placing  fans  in  basement  rafters. 

Lapp  said  that  in  multi-story  homes 
where  a high  level  of  radon  is  found 
in  the  basement,  the  upper  floors 
probably  are  not  severely  affected  by 
the  gas.  One  must  consider  how 
much  time  is  spent  in  affected  areas 
before  measuring  the  health  hazard. 

Some  people  may  become  unneces- 
sarily alarmed.  According  to  another 
speaker.  Dr.  John  A.  Kibelstis, 
Director  of  the  Respiratory  Therapy 
Department  and  Pulmonary  Labora- 
tory of  Allentown  Hospital,  it  may 
take  as  long  as  50  years  for  a person 
to  develop  cancer  from  living  in  an 
atmosphere  affected  by  radon. 


Myasthenia  Gravis  Grant 
Goes  To  Neurologist 

Research  by  a WVU  School  of 
Medicine  neurologist  has  received 
$5,000  in  support  from  the 
Myasthenia  Gravis  Association 
of  Western  Pennsylvania,  Inc., 
through  its  affiliation  with  the 
national  Myasthenia  Gravis 
Foundation. 

Alexander  L.  Corey’s  laboratory 
investigation  of  “Inflammatory 
Mechanisms  in  Experimental 
Myasthenia”  attracted  action  by  the 
western  Pennsylvania  group’s  board 
of  directors,  who  notified  him  that 
while  they  have  a heavy  commitment 
to  patient  services  they  were  pleased 
to  he  supportive  of  a neighboring 
colleague  who  is  dedicated  to 
“striking  out”  MG. 

Doctor  Corey  uses  passive  transfer 
of  monoclonal  antibody  in  his  study 
of  the  acute  phase  of  experimental 
myasthenia  gravis  and  has  published 
and  presented  results  of  his  evalu- 
ation. He  also  researches  the 
relationship  of  a difficult-to-treat 
second  episode  to  the  exacerbating- 
remitting  nature  of  the  disease. 
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How  MoreThan 2000 Doctors 
Have  Eased  The  Pain 
Of  Managing  A Practice. 


If  your  practice  is  like  a lot  of  others, 
you  often  spend  more  time  on  office 
problems  than  on  the  health  problems  of 
your  patients. 

Our  one  easy-to-use,  fully-integrated 
computer  system  can  take  care  of  billing, 
provide  financial  updates,  help  you  market 
your  practice.  And  give  you  more  time  to  do 
what  you  went  to  medical  school  for. 

‘'Medic  continues  to  be  the  best 
system  for  our  clients.” 

Thomas  Booth,  president  of  The  PM  Group, 
Battle  Creek,  Michigan 

When  this  nationally-recognized 
medical  consulting  firm  recommends  a 
product  to  their  clients,  you  know  it’s  been 
carefully  scrutinized.  After  reviewing  over 
60  medical  systems.  The  PM  Group  judged 
our  system  to  be  the  best.  And  the  one  that 
offers  the  best  support  and  sen/ice. 

“It’s  helped  our  cash  flow 
tremendously.” 

Mike  Griga,  general  manager  of  Mayfield 
Neurological  Institute,  Cincinnati,  Ohio 
Changing  the  billing  system  from  once 
a month  to  once  a week  is  Just  one  way 
Medic  has  improved  the  bottom  line  of  the 
nation’s  largest  neurosurgery  group.  Our 
system  can  ease  the  process  of  sending 


statements  and  reduce  the  number  of 
uncollected  bills.  Plus,  our  easy-to- 
understand  printouts  help  you  keep  better 
track  of  your  financial  condition. 

“When  lightning  knocked  out  our 
system,  Medic  worked  through  the 
night  to  get  It  up  and  running  quickly.” 

Doug  Speak,  assistant  administrator  of 
Suncoast  Medical  Clinic,  St.  Petersburg, 
Florida 

We’ll  do  whatever  it  takes  to  keep  your 
system  working.  Day  or  night.  We  have  a 
toll-free  STAT  line  to  handle  questions  and 
problems.  And  there’s  a STAT  PLUS  line 
from  our  support  center  to  your  system 
for  software  updates  and  diagnoses. 

So  if  you’re  looking  to  increase  the 
efficiency,  productivity  and  profitability  of 
your  practice,  take  a look  at  the  Medic 
Computer  System. 

Over  2000  physicians  in  more  than 
600  practices  throughout  the  U.S.  are 
calling  it  a minor  medical  miracle. 


meMc 

computer  systems 

6601  Six  Forks  Road,  Suite  150 
Raleigh,  North  Carolina  27609 

Telephone  toll-free:  1-800-334-8534 
North  Carolina:  919-847-8102 

Other  offices:  Cincinnati,  Ann  Arbor 
Orlando,  Pittsburgh,  Richmond 

!~  Please  tell  me  how  Medic  Computer  ~! 
Systems  can  help  my  practice. 

I Name I 

I I 

I Address i 


State Zi  p 

Phone ( ) 

Number  of  physicians  in  practice 

Specialty 

Medic  Computer  Systems 

6601  Six  Forks  Rd.,  Suite  150 
Raleigh,  North  Carolina  27609 


MU  School  Of 
Medicine  News 


Compiled  from  material  furnished  by  the 
Office  of  University  Relations,  Marshall 
University. 


CME  Program  Granted 
Six-Year  Accreditation 

The  Continuing  Medical  Education 
program  of  the  School  of  Medicine 
has  been  re-accredited  for  the  maxi- 
mum six-year  period  by  the 
Accreditation  Council  for  Continuing 
Medical  Education. 

Of  the  49  programs  most  recently 
considered  by  the  Council,  only 
Marshall’s  and  18  others  were 
granted  maximum  accreditation, 
according  to  Marshall  CME  Director 
Ernest  Chick,  M.  D. 

The  school  offers  several  major 
conferences  each  year,  such  as 
December’s  bigbly  successful  Sports 
Medicine  Conference,  which  drew 
more  than  100  health  and  athletics 
professionals  from  throughout  the 
region  to  Huntington’s  new  Radisson 
Hotel. 

In  addition,  the  school’s  program 
includes  leadership  in  numerous  small 
ongoing  events.  Doctor  Chick  said 
the  Council  showed  special  interest 
in  the  school’s  efforts  to  reach  out 
to  rural  areas  through  its  innovative 
home  video  CME  series.  This  series 
allows  rural  physicians  to  view 
videotaped  portions  of  conferences 
and  grand  rounds  they  could  not 
otherwise  attend.  Early  tapes  in  the 
series,  dealing  with  topics  ranging 
from  pacemakers  to  Appalachian 
language  patterns,  have  been  used 
by  physicians  from  all  parts  of  the 
state. 

The  Council  also  expressed  interest 
in  the  collaborative  CME  needs  assay 
conducted  jointly  by  tbe  CME 
offices  of  Marshall,  West  Virginia 
University  and  Charleston  Area  Medi- 


cal Center  under  the  sponsorship  of 
the  West  Virginia  State  Medical 
Association  and  the  American 
Academy  of  Family  Physicians. 

“We’re  certainly  pleased  to  receive 
such  a positive  evaluation  from  the 
Aecrediting  Council,”  said  Doctor 
Chick.  “It  reflects  the  dedication  of 
a large  group  of  faculty  and  area 
physicians,  nurses  and  allied 
personnel  . . .” 

He  said  Marshall  now  is  working 
on  a six-part  program  to  help 
physicians  initiate  or  expand  the  use 
of  eomputers  in  their  practices.  The 
program,  offered  in  conjunction  with 
the  Office  of  Academic  Computing, 
will  be  designed  to  serve  both  com- 
puter novices  and  more  experienced 
users  who  want  to  get  more 
familiarity  in  special  areas  such  as 
case  simulations,  statistics  or 
graphics.  More  information  on  the 
new  program  is  available  from  his 
office. 


Gallemore,  Savory  Get 
New  MU  Appointments 

Appointments  of  Dr.  Johnnie 
Gallemore  as  Associate  Dean  for 
Academic  Affairs  and  Dr.  Linda 
Savory  as  Assistant  Dean  for 
Curriculum  and  Evaluation  were 
announced  by  Dr.  Lester  R.  Bryant, 
Dean  of  tbe  School  of  Medicine. 

Doctor  Gallemore,  who  joined  the 
Marshall  faculty  in  1982,  will  con- 
tinue as  Chairman  of  the  school’s 
Department  of  Psychiatry.  He 
previously  served  as  Chairman  of 
Psychiatry  at  East  Tennessee  State 
LTniversity,  as  Associate  Professor  of 
Psychiatry  at  Duke  University  Medi- 
cal Center,  and  as  Associate  Dean  for 
Undergraduate  Medical  Education 
at  Duke. 


He  received  his  medical  degree 
from  the  Emory  University  School  of 
Medicine,  and  also  earned  a law 
degree  at  Duke  University  School  of 
Law. 

Doctor  Savory  joined  Marshall’s 
Department  of  Family  and  Com- 
munity Health  in  1983.  She  received 
her  undergraduate  degree  from  Ohio 
University,  earned  master’s  and 
M.  D.  degrees  from  the  University  of 
Michigan,  and  did  her  internship  and 
residency  at  Saint  Joseph  Mercy 
Hospital  in  Michigan  and  at 
Marshall. 


Physiologist  Discoverer 
Of  REM  Retires 

Dr.  Eugene  Aserinsky,  a physio- 
logist credited  with  revolutionizing 
scientific  thinking  about  sleep, 
retired  in  December  from  MU  School 
of  Medicine. 

He  discovered  rapid  eye  movement 
( REM ) in  sleep  while  a doctoral 
student  at  the  University  of  Chicago 
in  1953.  REM  shows  that  the  brain 
is  active  during  sleep,  Aserinsky  said, 
a finding  that  has  stimulated  wide- 
spread scientific  research. 

Doctor  Aserinsky  came  to  Marshall 
in  1976  as  Chairman  of  Physiology 
and  Pharmacology,  one  of  the  first 
basic  science  chairmen  recruited  by 
the  new  medical  school.  “I’m  one  of 
the  few  people  still  here  who  was 
here  to  applaud  when  the  school’s 
first  provisional  accreditation  came 
through,”  he  said. 

Before  coming  to  Marshall,  he 
taught  for  22  years  at  Jefferson 
Medical  College  in  Philadelphia. 

He  also  has  served  as  a visiting 
professor  for  schools  in  the  United 
States  and  abroad. 
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Obituaries 


PAT  A.  TUCKWILLER,  M.  D. 

Dr.  Pat  A.  Tuckwiller,  leader  in 
the  Charleston  medical  community 
for  more  than  50  years,  died  in  a 
hospital  there  December  12.  He 
was  81. 

Doctor  Tuckwiller  was  Charleston’s 
first  board-certified  internist.  He 
came  to  Charleston  in  1932  and 
practiced  there,  except  for  a stint  in 
the  Army  during  World  War  11, 
until  his  retirement  in  1982. 

Last  October,  Doctor  Tuckwiller 
received  the  Laureate  Award  from  the 
regional  association  of  the  American 
College  of  Physicians  which  includes 
West  Virginia.  He  received  the  first 
of  what  became  the  annual  Dis- 
tinguished Alumnus  Award  of  West 
Virginia  University  School  of 
Medicine. 

A lectureship  is  being  established 
in  his  name  by  the  Charleston  Area 
Medical  Center  (CAMC)  Foundation 
at  WVU  Medical  Center’s  Charleston 
Division  where  he  was  a Clinical 
Professor  of  Medicine  Emeritus. 

After  receiving  a bachelor  of 
science  degree  and  completing  his 
first  two  years  of  medical  training  at 
WVU,  Doctor  Tuckwiller  completed 
two  years  of  clinical  training  at 
Rush  Medical  School. 

He  served  his  internship  and 
residency  at  Presbyterian  Hospital 
in  Chicago,  City  Hospital,  Cleveland; 
Johns  Hopkins  Hospital,  Baltimore, 
and  Lakeside  University  Hospital, 
Cleveland. 

Born  in  Morganto^vn  and  raised 
in  Greenbrier  County,  Doctor  Tuck- 
willer was  instrumental  in  creating 
Charleston  Memorial  Hospital,  now  a 
division  of  CAMC.  He  was  the  first 
Chief  of  Medicine  at  Memorial  when 
it  was  opened  in  November,  1951, 
and  also  was  elected  as  the  first  Chief 
of  Staff  that  year. 

He  established  the  Charleston 
Medical  Group,  one  of  the  first  medi- 
cal practice  groups  in  the  area. 

Doctor  Tuckwiller  was  instrumental 
in  setting  up  medical  education  and 
residency  programs  in  West  Virginia 
in  the  years  before  the  state  had  a 
four-year  medical  school.  He 


developed  teaching  programs  at 
Memorial  and  was  influential  in 
recruiting  some  of  the  area’s  out- 
standing physicians. 

He  served  as  President  of  the  WVU 
Medical  Alumni  Association,  the 
Kanawha  Medical  Society,  and  the 
state  heart  and  diabetes  associations. 
He  was  co-founder  of  the  state  Joint 
Council  on  Teaching  Hospitals, 
former  Chairman  of  the  WVSMA’s 
Committee  on  Medical  Education  and 
Hospitals,  a member  of  the  Advisory 
Board  of  the  Arthur  B.  Hodges 
Center  in  Charleston,  and  the  West 
Virginia  Gerontology  Society. 

Doctor  Tuckwiller  was  an  honorary 
member  of  the  Kanawha  Medical 
Society,  West  Virginia  State  Medical 
Association  and  American  Medical 
Association. 

Surviving  are  the  wife.  Carline 
Tuckwiller  of  Charleston;  two  sons, 
Ross  and  David  Tuckwiller  of 
Charleston;  a sister,  Mrs.  Frank  Nash 
of  Alderson,  and  a brother,  E.  A. 
Tuckwiller  of  Lewisburg. 

County  Societies 


McDowell 

A Michigan  doctor  was  the  guest 
speaker  for  the  meeting  of  the 
McDowell  County  Medical  Society 
November  12  at  the  Bonanza  Steak- 
house  in  Welch. 

Dr.  Zoltan  Turi,  Associate  Profes- 
sor of  Medicine  and  Director  of  the 
Cardiac  Catheterization  Lab  at  Wayne 
State  L niversity  Hospital  in  Detroit, 
spoke  on  “Something  Old,  Something 
New  in  Myocardial  Ischemia.”  — 
Barbara  A.  Fenton,  M.  D.,  Secretary. 


MONONGALIA 

A special  Christmas  program  was 
held  for  the  meeting  of  the 
Monongalia  County  Medical  Society 
December  2.  Entertainment  was 
provided  by  the  L niversity  High 
School  Jazz  Band. 

Dr.  Michael  J.  Lewis,  a member  of 
the  V VSMA  Council,  gave  a report 
on  recent  actions  of  the  Council. 

New  officers  were  elected.  — 
Robert  L.  Murpby,  Executive 
Secretary. 


TYGART’S  VALLEY 

Tbe  Tygart’s  Valley  Medical 
Society  met  November  20  at  tbe 
Elkins  Motor  Lodge. 

Guests  speakers  were  Mrs.  Scottie 
Wiest  and  Mrs.  Josie  Cuda,  who 
talked  on  the  November,  1985,  floods 
in  Randolph  and  surrounding 
counties,  and  Dr.  Charles  E.  Turner 
and  Linda  Turner  of  Huntington, 
presidents  of  WVSMA  and  the  state 
Auxiliary,  respectively. 

Mrs.  Wiest  spoke  of  the  disaster 
application  center  and  the  need  to 
help  people  through  the  process  of 
making  applications  while  Mrs.  Cuda 
primarily  addressed  the  variety  of 
problems  suffered  by  the  flood 
victims. 

Both  Doctor  and  Mrs.  Turner  spoke 
briefly  about  their  respective  associ- 
ations and  then  answered  questions. 
Some  of  the  problems  listed  by 
Doctor  Turner  as  now  confronting 
organized  medicine  as  well  as  indi- 
vidual physicians  are:  obstetrical 
malpractice  problems,  cardiovascular- 
surgical  malpractice  problems,  mal- 
practice problems  in  general,  peer 
review  problems,  and  medical 
litigation  in  a society  that  appears 
prone  to  sue. 

The  Society  and  their  spouses  very 
much  enjoyed  the  remarks  of  all  the 
speakers. 

New  officers  and  delegates  were 
elected.  — Michael  M.  Stump,  M.  D., 
Secretary. 
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New  Members 


The  following  physicians  were 
welcomed  in  December  as  new  mem- 
bers of  the  West  Virginia  State  Medi- 
cal Association: 

Mercer : 

Yogesh  Chand,  M.  D.,  414  Winsor 
Street,  Bluefield,  VA  24605,  Ortho- 
pedics 

Ohio: 

John  Stiller,  M.  D.,  Professional 
Center  III,  Medical  Park/Suite  303, 
Wheeling  26003 

Tygart’s  Valley: 

Greg  J.  Fromell,  M.  D.,  The  Myers 
Clinic,  Philippi  26416 

Beth  H.  Reget,  M.  D.,  The  Myers 
Clinic,  Philippi  26416 

Residents : 

Robert  D.  Allara,  M.  D.,  449  Grove 
Street,  Morgantown  26505 

Charles  B.  Arthurs,  M.  D.,  Dept, 
of  Family  Practice,  WVU  Hospital, 
Morgantown  26506 

Jennifer  Collins,  M.  D.,  Dept,  of 
Family  & Community  Health,  1801 
Sixth  Avenue,  Huntington  25701 

Himanshu  M.  Doshi,  M.  D.,  1315 
Perry  Avenue,  Morgantown  26505 

Gary  A.  Ganzer,  M.  D.,  304  Wait- 
man  Street,  Morgantown  26505 

Vincent  M.  Gioia,  M.  D.,  Dept,  of 
Ophthalmology,  WVU  Medical  Cen- 
ter, Morgantown  26506 

Nancy  L.  Hager,  M.  D.,  1231  Van 
Voorhis  Road,  Apt.  B,  Morgantown 
26505 

Regis  W.  Haid,  Jr.,  M.  D.,  286 
Richland  Avenue,  Morgantown  26505 

Antoinette  W.  Hershman,  M.  D., 
Rt.  1,  Box  168A,  Maidsville  26541 

Daniell  B.  Hill,  M.  D.,  946  Madi- 
son Avenue,  Apt.  3,  Huntington 
25704 

Charles  R.  Joy,  M.  D.,  445  Corentz 
Avenue,  Morgantown  26505 


Thomas  A.  Kopitnik,  Jr.,  M.  D., 
Dept,  of  Neurosurgery,  WVU  Hos- 
pital, Morgantown  26506 

Thomas  G.  Mason  II,  M.  D.,  454 
Civitan  Street,  Morgantown  26505 

Ralph  E.  Massullo,  Jr.,  M.  D., 
1236  B-9  Van  Voorhis  Road,  Morgan- 
town 26505 

Sanjoy  Mishra,  M.  D.,  Bon  Vista 
Apartments,  # E-10,  Morgantown 

26505 

James  J.  Morgan,  M.  D.,  Willow- 
dale  Road,  Morgantown  26505 

Mark  A.  Newbrough,  M.  D.,  3000 
Staunton  Avenue,  Apt.  41,  Charles- 
ton 25304 

Kathleen  M.  O’Hanlon,  M.  D.,  503 
Overby  Road,  Huntington  25704 

William  F.  Petrone,  M.  D.,  807 
Alpine  Street,  Apt.  3,  Morgantown 

26506 

Lakshmikumar  Pillai,  M.  D.,  775 
Chestnut  Ridge  Road,  # 101, 
Morgantown  26505 
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Livilig  in  the  city 
is  lonefyenough... 
with  herpes  it’s  like 
solitary  confinement: 


CAPSULES 


Prevent  genital  herpes 
recurrences 
month  after  month  with 
daily  therapy. 

(In  controlled  studies,  recurrences  were 
totally  prevented  for  4 to  6 months  in  up  to 
75%  of  patients.) 

Please  see  last  page  of  this  advertisement  for 
brief  summary  of  prescribing  information. 


ZOVIRAX 

(acyclovir) 

CAPSULES 

Help  free  your 
patients  from 
recurrences. 


Daily  therapy 

Coping  with  genital  herpes  is 
rarely  easy.  For  some,  the 
worst  part  is  the  pain  and 
discomfort  of  frequent  attacks 
— month  after  month,  year' 
after  year.  For  others,  the 
emotional  burden  presents  a 
more  difficult  problem,  leading 
to  social  isolation,  anxiety,  and 
diminished  self-esteem. 

Prevent  or  reduce 
recurrences 

Although  your  patients  have 
to  live  with  herpes,  they 
shouldn’t  have  to  suffer.  Daily 
therapy  with  ZOVIRAX 
CAPSULES  can  help  free 
them  from  the  cycle  of 
recurrent  genital  herpes.  For 
many,  one  capsule  three  times 
a day  can  suppress  recurrences 
completely  while  on  therapy. 


Generally 
well  tolerated 

Daily  therapy  with  ZOVIRAX  ' 
CAPSULES  is  generally  well 
tolerated.  The  most  frequent 
adverse  reactions  reported 
during  clinical  trials  were 
headache,  diarrhea,  nausea/ 
vomiting,  vertigo,  and 
arthralgia. 

The  physical  and  emotional 
difficulties  posed  by  genital 
herpes  are  unique  for  each 
patient.  The  frequency  and 
severity  of  recurrent  episodes, 
as  well  as  the  emotional 
impact  of  the  disease,  should 
be  considered  when  selecting 
daily  therapy  with  ZOVIRAX 
CAPSULES. 

Please  see  brief  summary  of 
prescribing  information  on  next  page. 


Prevent  recurrences 
month  after  month* 

ZOVIKAX 

(acydovir) 

CAPSULES 

Brief  Summary 

INDICATIONS  AND  USAGE:  Zovirax  Cap- 
sules are  indicated  for  the  treatment  of  initial 
episodes  and  the  management  of  recurrent  epi- 
sodes of  genital  heipes  in  certain  patients. 

The  severity  of  disease  is  variable  depending 
upon  the  immune  status  of  the  patient,  the  fre- 
quency and  duration  of  episodes,  and  the  degree 
of  cutaneous  or  systemic  involvement.  These 
factors  should  determine  patient  management, 
which  may  include  symptomatic  support  and 
counseli^  only,  or  the  institution  of  specific 
therapy.  The  physical,  emotional  and  psycho- 
social difficulties  poseid  by  herpes  infections  as 
well  as  the  degree  of  debilitation,  particularly  in 
immunocompromised  patients,  are  unioue  for 
each  patient,  and  the  physician  should  deter- 
mine therapeutic  alternatives  based  on  his  or 
her  understanding  of  the  individual  patient’s 
needs.  Thus  Zovirax  Capsules  are  not  appropri- 
ate in  treating  all  genital  herpes  infections.  The 
following  guidelines  may  be  useful  in  weighing 
the  benefit'risk  considerations  in  specific  disease 
categories: 

First  Episodes  (primary  and  nonprimary  infec- 
tions — commonly  known  as  initial  genital 
herpes): 

E>ouble-blind,  placebo-controlled  studies  have 
demonstrated  that  orally  administered  Zovireix 
significantly  reduced  the  duration  of  acute  infec- 
tion (detection  of  virus  in  lesions  by  tissue  cul- 
ture) and  lesion  healing.  The  duration  of  pain 
and  new  lesion  formation  was  decreased  in 
some  patient  groups.  The  promptness  of 
initiation  of  therapy  and/or  the  patient’s  prior 
exposure  to  Herpes  simplex  virus  may  influence 
the  degree  of  benefit  from  therapy.  Patients  with 
mild  disease  may  derive  less  benefit  than  those 
with  more  severe  episodes.  In  patients  with  ex- 
tremely severe  episodes,  in  which  prostration, 
central  nervous  system  involvement,  urinary 
retention  or  inability  to  take  oral  medication  re- 
quire hospitalization  and  more  aggressive  man- 
agement, therapy  may  be  best  initiated  with 
intravenous  Zovirax. 

Recurrent  Episodes: 

Double-blind,  placebo-controlled  studies  in 
patients  with  frequent  recurrences  (6  or  more 
raisodes  per  year)  have  shown  that  Zovirax 
Capsules  given  for  4 to  6 months  prevented  or 
reduced  the  frequency  and/or  severity  of  recur- 
rences in  greater  than  95%  of  patients.  Clinical 
recurrences  were  prevented  in  40  to  75%  of  pa- 
tients. Some  patients  experienced  increased 
severity  of  the  first  episode  following  cessation 
of  therapy;  the  seventy  of  subsequent  episodes 
and  the  effect  on  the  natural  history  of  the 
disease  eu-e  still  under  study. 

The  safety  and  efficacy  oi  orally  administered 
acyclovir  in  the  suppression  of  frequent  episodes 
of  genital  herpes  have  been  established  only  for 
up  to  6 months.  Chronic  suppressive  therapy  is 
most  appropriate  when,  in  the  judgement  of  the 
physician,  the  benefits  of  such  a regimen  out- 
weigh known  or  potential  adverse  effects.  In 
general,  Zovirax  Capsules  should  not  be  used  for 
the  suppression  of  recurrent  disease  in  mildly 
affected  patients.  Unanswered  questions  con- 
cerning the  human  relevance  of  in  vitro  muta- 
genicity studies  and  reproductive  toxicity 
studies  in  animals  given  ve^  high  doses  of  acy- 
clovir for  short  periods  (see  Carcinogenesis, 
Mutagenesis,  Impairment  of  Fertility)  should  be 
borne  in  mind  when  designing  long-term  man- 
agement for  individual  patients.  Discussion  of 
these  issues  with  patients  will  provide  them  the 
opportunity  to  weigh  the  potential  for  toxicity 
against  the  severity  of  their  disease.  Thus,  this 
regimen  should  be  considered  only  for  appropri- 
ate patients  and  only  for  six  months  until  the 
results  of  ongoing  studies  allow  a more  precise 
evaluation  of  the  benefit/risk  assessment  of 
prolonged  therapy. 

Limited  studies  have  shown  that  there  are  cer- 
tain patients  for  whom  intermittent  short-term 
treatment  of  recurrent  episodes  is  effective.  This 


approach  may  be  more  appropriate  than  a sup- 
pressive regimen  in  patients  with  infrequent 
recurrences. 

Immunocompromised  patients  with  recurrent 
herpes  infections  can  be  treated  with  either 
intermittent  or  chronic  suppressive  therapy. 
Clinically  significant  resistance,  although  rare, 
is  more  likely  to  be  seen  with  prolonged  or  re- 
peated therapy  in  severely  immunocompromised 
patients  with  active  lesions. 
CONTRAINDICATIONS:  Zovirax  Capsules 
are  contraindicated  for  patients  who  develop 
hypersensitivity  or  intolerance  to  the  compo- 
nents of  the  formulation. 

WARNINGS:  Zovirax  Capsules  su-e  intended  for 
oral  ingestion  only. 

PRECAUTIONS:  General:  Zovirax  has  caused 
decreased  spermatogenesis  at  high  doses  in  some 
animals  and  mutagenesis  in  some  acute  studies 
at  high  concentrations  of  drug  (see  PRECAU- 
TIONS — Carcinogenesis,  Mutagenesis, 
Impairment  of  Fertility).  The  recommended  dos- 
age and  length  of  treatment  should  not  be  ex- 
ceeded (see  DOSAGE  AND  ADMINISTRATION). 

Exposure  of  Herpes  simplex  isolates  to  acy- 
clovir in  vitro  can  lead  to  tne  emergence  of  less 
sensitive  viruses.  The  possibility  of  the  appear- 
ance of  less  sensitive  viruses  in  man  must  be 
borne  in  mind  when  treating  patients.  'The  rela- 
tionship between  the  in  vitro  sensitivity  of 
Herpes  simplex  virus  to  acyclovir  and  clinical 
re^nse  to  therapy  has  yet  to  be  established. 

Because  of  the  possibility  that  less  sensitive 
virus  may  be  selected  in  patients  who  are  receiv- 
ing acyclovir,  all  patients  should  be  advised  to 
take  particular  care  to  avoid  potential  transmis- 
sion of  virus  if  active  lesions  are  present  while 
they  are  on  therapy.  In  severely  immunocompro- 
mised patients,  the  physician  should  be  aware 
that  prolonged  or  repeated  courses  of  acyclovir 
may  result  in  selection  of  resistant  viruses 
which  may  not  fully  respond  to  continued  acy- 
clovir therapy. 

Drug  Interactions:  Co-administration  of  pro- 
benecid with  intravenous  acyclovir  has  been 
shown  to  increase  the  mean  half-life  and  the 
area  under  the  concentration-time  curve. 
Urinary  excretion  and  renal  clearance  were 
correspondingly  reduced. 

Carcinogenesis,  Mutagenesis,  Impairment 
of  Fertility:  Acyclovir  was  tested  in  lifetime 
bioassays  in  rats  and  mice  at  single  daily  doses 
of  50, 150  and  450  mg/kg  given  by  gavage.  There 
was  no  statistically  significant  difference  in  the 
incidence  of  tumors  between  treated  and  control 
animals,  nor  did  acyclovir  shorten  the  latency  of 
tumors.  In  2 in  vitro  cell  transformation  assays, 
used  to  provide  preliminary  assessment  of  poten- 
tial oncogenicity  in  advance  of  these  more  defini- 
tive life-time  bioassays  in  rodents,  conflicting 
results  were  obtained.  Acyclovir  was  positive 
at  the  highest  dose  used  in  one  system  and  the 
resulting  morphologically  transformed  cells 
formed  tumors  when  inoculated  into  immuno- 
suppressed,  syngeneic,  weanling  mice.  Acyclovir 
was  negative  in  another  transformation  system 
considered  less  sensitive. 

In  acute  studies,  there  was  an  increase,  not 
statistically  significant,  in  the  incidence  of 
chromosomal  damage  at  maximum  tolerated 

arenteral  doses  of  100  mg/kg  acyclovir  in  rats 

ut  not  Chinese  hamsters;  higher  doses  of  500 
and  1000  mg/kg  were  clastogenic  in  Chinese 
hamsters.  In  addition,  no  activity  was  found 
after  5 days  dosing  in  a dominant  lethal  study  in 
mice.  In  6 of  11  microbial  and  mammalian  cell 
assays,  no  evidence  of  mutagenicity  was  ob- 
served. At  3 loci  in  a Chinese  hamster  ovary  cell 
line,  the  results  were  inconclusive.  In  2 mam- 
malian cell  assays  (human  lymphocytes  and 
L5178Y  mouse  lymphoma  cells  in  vitro),  positive 
responses  for  mutagenicity  and  chromosomal 
damage  occurred,  but  only  at  concentrations  at 
least  400  times  the  acyclovir  plasma  levels 
achieved  in  man. 

Acyclovir  has  not  been  shown  to  impair  fertil- 
ity or  reproduction  in  mice  (450  mg/kg/day,  p.o.) 
or  in  rats  (25  mg/kg/day,  s.c.).  At  50  mg/kg/day 
s.c.  in  the  rat,  there  was  a statistically  sig- 
nificant increase  in  post-implantation  loss,  but 
no  concomitant  decrease  in  litter  size.  In  female 
rabbits  treated  subcutaneously  with  acyclovir 
subsequent  to  mating,  there  was  a statistically 
significant  decrease  in  implantation  efficiency 
but  no  concomitant  decrease  in  litter  size  at  a 
dose  of  50  mg/kg/day.  No  effect  upon  implanta- 
tion efficiency  was  observed  when  the  same  dose 
was  administered  intravenously.  In  a rat  peri- 
and  postnatal  study  at  50  mg/kg/day  s.c.,  there 
was  a statistically  significant  decrease  in  the 
group  mean  numbers  of  corpora  lutea,  total 
implantation  sites  and  live  fetuses  in  the  Fi 
generation.  Although  not  statistically  signifi- 


cant, there  was  also  a dose  related  decrease  in 
group  mean  numbers  of  live  fetuses  and  implan- 
tation sites  at  12.5  mg/kg/day  and  25  mg/kg/day, 
s.c.  The  intravenous  administration  of 
100  mg/kg/day,  a dose  known  to  cause  obstruc- 
tive nephropathy  in  rabbits,  caused  a significant 
increase  in  fetal  resorptions  and  a corresponding 
decrease  in  litter  size.  However,  at  a meiximum 
tolerated  intravenous  dose  of  50  mg/kg/day  in 
rabbits,  there  were  no  drug-related  reproductive 
effects. 

Intraperitoneal  doses  of 320  or  80  mg/kg/day 
acyclovir  given  to  rats  for  1 and  6 months,  re- 
spectively, caused  testicular  atrophy.  Tbsticular 
atrophy  was  persistent  through  tne  4-week  post- 
dose recovery  pheise  after  320  mg/kg/day;  some 
evidence  of  recovery  of  sperm  production  was 
evident  30  days  postdose.  Intravenous  doses  of 
100  and  200  mg/kg/day  acyclovir  given  to  dogs 
for  31  days  causedaspermatogenesis.  Tfesticles 
were  normal  in  dogs  given  50  mg/kg/day,  i.v.  for 
one  month. 

Pregnan^:  Teratogenic  Effects:  Pregnancy 
Category  C.  Acyclovir  was  not  teratogenic  in  the 
mouse  (450  mg/kg/da v,  p.o.),  rat  (50  mg/k^ay, 
s.c.)  or  rabbit  (50  mg/kg/day,  s.c.  and  i.v.).  TTiere 
are  no  adequate  and  well-controlled  studies  in 
pregnant  women.  Acyclovir  should  not  be  used 
during  pregnancy  unless  the  potential  benefit 
justifies  the  potential  risk  to  the  fetus.  Although 
acyclovir  was  not  teratogenic  in  animal  studies,, 
the  drug’s  potential  for  causing  chromosome 
breaks  at  high  concentration  ^ould  be  taken 
into  consideration  in  making  this  determination. 
Nursing  Mothers:  It  is  not  known  whether  this 
drug  is  excreted  in  human  milk.  Because  many 
drugs  are  excreted  in  human  milk,  caution 
should  be  exercised  when  Zovirax  is  adminis- 
tered to  a nursing  woman.  In  nursing  mothers, 
consideration  should  be  given  to  not  using  acy- 
clovir treatment  or  discontinuing  breastfeeding. 
Pediatric  Use:  Safety  and  effectiveness  in 
children  have  not  been  established. 

ADVERSE  REACTIONS  — Short-'Iterm 
Administration:  The  most  frequent  adverse 
reactions  reported  during  clinical  trials  were 
nausea  and/or  vomiting  in  8 of  298  patient  treat- 
ments (2.7%)  and  headache  in  2 of 298  (0.6%). 
Less  frequent  adverse  reactions,  each  of  which 
occurred  in  1 of  298  patient  treatments  (0.3%), 
included  diarrhea,  dizziness,  anorexia,  fatigue, 
edema,  skin  rash,  leg  pain,  inguinal  adenopathy, 
medication  taste  and  sore  throat. 

Long-Tbrm  Administration:  'The  most  frequent 
adverse  reactions  reported  in  studies  of  daily 
therapy  for  3 to  6 months  were  headache  in  33  of 
251  patients  (13.1%),  diarrhea  in  22  of  251 
(8.8%),  nausea  and/or  vomiting  in  20  of  251 
(8.0%),  vertigo  in  9 of  251  (3.6%),  and  arthralgia 
in  9 of  251  (3.6%).  Less  frequent  adverse  reac- 
tions, each  of  which  occurred  in  less  than  3%  of 
the  251  patients  (see  number  of  patients  in 
parentheses),  included  skin  rash  (7),  insomnia 
(4),  fatigue  (7),  fever  (4),  palpitations  (1),  sore 
throat  (2),  superficial  thromnophlebitis  (1), 
muscle  cramps  (2),  pars  planitis  (1),  menstrual 
abnormality  (4),  acne  (3),  lymphadenopathy  (2), 
irritability  (1),  accelerate  hair  loss  (1),  and 
depression  (1). 

DOSAGE  AND  ADMINISTRATION:  TVeat- 
ment  of  initial  genital  herpes:  One  200  mg  cap- 
sule every  4 hours,  while  awake,  for  a total  of 
5 capsules  daily  for  10  days  (total  50  capsules). 

Cnronic  suppressive  therapy  for  recur- 
rent disease:  One  200  mg  capsule  3 times  daily 
for  up  to  6 months.  Some  patients  may  r^uire 
more  drug,  up  to  one  200  mg  capsule  5 times 
daily  for  up  to  6 months. 

Intermittent  Therapy:  One  200  mg  capsule 
every  4 hours,  while  awalie,  for  a total  of  5 
capsules  daily  for  5 days  (total  25  capsules). 
Therapy  should  be  initiated  at  the  eeirliest  sign 
or  symptom  torodrome)  of  recurrence. 

Patients  With  Acute  or  Chronic  Renal  Im> 
pairment:  One  200  mg  capsule  every  12  hours  is 
recommended  for  patients  with  creatinine  clear- 
ance ^10  ml/min/1.73/m2. 

HOW  SUPPLIED:  Zovirax  Capsules  (blue, 
opaque)  containing  200  mg  acyclovir  and  printed 
with  “Wellcome  ZOVIRAX  200’’-  Bottles  of  100 
(NDC-0081-0991-55)  and  unit  dose  pack  of  100 
(NDC-0081-0991-56). 

Store  at  15°-30°C  (59°-86°F)  and  protect  from 
light. 


*In  controlled  studies , recurrences  were  totally 
prevented  for  4 to  6 months  in  up  to  75%  of  patients. 


Burroughs  Wellcome  Co. 
Research  Triangle  Park 
North  Carolina  27709 


Copr.  G 1986  Burrou^is  Wellcome  Co.  All  rights  reserved.  86-ZOV-5 


NAME:  Nelson  Marsh 
OCCUPATION:  Inventory  Clerk  (Semi- 
retired);  former  rehab  patient. 

BACKGROUND:  Stroke  victim  brought 
to  OVMC  Rehabilitation  Center  at 
Woodsdale  unable  to  walk,  talk  or  move 
right  side  of  body.  One  month  later, 
walked  out  the  door  of  the  rehabilitation 
center  and  drove  the  family  car  home;  eventually 
returned  to  work. 

TEAM  ROLE:  As  a patient,  the  most  important 
player  on  Team  Rehab— responsible  for  providing 
the  determination,  energy  and  desire  necessary  for 
a successful  recovery. 


Patients  like  Nelson  are  the  vital  link  bet- 
ween effort  and  success  at  the  OVMC 
Rehabilitation  Center  at  Woodsdale.  The 
therapists’  most  critical  task  is  to  bring  out 
each  patient’s  drive  and  desire  to  achieve 
personal  goals.  Unlike  an  acute  care 
hospital,  where  patients  usually  take  a 
passive  role  in  their  treatment,  a successful 
rehabilitation  program  depends  almost  entirely  on 
the  patients’  level  of  participation.  “I  tell  people  I 
see  on  my  visits  to  the  rehabilitation  center  that  they 
can’t  all  expect  to  recover  as  fully  as  me,”  Nelson 
says.  “But  if  they  work  diligently  at  their  rehabilita- 
tion and  do  what  their  therapists  tell  them,  they  will 
be  just  amazed  at  what  they  can  do  after  they  get 
home.” 


Team 


r-  'iwi 


Comprehensive  rehabilitation  requires  a 
diverse  array  of  specialists. 


OVMC  Rehabilitation 
Center 

Homestead  Avenue 
Wheeling,  WV  26003 
(304)  232-5533 


1 

at  Woo(dsdale 


PHYSICIANS  JHERE  ARE  TWO  KINDS 
OF  FLEXIBILITY  IN  THE  ARMY  RESERVE 
WE  THINK  YOU'LL  LIKE. 


One,  time.  We  know  how 
tough  it  is  for  a busy  physician  to 
make  weekend  time  commit- 
ments.  So  we  offer  flexible  training 
programs  that  allow  a physician  to 
share  some  time  with  his  or  her 
country.  We  arrange  a schedule  to 
suit  your  requirements. 

Two,  the  opportunity  to 
explore  other  phases  of  medicine, 
to  add  a different  kind  of  knowl- 
edge— the  challenge  of  military 
health  care.  Its  a flexibility  which 
could  prove  to  be  both  stimulating 
and  rewarding,  with  the  opportu- 
nity to  participate  in  a variety  of 
programs  that  can  put  you  in  con- 
tact with  medical  leaders  from  all 
over  the  country. 

See  how  flexible  we  can  be, 
call  our  Army  Medical  Personnel 
Counselor: 


MAJ  Chuck  Schuder 
(412)  644-4432 

ARMY  RESERVE. 
BEAUYOUCANBE. 


When  the  rewards  of  success  seem  to  be  getting  away, 
you  need  our  financial  planning  services. 


Maximize  the  rewards  of  your  success.  Call  one  of  our  professionals  nearest  you. 


One  Financial  Place  Rnandal  and  Trust  services  are  available  through  these  One  Valiev  Banks 


KAiMiwha  Valley  Bank.NJC,  Charleston.  WV 
Security  Bank,  Huntington,  WV 

Citizens  National  Bank,  Martinsburg.  WV 


Farmers  &.  Merchants  Bank,  Morgantown.  WV 
New  River  Banking  &.  Trust,  Oak  Hill,  WV 
Mercer  County  Bank,  Princeton,  WV 


Seneca  National  Bank,  Ronceverte,  WV 
The  Bank  of  St.  Albans,  St.  Albans.  WV 
First  National  Bank,  Terra  Alta,  WV 

MEMBERS  FDIC 


OTC.  See  P.D.fl.  for  information.  For  samples  to  make 
your  own  clinical  evaluation,  write:  Campbell  Laboratories, 
Inc.,  P.O.  BOX  812-MD,  FDR  STATION,  NEW  YORK,  N.Y. 
10150 


in  West  Virginia  HERPECIN-L  is  available  at  all  Fruth,  Nelson, 
Revco,  RiteA/d  and  SupeRx  and  other  select  pharmacies. 


HeRpecin- 


herpes  labiolis 


“HERPECIN-L  is  my  treatment  of  choice  for 
perioral  herpes.”  GP,  NY 

“HERPECIN-L  appears  to  actually  prevent  the 
blisters  . . . used  soon  enough.”  DOS,  MN 

“HERPECIN-L*.  . . a conservative  approach 
with  low  risk/high  benefits.”  MD,  FL 

“Used  at  prodromal  symptoms  . . . blisters 
never  formed  . . . remarkable.”  DH,  MA 

“(In  clinical  trials) . . . response  was  dramatic. 
HERPECIN-L  . . proven  far  superior.”  DOS,  PA 

“All  patients  claimed  shorter  duration  ...  at 
prodromal  symptoms  . . . HERPECIN-L 
averted  the  attacks.”  MD,  AK 


THE  WHEELING  CLINIC 

WHEELING,  WEST  VIRGINIA  26003 

L.  L.  CLINE,  Executive  Director 

Wheeling,  234-2000  • St.  Clairsville,  695-2511  • New  Martinsville  area,  455-4588  • Wellsburg-Steubenville  area,  527-1230 

INTERNAL  MEDICINE  ORTHOPEDICS  NEUROLOGY 


E.  L.  Barrett,  M.  D. 

R.  S.  Glass,  M.  D. 

UROLOGY 

D.  C.  Trapp,  M.  D. 

B.  M.  McCuskey,  M.  D. 


General 

B.  L.  VanPelt,  M.  D. 

P.  R.  Hedges,  M.  D. 

R.  N.  Lewis,  M.  D.  (St.  Clairsville) 

M.  J.  Lohne,  M.  D.  (St.  Clairsville) 

R.  D.  Morris,  D,  0.  (New  Martinsville) 

C.  McCool,  M.  D.  (St.  Clairsville) 

Peripheral  Vascular  Disease 

J.  D.  Holloway,  M.  D. 

Cardiovascular 

A.  M.  Valentine,  M.  D. 

W.  E.  Noble,  M.  D. 

Gastroenterology 

T.  E.  Chvasta,  M.  D. 

L.  R.  Cain,  M.  D. 

Hemalology/Oncology 

C.  A.  Vasquez,  M.  D. 

Nephrology  Associates,  Inc. 

Pulmonary 

T.  V.  Burke,  M.  D 

Rheumatology 

M.  A.  Stevens,  M.  D. 

GENERAL  SURGERY 

E.  C.  Voss,  M.  D. 

J.  H.  Mahan,  M.  D.  (St.  Clairsville) 

R.  L.  Cross,  M.  D.  (Martins  Ferry) 


THORACIC  AND 
CARDIOVASCULAR  SURGERY 

H.  Shackleford,  M.  D. 


GYNECOLOGY 

R.  W.  Leibold,  M.  D. 

R.  T.  Brandfass,  M.  D 

OBSTETRICS  & GYNECOLOGY 

T.  A.  Athari,  M.  D. 

J.  W.  Campbell,  M.  D. 

C.  V.  Porter,  M.  D. 

OPHTHALMOLOGY 

W.  F.  Park,  M.  D. 

M,  E.  Nugent,  M.  D. 

R.  V.  Pangillnan,  M.  D. 

C.  G.  Kirby,  M.  D. 

OTOLARYNGOLOGY/ 

MAXILLO-FACIAL  SURGERY 

W.  A.  Tiu,  M.  D. 

RADIOLOGY 

Valley  Radiologists,  Inc. 

FAMILY  PRACTICE 

R.  A.  Porterfield,  M.  D. 

(St.  Clairsville) 

G.  L.  Cholak,  M.  D.  (St.  Clairsville) 

E.  L.  Cotfield,  M.  D.  (New  Martinsville) 

DERMATOLOGY 

M.  Baron,  M.  D. 


H.  L.  Kettler,  M.  D. 

S.  G.  Christopher,  M.  D. 

W.  Zyznewsky,  M.  D. 

S.  Govindan,  M.  D. 
Neuropathology 
S.  Govindan,  M.  D. 

PSYCHIATRY 

S.  D.  Ward,  M.  D, 

D.  H.  Smith,  M.  D 
D.  P.  Hill,  M.  D. 

Pediatric  Psychiatry 

V.  Stein,  M.  D. 

ANCILLARY  SERVICES 
Optical 

Speech  Therapy/ Audiology 
Counseling/Group  Therapy 
Biofeedback  Laboratory 
Electrology/Cosmetic  Therapy 
Electrocardiography 
Electroencephalography 
Roentgenology 
Pulmonary  Diagnostics  Lab 
Nutrition  Therapy 


GREENBRIER  PHYSICIANS,  INC 

A Multispecialty  Clinic 

Greenbrier  Valley  Medical  Arts  Building 
Ronceverte/Fairlea/Lewisburg,  West  Virginia 
1 -800-642-51 61  or  304-647-51 1 5 


INTERNAL  MEDICINE 

Robert  K.  Modlin,  M.  D. 
Helen  R.  Perez,  M.  D. 
Thomas  F.  Mann,  M.  D. 
Anthony  C.  Dougherty,  M.  D. 

SURGERY 
General  & Vascular 

H.  P.  Dinsmore,  M.  D. 

General  & Thoracic 

B.  L.  Plybon,  M.  D. 

General  Surgery 

Wesley  R.  Bagan,  M.  D. 

ORTHOPEDIC  SURGERY 

Conrad  D.  Tamea,  Jr.,  M.  D. 
James  W.  Banks,  M.  D. 


FAMILY  GENERAL  PRACTICE 

Joseph  E.  Shaver,  M.  D. 

E.  T.  Cobb,  M.  D. 

OBSTETRICS/GYNECOLOGY 

James  L.  Pfeiff,  M.  D. 

Robert  L.  Wheeler,  M.  D. 

EAR,  NOSE  & THROAT 

Amir  A.  Alidina,  M.  D. 

OPHTHALMOLOGY 

Robert  K.  Scott,  II,  M.  D. 

PEDIATRICS 

William  S.  Dukart,  M.  D. 
Janice  Centa,  P.  A.,  M.  S. 


RADIOLOGY 

Charles  Weinstein,  M.  D. 

Terry  Lesko,  M.  D. 

PSYCHOLOGY 

Connie  Bradley-Mann,  Ph.  D. 

ANCILLARY  SERVICES 
Physical  Therapy 
Tom  Moore,  R.P.T. 

Wood  McCue,  R.P.T. 

Respiratory  Therapy 
James  D.  Creasman,  R.R.T. 
Audiology 

Gary  M.  Vandevander,  M.S. 

ADMINISTRATION 

Sandra  W.  Ayers,  Business  Manager 
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THE 

MYERS  CLINIC 

Philippi,  West  Virginia 

Radiology: 

Halberto  G.  Cruz,  M.  D. 

Surgery: 

J.  W.  Woodford,  M.  D. 
Boyd  R.  Wickizer,  M.  D. 

Pediatrics: 

E.  G.  Kreider,  M.  D. 
Beth  E.  Rezet,  M.  D. 

Pathology: 

Fulvio  Franyutti,  M.  D. 

Internal  Medicine: 

Karl  J.  Myers,  Jr.,  M.  D. 
Wm.  A.  SanPablo,  M.  D. 
Gregg  J.  Fromell,  M.  D. 

Family  Practice: 

Charles  L.  Arnett,  M.  D. 
James  A.  Arnett,  M.  D. 

JAMES  T.  SPENCER,  JR„  M.D. 

ROGER  P.  NICHOLS,  M.D. 

RONALD  L.  WILKINSON,  M.D.,  F.A.C.S, 
F.  THOMAS  SPORCK,  M.D.,  F.A.C.S. 
CHARLES  D.  CRIGGER,  M.D. 


AUDIOLOGY  SERVICES 
VINCENT  LUSTIG,  PH.D. 
GARY  HARRIS,  PH.D. 


EAR,  NOSE  ec  THROAT  ASSOCIATES 
OF  CHARLESTON,  INC. 


HEAD  AND  NECK  MEDICINE  AND  SURGERY 
OTORHINOLARYNGOLOGY 
OTOLARYNGIC  ALLERGY 

FACIAL  PLASTIC  AND 

RECONSTRUCTIVE  SURGERY 
BRONCHOESOPHAGOLOGY 
FORENSIC  OTOLOGY 


1314  VIRGINIA  ST.,  EAST  — P.O.  BOX  1628 
CHARLESTON,  WEST  VIRGINIA  25326-1628 
PHONE  342-0124 


Charleston>^i"^X 

Eye  George  E.  Toma,  M.D.,  FACS 

Associates  Inc.vy## 


SURGICAL  CARE 
AND  TREATMENT 
FOR  DISEASES 
OF  THE  EYE 

311  Laidley  Street,  Suite  102 
Charleston,  WV  25301 
344-3937 


CATARACT  REMOVAL 

INTRAOCULAR  LENS  IMPLANT 

SURGICAL  CORRECTION  FOR 

NEARSIGHTEDNESS 

MEDICARE  ASSIGNMENT  ACCEPTED 

CHARGING  ONLY  WHAT  MEDICARE 
APPROVES  FOR  COVERED  SERVICES 


LASER  SURGERY  & THERAPY 
CORNEAL  TRANSPLANTS 

PERMANENT  COSMETIC 
EYELINER 

4430  Kanawha  Turnpike 
South  Charleston,  WV  25309 
768-0068 


CALL  TOLL  FREE  8:00  A.M.  - 4:00  RM.  (800)  344-3993 
24  HOUR  ANSWERING  SERVICE  — FREE  PARKING  AT  BOTH  LOCATIONS 
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Huntington  Ear  Clinic,  inc. 

2537  THIRD  AVENUE  HUNTINGTON,  WV  25703-1692 

J 


JOSEPH  B.  TOUMA,  M.D.,  FACS 

Practice  Limited  to  Ear  and 
Balance  Disorders 


OTOLOGIC  SERVICES 

Ear  diseases  and  surgery 
Deafness 


AUDIOLOGY 

Robert  Shumate,  M.Ed.,  CCCA 

Certified  Clinical  Audiologist 

Lena  S.  Shumate,  M.Ed.,  CCCA 

Certified  Clinical  Audiologist 


Balance  Disorders 
Facial  Nerve  Disorders 
Tinnitus 

Forensic  Otology 


AUDIOLOGIC  SERVICES 

Complete  audiometric 
testing 

Newborn  & children 
testing 

Hearing  aid  evaluation, 
dispensing  & counseling 

Compensation  & 

Rehabilitation  testing 

Industrial  hearing  screening 

Central  Auditory  testing 


HUNTINGTON  TELEPHONE  NUMBER 
304-529-2407  — 304-522-8800 


PUTNAMrTEAYS  VALLEY  TELEPHONE  NUMBER 
304-757-8877 


SAINT  MARY'S  HOSPITAL 

2900  First  Avenue  — Huntington,  WV  25701  — Telephone:  304-526-1234 

Psychiatric  treatment  for  the  emotionally  disturbed.  Qualified  psychologists  and  social  workers  on  staff. 
Program  Includes:  Group  Therapy,  Psychotherapy,  Crisis  Intervention,  Care  for  the  Acutely  Disturbed,  Sub- 
stance Abuse  and  Recreational  Therapy.  Well  trained  staff.  Forty-seven  beds. 

Medical  Staff  Members 


R.  A.  Edwards,  M.  D 697-7036  L.  C.  Smith,  M.  D 697-7036 

K.  M.  Fink,  M.  D.  525-8191  M.  M.  Bateman,  M.  D 526-0580 

R.  W.  Hibbard,  M.  D.  525-9355  R.  A.  Kayser,  M.  D.  529-1289 

D.  H.  Webb,  M.  D.  525-9355  C.  L.  McGahee,  M.  D.  526-0580 

J.  Gallemore,  M.  D 526-0580  B.  M.  Hirani,  M.  D.  523-2625 

J.  Corcella,  M.  D 525-7851  R.  Kumar,  M.  D 529-2090 

J.  V.  Ottaviano,  M.  D.  525-7851  S.  Y.  Marca,  M.  D 736-2216 


DATE: 

April  9,  1987 

TITLE: 

Fourth  Richard  W.  Vilter  Cancer  Symposium 
“BIOLOGICAL  RESPONSE  MODIFIERS  IN  CANCER” 

LOCATION: 

Westin  Hotel,  Cincinnati,  Ohio 

ACCREDITATION  SPONSORS: 

Univ.  Cincinnati  College  of  Medicine 
American  Cancer  Society 
CME  Credit  6 hours,  Category  1 

FEES: 

$50.00  Physicians 

$25.00  Residents,  Other  Health  Professionals 
(Fees  include  lunch  and  coffee  breaks) 

DIRECT  INQUIRIES  TO: 

Orlando  J.  Martelo,  M.  D.,  FACP 
Director,  Hematology-Oncology  Division 
6367  Univ.  Cincinnati  College  of  Medicine 
231  Bethesda  Ave.,  M.  L #562 
Cincinnati,  Ohio  45267  (513)  872-4233 
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MOST  OF  THE  PEOPLE  IN  THIS 
BUILDING  HAVE  NEVER 
TREATED  A PATIENT  . . . 


=3^ 


. . . but  in  every  legislative  session,  they  consider  over  500  bills 
that  determine  the  kind  of  care  you  can  provide  to  your  patients! 

Medicine’s  views  on  these  important  issues  are  critical  to  ensuring  that  good  legislation  becomes  law 
— and  that  bad  legislation  doesn’t.  WESPAC  helps  make  sure  that  our  views  are  heard! 

WESPAC  supports  legislative  candidates  whose  voting  records  and  personal  philosophies  clearly  indi- 
cate a willingness  to  listen  to  and  support  medicine’s  views.  By  supporting  WESPAC,  you’ll  be  helping 
to  see  that  the  non-physicians  in  the  Legislature  continue  to  receive  the  best  medical  advice  on  legis- 
lation which  affects  our  patients  and  our  profession! 


Enclosed  is  my  personal  check  for  □ $50  Regular  member 

□ $100  Sustainer  member. 

Please  enroll  me  as  a member  of  WESPAC  and  AMPAC. 

Name 

Address 

City State Zip 

Send  to:  WESPAC,  P.  O.  Box  4106,  Charleston,  WV  25364 


Contributions  are  not  limited  to  the  suggested  amount.  Neither  the  AMA  nor  the  WVSMA  will  favor  or  disadvantage  anyone  based  upon  the  amounts 
of  or  failure  to  make  pac  contributions.  Contributions  are  subject  to  the  limitations  of  FEC  Regulations  (Federal  Regulations  require  this  notice) 
and  the  WV  State  Election  Laws. 


To  showyou  how  many 
hypertensives  stayed  on 

INDERAE  LA 

(PROPRANOLOL  HCl) 

after  a major  nationwide  trial... 


60,073 patients  (90%)  who  started  on 
INDERAL  LA  stayed  on  INDERAL  LA: 


Surprising?  Not  really. 

Because  most  patients  on  INDERAL  LA  (propranolol  HCl)  don't  even  know 
it's  working. 

A recent  double-blind,  placebo-controlled,  crossover  study  in  138  hyper- 
tensive patients^  revealed  that  INDERAL  LA  has  a side  effects  profile 
unsurpassed  by  atenolol  or  metoprolol  — which  shows  how  well-tolerated 
once-daily  INDERAL  LA  can  be. 

Sole  therapy  or  concomitant  therapy? 

Fifty-nine  percent  of  the  time,  INDERAL  LA  stood  on  its  own. 

The  patients  in  the  nationwide  compliance  trial  were  no  different  from  yours. 
Generally  when  the  antihypertensive  regimen  is  complicated,  compliance 
may  become  a problem.  So,  the  effectiveness  of  INDERAL  LA  as  once-daily 
monotherapy  is  a big  plus.  Of  the  remaining  hypertensives  in  the  program, 

36%  were  controlled  merely  with  the  addition  of  a diuretic  to  INDERAL  LA. 

For  the  noncompliant  patients  in  your  practice,  INDERAL  LA  may 
well  be  the  answer. 

Almost  20,000  of  the  patients  in  the  nationwide  compliance  trial  were  identi- 
fied as  having  been  noncompliant  with  their  previous  antihypertensive 
therapy.  Their  physicians  reported  that  88%  showed  improved  compliance 
when  placed  on  once-daily  INDERAL  LA. 


Control,  comfort,  and  compliance 


H ONCE-DAiLY  m m 

INDERAL  LA 


(PROPRANOLOL  HCl) 


LONG  ACTING 
CAPSULES 


Like  conventional  INDERAL  Tablets,  INDERAL  LA  should  not  be  used 
in  the  presence  of  congestive  heart  failure,  sinus  bradycardia,  cardio- 
genic shock,  heart  block  greater  than  first  degree,  and  bronchial  asthma. 

'After  a 30-day  trial  \with  INDERAL  LA,  physicians  reported  that  90% 
of  the  patients  \would  remain  on  INDERAL  LA 


The  one  you  know  best 
keeps  looking  better 

Please  see  next  page  for  brief  summary  of  prescribing  information. 


The  one  you  know  best  keeps  looking  better 


BRIEF  SUMMARY  (FOR  FULL  PRESCRIBING  INFORMATION.  SEE  PACKAGE  CIRCULAR  ) 
INDERAL-  LA  brand  of  propranolol  hydrochloride  (Long  Acting  Capsules) 
DESCRIPTION,  Inderal  LA  is  formulaled  to  provide  a sustained  release  of  propranolol 
hydrochloride  Inderal  LA  is  available  as  80  mg,  120  mg,  and  160  mg  capsules 
CLINICAL  PHARMACOLOGY.  INDERAL  is  a nonseleclive  beta-adrenergic  receptor  block- 
ing agent  possessing  no  other  autonomic  nervous  system  activity  It  specifically  competes  with 
beta-adrenergic  receptor  stimulating  agents  for  available  receptor  sites  When  access  to 
beta-receptor  sites  is  blocked  by  INDERAL.  the  chronotropic,  inotropic,  and  vasodilator  re- 
sponses to  beta  adrenergic  stimulation  are  decreased  proportionately 

inderal  la  Capsules  (80,  120.  and  160  mg)  release  propranolol  HCI  at  a controlled  and 
predictable  rale  Peak  blood  levels  following  dosing  with  INDERAL  LA  occur  at  about  6 hours 
and  the  apparent  plasma  half-life  is  about  10  hours  When  measured  at  steady  state  over  a 
24-hour  period  the  areas  under  the  propranolol  plasma  concentration-time  curve  (AUCs)  lor 
the  capsules  are  approximately  60%  lo  65%  of  the  AUCs  for  a comparable  divided  daily  dose 
of  INDERAL  tablets  The  lower  AUCs  for  the  capsules  are  due  lo  greater  hepatic  metabolism  of 
propranolol,  resulting  from  the  slower  rale  of  absorption  of  propranolol  Over  a twenty-four  (24) 
hour  period,  blood  levels  are  fairly  constant  for  about  twelve  (12)  hours  then  decline  exponen- 
tially 

INDERAL  LA  should  not  be  considered  a simple  mg  for  mg  substitute  lor  conventional 
propranolol  and  the  blood  levels  achieved  do  not  match  (are  lower  than)  those  ol  two  lo  lour 
times  daily  dosing  with  the  same  dose  When  changing  lo  INDERAL  LA  from  conventional 
propranolol,  a possible  need  lor  retitration  upwards  should  be  considered  especially  to  main- 
tain effectiveness  at  the  end  of  the  dosing  interval  In  most  clinical  settings  however  such  as 
hypertension  or  angina  where  there  is  little  correlation  between  plasma  levels  and  clinical 
effect,  inderal  LA  has  been  therapeutically  equivalent  lo  the  same  mg  dose  of  conventional 
INDERAL  as  assessed  by  24-hour  effects  on  blood  pressure  and  on  24-hour  exercise  re- 
sponses of  heart  rale,  systolic  pressure  and  rate  pressure  product  INDERAL  LA  can  provide 
effective  beta  blockade  for  a 24-hour  period 

The  mechanism  of  the  antihypertensive  effect  ol  INDERAL  has  not  been  established  Among 
the  factors  that  may  be  involved  in  contributing  to  the  antihypertensive  action  are  ( 1 ) decreased 
cardiac  output.  (2)  inhibition  of  renin  release  by  ihe  kidneys,  and  (3)  diminution  ol  tonic 
sympathetic  nerve  outflow  from  vasomotor  centers  in  the  brain  Although  total  peripheral 
resistance  may  increase  initially,  it  readjusts  to  or  below  the  pretrealment  level  with  chronic  use 
Effects  on  plasma  volume  appear  to  be  minor  and  somewhat  variable  INDERAL  has  been 
shown  to  cause  a small  increase  in  serum  potassium  concentration  when  used  in  Ihe  treatment 
of  hypertensive  patients 

In  angina  pectoris,  propranolol  generally  reduces  the  oxygen  requirement  of  the  heart  at  any 
given  level  of  effort  by  blocking  the  catecholamine-induced  increases  in  the  heart  rate,  systolic 
blood  pressure,  and  the  velocity  and  extent  of  myocardial  contraction  Propranolol  may  in- 
crease oxygen  requirements  by  increasing  left  ventricular  fiber  length,  end  diastolic  pressure 
and  systolic  ejection  period  The  net  physiologic  effect  of  beta-adrenergic  blockade  is  usually 
advantageous  and  is  manifested  during  exercise  by  delayed  onset  of  pain  and  increased  work 
capacity 

In  dosages  greater  than  required  for  beta  blockade.  INDERAL  also  exerts  a quinidine-like  or 
anesthetic-like  membrane  action  which  affects  the  cardiac  action  potential  The  significance  of 
the  membrane  action  in  the  treatment  of  arrhythmias  is  uncertain 

The  mechanism  of  the  antimigraine  effect  of  propranolol  has  not  been  established  Beta- 
adrenergic  receptors  have  been  demonstrated  in  Ihe  pial  vessels  of  the  brain 

Beta  receptor  blockade  can  be  useful  in 
conditions  in  which,  because  of  pathologic  or 
functional  changes,  sympathetic  activity  is  det- 
rimental to  the  patient  But  there  are  also  situa- 
tions in  which  sympathetic  stimulation  is  vital 
For  example,  in  patients  with  severely  dam- 
aged hearts,  adequate  ventricular  function  Is 
maintained  by  virtue  of  sympathetic  drive 
which  should  be  preserved  In  the  presence  of 
AV  block,  greater  than  first  degree  beta  block- 
ade may  prevent  the  hecessary  facilitating  ef- 
fect of  sympathetic  activity  on  conduction  Bela 
blockade  results  in  bronchial  constriction  by 
interfering  with  adrenergic  bronchodilator  ac- 
tivity which  should  be  preserved  in  patients 
subject  to  bronchospasm 

Propranolol  is  not  significantly  dialyzable 

INDICATIONS  AND  USAGE.  Hypertension:  INDERAL  LA  is  indicated  in  the  manage- 
ment of  hypertension,  it  may  be  used  alone  or  used  in  combination  with  other  antihypertensive 
agents,  particularly  a thiazide  diuretic  INDERAL  LA  is  not  indicated  in  the  management  of 
hypertensive  emeraencies 

Angina  Pectoris  Due  to  Coronary  Atherosclerosis:  INDERAL  LA  is  indicated  for  the 
c ' j-term  management  of  patients  with  ahgina  pectoris 

Migraine:  INDERAL  LA  is  indicated  for  the  prophylaxis  of  common  migraine  headache 
The  efficacy  of  propranolol  in  the  treatment  of  a migraine  attack  that  has  started  has  not  been 
established  ahd  propranolol  is  not  indicated  for  such  use 

Hypertrophic  Subaortic  Stenosis:  INDERAL  LA  is  useful  in  the  management  of  hyper- 
trophic subaortic  stenosis,  especially  tor  treatment  of  exertional  or  other  stress-induced 
angina,  palpitations,  and  syncope  INDERAL  LA  also  improves  exercise  performance  The 
effectiveness  of  propranolol  hydrochloride  in  this  disease  appears  to  be  due  to  a reduction  of 
the  elevated  outflow  pressure  gradient  which  is  exacerbated  by  beta-receptor  stimulation 
Clinical  improvement  may  be  temporary 

CONTRAINDICATIONS.  INDERAL  IS  contraindicated  in  1)  cardiogenic  shock,  2)  sinus 
bradycardia  and  greater  than  first  degree  block,  3)  bronchial  asthma.  4)  congestive  heart 
failure  (see  WARNINGS)  unless  the  failure  is  secondary  lo  a tachyarrhythmia  treatable  with 
INDERAL 

WARNINGS.  CARDIAC  FAILURE  Sympathetic  stimulation  may  be  a vital  component  sup- 
porting circulatory  function  in  patients  with  congestive  heart  failure,  and  its  inhibition  by  beta 
blockade  may  precipitate  more  severe  failure  Although  beta  blockers  should  be  avoided  in 
overt  congestive  heart  failure,  if  necessary,  they  can  be  used  with  close  follow-up  in  patients 
with  a history  of  failure  who  are  well  compensated  and  are  receiving  digitalis  and  diuretics 
Beta-adrenergic  blocking  agents  do  not  abolish  the  inotropic  action  of  digitalis  on  heart 
muscle 

IN  PATIENTS  WITHOUT  A HISTORY  OF  HEART  FAILURE,  continued  use  of  beta  blockers 
can.  in  some  cases,  lead  to  cardiac  failure  Therefore,  at  the  first  sign  or  symptom  of  heart 
failure,  the  patient  should  be  digitalized  and/or  treated  with  diuretics,  and  the  response 
observed  closely,  or  INDERAL  should  be  discontinued  (gradually,  if  possible) 
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IN  PATIENTS  WITH  ANGINA  PECTORIS,  there  have  been  reports  of  exacerbation  of 
angina  and,  in  some  cases,  myocardial  infarction,  following  abrupt  discontinuance  of 
INDERAL  therapy  Therefore,  wheh  discontinuance  of  INDERAL  is  planned  Ihe  dosage 
should  be  gradually  reduced  over  at  least  a few  weeks,  and  the  patient  should  be 
cautioned  against  interruption  or  cessation  of  therapy  without  Ihe  physician's  advice  If 
INDERAL  therapy  is  interrupted  and  exacerbation  of  angina  occurs,  it  usually  is  advisable 
to  reinstitute  INDERAL  therapy  and  take  other  measures  appropriate  for  the  management 
of  unstable  angina  pectoris  Since  coronary  artery  disease  may  be  unrecognized,  it  may 
be  prudent  to  follow  the  above  advice  in  patients  considered  at  risk  of  having  occult 
atherosclerotic  heart  disease  who  are  given  propranolol  for  other  indications 


Nonallergic  Bronchospasm  (e.g.,  chronic  bronchitis,  emphysema)  ~ PATIENTS 
WITH  BRONCHOSPASTIi  DISEASES  SHOULD  IN  GENERAl  NOT  RECEIVE  BETA 
BLOCKERS  INDERAL  should  be  administered  with  caution  since  it  may  block  bronchodilation 
produced  by  endogenous  and  exogenous  catecholamine  stimulation  of  beta  receptors 
MAJOR  SURGERY:  The  necessity  or  desirability  of  withdrawal  of  beta-blocking  therapy  prior 


to  major  surgery  is  controversial  It  should  be  noted  however,  that  the  impaired  ability  of  the 
heart  to  respond  to  retlex  adrenergic  stimuli  may  augment  the  risks  of  general  anesthesia  and 
surgical  procedures 

INDERAL  (propranolol  HCI),  like  other  beta  blockers,  is  a competitive  inhibitor  ot  beta-recep- 
tor agonists  and  its  effects  can  be  reversed  by  administration  of  such  agents,  e g . dobutamine 
or  isoproterenol  However,  such  patients  may  be  subject  to  protracted  severe  hypotension 
Difficulty  in  starting  and  maintaining  the  heartbeat  has  also  been  reported  with  beta  blockers 
DIABETES  AND  HYPOGLYCEMIA  Beta-adrenergic  blockade  may  prevent  the  appearance 
of  certain  premonitory  signs  and  symptoms  (pulse  rate  and  pressure  changes)  of  acute 
hypoglycemia  in  labile  insulin-dependent  diabetes  In  these  patients,  it  may  be  more  difficult  to 
adjust  Ihe  dosage  of  insulin 

THYROTOXICTOSIS  Beta  blockade  may  mask  certain  clinical  signs  ol  hyperthyroidism 
Therefore,  abrupt  withdrawal  of  propranolol  may  be  followed  by  an  exacerbation  of  symptoms 
ol  hyperthyroidism,  including  thyroid  storm  Propranolol  does  not  distort  thyroid  function  tests 
IN  PATIENTS  WITH  WOLFF-PARKINSON-WHITE  SYNDROME,  several  cases  have  been 
reported  in  which,  after  propranolol.  Ihe  tachycardia  was  replaced  by  a severe  bradycardia 
requiring  a demand  pacemaker  In  one  case,  this  resulted  after  an  initial  dose  of  5 mg 
propranolol 

PRECAUTIONS.  General  Propranolol  should  be  used  with  caution  in  patients  with  impaired 
hepatic  or  renal  lunction  INDERAL  (propranolol  HCI)  is  not  indicated  tor  the  treatment  of 
hypertensive  emergencies 

Beta-adrenoreceptor  blockade  can  cause  reduction  of  intraocular  pressure  Patients  should 
be  told  that  INDERAL  may  interfere  with  the  glaucoma  screening  test  Withdrawal  may  lead  to  a 
return  ol  increased  intraocular  pressure 

Clinical  Laboratory  Tests  Elevated  blood  urea  levels  in  patients  with  severe  heart  disease, 
elevated  serum  transaminase,  alkaline  phosphatase  lactate  dehydrogenase 
DRUG  INTERACTIONS  Patients  receiving  catecholamine-depleting  drugs  such  as  reser- 
pine  should  be  closely  observed  if  INDERAL  is  administered  The  added  catecholamine- 
blocking  action  may  produce  an  excessive  reduction  of  resting  sympathetic  nervous  activity 
which  may  result  in  hypotension,  marked  bradycardia  vertigo,  syncopal  attacks,  or  orthostatic 
hypotension 

Carcinogenesis.  Mutagenesis.  Impairment  ot  Fertility  Long-term  studies  in  animals  have 
been  conducted  to  evaluate  toxic  effects  and  carcinogenic  potential  In  18-month  studies  in 
both  rats  and  mice,  employing  doses  up  to  150  mg/kg/day,  there  was  no  evidence  ot  signifi- 
cant drug-induced  toxicity  There  were  no  drug-related  tumorigenic  effects  at  any  of  the 
dosage  levels  Reproductive  studies  in  animals  did  not  show  any  impairment  of  fertility  that  was 
attributable  to  the  drug 

Pregnancy  Pregnancy  Category  C INDERAL  has  been  shown  to  be  embryotoxic  in  animal 
studies  at  doses  about  10  times  greater  than  the  maximum  recommended  human  dose 
There  are  no  adequate  and  well-controlled  studies  in  pregnant  women  INDERAL  should  be 
used  during  pregnancy  only  if  Ihe  potential  benefit  justifies  the  potential  risk  to  Ihe  fetus 
Nursing  Mothers  INDERAL  is  excreted  in  human  milk  Caution  should  be  exercised  when 
inderal  is  administered  lo  a nursing  woman 
Pediatric  Use  Safety  and  effectiveness  in  children  have  not  been  established 

ADVERSE  REACTIONS.  Most  adverse  effects  have  been  mild  and  transient  and  have  rarely 
required  the  withdrawal  of  therapy 

Cardiovascular  bradycardia,  congestive  heart  failure,  intensification  of  AV  block,  hypoten- 
sion. paresthesia  ot  hands,  thrombocytopenic  purpura  arterial  insufficiency,  usually  of  the 

Raynaud  type 

Central  Nervous  System  lightheadedness, 
mental  depression  manifested  by  insomnia, 
lassitude,  weakness,  fatigue  reversible  mental 
depression  progressing  to  catatonia,  visual 
disturbances,  hallucinations,  an  acute  revers- 
ible syndrome  characterized  by  disorientation 
for  time  and  place,  short-term  memory  loss, 
emotional  lability,  slightly  clouded  sensorium. 
and  decreased  performance  on  neuropsycho- 
metrics 

Gastrointestinal:  nausea,  vomiting,  epigas- 
tric distress,  abdominal  cramping,  diarrhea 
constipation,  mesenteric  arterial  thrombosis, 
ischemic  colitis 

Allergic  pharyngitis  and  agranulocytosis, 
erythematous  rash,  fever  combined  with  aching  and  sore  throat,  laryngospasm  and  respiratory 
distress 

Respiratory  bronchospasm 

Flematologic  agranulocytosis,  nonthrombocytopenic  purpura,  thrombocytopenic  purpura 
Auto-Immune  In  extremely  rare  instances,  systemic  lupus  erythematosus  has  been  re- 
ported 

Miscellaneous  alopecia,  LE-like  reactions,  psoriasiform  rashes,  dry  eyes,  male  impotence, 
and  Peyronie's  disease  have  been  reported  rarely  Oculomucocutaneous  reactions  involving 
the  skin,  serous  membranes  and  conjunctivae  reported  for  a beta  blocker  (practolol)  have  not 
been  associated  with  propranolol, 

DOSAGE  AND  ADMINISTRATION.  INDERAL  LA  provides  propranolol  hydrochloride  in  a 
sustained-release  capsule  for  administration  once  daily  If  patients  are  switched  from  INDERAL 
tablets  to  INDERAL  LA  capsules,  care  should  be  taken  to  assure  that  the  desired  therapeutic 
effect  IS  maintained  INDERAL  LA  should  not  be  considered  a simple  mg  for  mg  substitute  for 
INDERAL  INDERAL  LA  has  different  kinetics  and  produces  lower  blood  levels  Retitration  may 
be  necessary  especially  to  maintain  effectiveness  at  the  end  of  the  24-hour  dosing  interval 
HYPERTENSION  — Dosage  must  be  individualized  The  usual  initial  dosage  is  80  mg 
INDERAL  LA  once  daily,  whether  used  alone  or  added  to  a diuretic  The  dosage  may  be 
increased  to  120  mg  once  daily  or  higher  until  adequate  blood-pressure  control  is  achieved 
The  usual  maintenance  dosage  is  120  to  160  mg  once  daily  In  some  instances  a dosage  of  640 
mg  may  be  required  The  time  needed  for  full  hypertensive  response  to  a given  dosage  is 
variable  and  may  range  from  a few  days  to  several  weeks 
ANGINA  PECTORIS  — Dosage  must  be  individualized  Starting  with  80  mg  INDERAL  LA 
once  daily,  dosage  should  be  gradually  increased  at  three  to  seven  day  intervals  until  optimum 
response  is  obtained  Although  individual  patients  may  respond  at  any  dosage  level,  the 
average  optimum  dosage  appears  to  be  160  mg  once  daily  In  angina  pectoris,  the  value  and 
safety  of  dosage  exceeding  320  mg  per  day  have  not  been  established 
If  treatment  is  to  be  discontinued,  reduce  dosage  gradually  over  a period  of  a few  weeks  (see 
WARNINGS) 

MIGRAINE  — Dosage  must  be  individualized  The  initial  oral  dose  is  80  mg  INDERAL  LA 
once  daily  The  usual  effective  dose  range  is  160-240  mg  once  daily  The  dosage  may  be 
increased  gradually  to  achieve  optimum  migraine  prophylaxis  If  a satisfactory  response  is  not 
obtained  within  four  to  six  weeks  after  reaching  the  maximum  dose.  INDERAL  LA  therapy 
should  be  discontinued  It  may  be  advisable  to  withdraw  the  drug  gradually  over  a period  of 
several  weeks 

HYPERTROPHIC  SUBAORTIC  STENOSIS-80-160  mg  INDERAL  LA  once  daily 
PEDIATRIC  DOSAGE  — At  this  time  the  data  on  the  use  of  the  drug  in  this  age  group  are  too 
limited  to  permit  adequate  directions  for  use 
"The  appearance  of  these  capsules  is  a registered  trademark  of  Ayerst  Laboratories 
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2.  Ravid  M Lang  R Jutrin  I The  relative  antihypertensive  potency  of  propranolol,  oxprenolol. 
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Classified 


INTERNAL  MEDICINE 
Internist  — BE/BC  to  join  multi-specialty 
group  in  smaii  rural  West  Virginia  com- 
munity. Saiary  75  K with  excellent  fringe 
benefits  inciuding  paid  mal-practice.  Reply 
to  West  Virginia  Medicai  Journai,  c/o 
Community  Health  Classifieds,  P.  O.  Box 
4106,  Charleston,  WV  25364. 


UROLOGY 

Urologist — BE/BC  to  join  muiti-specialty 
clinic  in  rural  West  Virginia  community. 
Saiary  75  to  80  K with  excellent  fringe 
benefits.  Repiy  to  West  Virginia  Medical 
Journal,  c/o  Community  Health  Classifieds, 
P.  0.  Box  4106,  Charleston,  WV  25364. 


VIRGINIA  — Western  mountain  region. 
Seeking  famiiy  practice  physicians  for  hos- 
pitai  affiiiated  clinic.  Excellent  hours,  at- 
tractive compensation  and  malpractice  in- 
surance provided.  Contact  Emergency  Con- 
suitants,  Inc.,  One  Windemere  Place,  Room 
37,  Petoskey,  Ml  49770;  800/253-7092,  or 
in  Michigan  800/632-9650. 


MEDICAL  PRACTICE  SALES  AND  AP- 
PRAISALS. We  specialize  in  the  valuation 
and  selling  of  medical  practices.  If 
interested  in  buying  or  selling  a medical 
practice  contact  our  Brokerage  Division 
at  The  Health  Care  Group,  400  GSB  Build- 
ing, Bala  Cynwyd,  Pa.  19004  (215) 

667-8630. 


CLASSIFIED  RATES:  $10  for  10  lines; 
for  every  line  over  10  lines  there  will  be 
an  additional  charge  of  $2  per  line.  Cost 
to  be  figured  after  ad  has  been  set  by 
the  printer.  $15  for  confidential  ad  (10 
lines). 

DEADLINE:  Copy  must  be  received  by 
the  10th  of  the  month  preceding  the 
month  of  issue:  e.g.,  copy  for  the  Au- 
gust issue  is  due  by  July  10.  Send 
copy  to:  West  Virginia  Medical  Journal, 
P.O.  Box  4106,  Charleston,  WV  25364. 
Telephone:  (304)  925-0342. 


MARTINSBURG,  WEST  VIRGINIA  — Seek- 
ing director,  board  prepared  or  certified  in 
emergency  medicine,  for  busy  268  bed  hos- 
pital within  1V2  hours  drive  of  Washington, 
D.C.  Attractive  compensation  and  mal- 
practice insurance  provided.  Please  submit 
resume  to  Emergency  Consultants,  Inc., 
One  Windemere  Place,  Room  37,  Petoskey, 
Ml  49770;  800/253-7092,  or  in  Michigan 
800/632-9650. 


MEDICAL  WRITER  — Freelance  writer 
with  5 published  books  will  assist  medical 
rofessionals  with  the  preparation  of 
rochures  or  manuscripts.  Will  also  write 
flyers  or  newsletters  for  patient  distri- 
bution. Confidential  service.  Contact  L. 
Chandler,  3002  Penn.  Avenue,  Charleston, 
WV  25302  or  (304)  348-7347. 


FOR  RENT  — Medical  Office  space 
located  on  208  3rd  Avenue,  Montgomery, 
WV.  Modern  brick  building  situated  in 
heart  of  town;  premises  includes  large 
reception  area,  reception  office,  four  ex- 
amining rooms,  1 surgery  room,  two  execu- 
tive offices,  kitchen  lab,  central  air/heat. 
For  more  information,  call  Louis  Tabit,  JD 
at  (304)  442-5171. 
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BOOKS  FOR  CONTINUING  EDUCATION 
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West  Virginia  Sales  Representative: 
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114  Evans  Drive  • McMurray,  PA  15317 
(412)  941-8843 
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CHURCHILL-LIVINCSTONE  • PRAECER 
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Market-based  rates  apply  to  Bonds  purchased  on  and  after 
11/1/82  and  held  at  least  five’  years.  Bonds  purchased  before  11  1/82 
earn  market-based  rates  w'heh  held  beyond  10/31 '87.  Bonds  held 
less  than  five  years  earn  lower  rates. 

A public  service  of  this  publication. 


Did %u  KnowThat  Last\iear’s  US.  Savings  Bonds 

Average  Rate  Exceeaed  9%? 


Surprise!  U.S.  Savings  Bonds  give 
you  market-based  interest  rates— like  the 
money  markets— p/tis  a guaranteed 
return.  What's  more.  Savings  Bonds 
give  you  big  tax  advantages,  cost  as  little 
as  $25  and  are  easy  to  buy.  For  more  in- 
formation, call  toO-free 
1-800-US-BONDS. 

US.  SAVINGS  BONDS^ 

Paying  Better  Than  Ever ' 


CREATIVE  CONCEPTS  — Medical/Sci- 
entific, Paper  Writing  Service.  Writing, 
help  in  researching.  Illustration,  and 
Photography.  Phone  (304)  242-7564  or 
(304)  232-0125.  120  Garvin’s  Lane, 

Wheeling,  WV  26003. 


PHYSICIAN’S  ASSISTANT  — Free  adver- 
tising and  information  available  to  those 
interested  in  employing  a Physician’s  As- 
sistant. CONTACT:  PA  Placement  Service, 
West  Virginia  Association  of  Physician’s 
Assistants,  c/o  Michael  W.  Holt,  PA-C,  P.O. 
Box  1365,  Alderson-Broaddus  College, 
Philippi,  West  Virginia  26416,  or  call  (304) 
457-1700,  X.  230. 


Electromyography 

and 

Nerve  Conduction 
Studies. 

★ 

Prasadarao  B.  Mukkamala,  MD 

Diplomate  of  American  Board 
of  Physical  Medicine 
and  Rehabilitation. 

Active  member  of 
American  Association 
of  Electromyography 
and  electrodiagnosis. 
(Admitted  by  examination) 

★ 

FOR  APPOINTMENT 
CALL  (304)  344-5153 

★ 

Prasadarao  B.  Mukkamala,  MD 

1200  Quarrier  Street 
Charleston,  WV  25301 
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• Children’s  Pavilion 

• Adult  Psychiatry 

• Adolescent  Psychiatry 

• Geropsychiatry 

ALL  PROGRAMS  OFFER: 

Crisis  intervention  • Group  therapy  • Family  therapy  • Marital  counseling  • Individual 
therapy  • Occupational  therapy  • Recreational  therapy  • Special  care  for  the  acutely 
disturbed  patient  • Schooling  provided  on  Children’s  Pavilion  • Staffed  by  qualified 
psychiatrists  and  medical  consultants. 


4756 


MEDICAL  STAFF 


ADULT  PSYCHIATRY 


Charles  C.  Weise,  M.  D 925-2159 

Pablo  M.  Pauig,  M.  D 343-8843 

Ralph  S.  Smith,  Jr.,  M.  D.  925-0349 

Lee  L.  Neilan,  M.  D.  925-3430 

Edmund  C.  Settle,  Jr.,  M.  D.  925-0624 


ADULT  PSYCHIATRY 


Gina  Puzzuoli,  M.  D.  925-6914 

John  P MacCallum,  M.  D.  925-6966 

Sid  Lerfald,  M,  D 925-0004 

Elma  Bernardo,  M.  D.  768-1212 

Steve  Kissinger,  M.  D.  925-6966 

Jerome  Massenburg,  M.  D.  925-0349 


CHILD  PSYCHIATRY 

Pablo  M.  Pauig,  M.  D.  343-8843 

Ralph  S.  Smith,  Jr.,  M.  D.  925-0349 

John  P.  MacCallum,  M.  D.  925-6966 


Serving  the  community  for  over  30  years 


98  THE  WEST  VIRGINIA  MEDICAL  JOURNAL 


Significantly  improves  hemodynamics 


Bumex 

bumetanide/Roche 

40 

0.5-mg,  1 -mg  and  2-mg  scored  tablets, 

2-ml  ampuls  (0.25  mg/ml)  and  2-ml,  4-ml 

and  10-ml  vials  (0.25  mg/ml)  x 

p 30 

REDUCES 
FLUID  OVERLOAD 
and  eases  the  burden 
on  the  failing  heart  ° 


Ten  patients  witti  CHF  showed  marked  hemodynamic  improvement  otter  seven  days  of 
BUMEX*(bumetonide/Roche)  (mean  values  ± SE)  Adapted  from  Olesen,  etal' 


References:  1.  Olesen  KH,  e/o/  Pos/grad  MedJ  5/(Suppl  6).54-63,  1975  2.ElandlerB. 
Dhingra  RC,  Rosen  KM  JClin  Pharmacol  21  706-711,  Nov-Dec  1981  3.  Brater  DC, 
etal  Clin  Pharmacol  7/rer 34  207-213,  Aug  1983  4.  Brater  DC,  Fox  WR,  Chennavasin  P 
JCItn  Pharmacol 21  599-603.  Nov-Dec  1981  5.  Davies  DL,  etal  Clin  Pharmacol  Ther 
15  141-155,  Feb  1974 
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BUMEX' 

bumetanide/Roche 

0.5-mg,  1-mg  and  2-mg  scored  tablets, 

2-ml  ampuls.  2-ml.  4-ml  and 
10-ml  vials  (0.25  mg/ml) 

BUMEX^  (bumetanide/Roche) 

Betore  prescribing,  please  consult  complete  product  Information,  a summary  of  which  foilows. 


WARNING:  Bumex  (bumetonIde/Roche)  is  a potent  diuretic  which.  If  given  In  excessive 
amounts,  can  lend  to  a profound  diuresis  with  water  and  electrolyte  deplehon.  Therefore, 
careful  medical  supervision  is  required,  and  dose  and  dosoge  schedule  have  to  be 
adjusted  to  the  Individual  pahenTs  needs.  (See  under  DOSAGE  AND  ADMINISTRATION  In 
complete  product  infotmahon.) 


INDICATIONS  AND  USAGE:  Edema  associated  with  congestive  heart  failure,  hepatic  and  renal 
disease,  including  the  nephrotic  syndrome 

Almost  equal  diuretic  respanse  occurs  after  oral  and  parenterol  administration  of  Bumex  If 
impaired  gastraintestmal  absarptian  is  suspected  cr  oral  administratian  is  not  proctical,  Bumex 
should  be  given  by  the  intramuscular  or  intravenous  route 

Successful  treatment  with  Bumex  following  instances  of  allergic  reactions  to  furosemide  suggests 
a lack  of  cross-sensitivity 

CONTRAINDICATIONS:  Anuria  Hypersensitivity  and  in  patients  in  hepatic  coma  or  in  states  of 
severe  electrolyte  depletion  Although  Bumex  can  be  used  to  induce  diuresis  in  renal  insufficiency, 
ony  marked  increase  in  blood  urea  nitrogen  or  creatinine,  or  the  development  of  oliguria  during 
therapy  of  patients  with  progressive  renal  disease,  is  an  indication  for  discontinuation  of  treatment 
WARNINGS:  Dose  should  be  adjusted  to  patient's  needs  Excessive  doses  or  too  frequent 
odministratlon  can  lead  to  profound  water  loss,  electrolyte  depletion,  dehydration,  reduction  in 
blood  volume  and  circulatory  collapse  with  the  possibility  of  vascular  thrombosis  and  embolism, 
porticularly  in  elderly  patients 

Prevention  of  hypokalemia  requires  particular  attention  in  patients  receiving  digitalis  and  diuretics 
for  congestive  heart  failure,  hepatic  cirrhosis  and  oscites,  slates  of  oldosterone  excess  with 
normal  renal  function,  potassium-losing  nephropathy,  certain  diarrheal  states,  or  other  stotes 
where  hypokalemia  is  thought  to  represent  particular  added  risks  to  the  patients 
in  patients  with  hepatic  cirrhosis  and  ascites,  sudden  alterations  of  electrolyte  balance  moy 
precipitate  hepatic  encephalopathy  and  coma.  Treatment  in  such  patients  is  best  initiated  in  the 
hospital  with  small  doses  and  careful  monitoring  ol  the  patient's  clinical  status  and  electrolyte  bal- 
ance Supplemental  potassium  and/or  spironoloclone  moy  prevent  hypokalemia  and  metabolic 
olkalosis  in  these  patients 

In  cats,  dogs  and  guinea  pigs,  Bumex  has  been  shown  to  produce  ototoxicity  Since  Bumex  is 
about  40  to  60  times  as  potent  as  furosemide,  it  is  anticipated  that  blood  levels  necessory  to  pro- 
duce ototoxicity  will  rarely  be  ochieved  The  potential  tor  ototoxicity  increases  with  intravenous 
therapy,  especially  at  high  doses 

Patients  allergic  to  sulfonamides  may  show  hypersensitivity  to  Bumex 
PRECAUTIONS:  Measure  serum  potassium  periodically  and  add  potossium  supplements  or 
potassium-sparing  diuretics,  if  necessary  Periodic  determinations  of  other  electrolytes  ore  advised 
in  patients  treated  with  high  doses  or  for  prolonged  periods,  particularly  in  those  on  low  salt  diets 
Hyperaricemia  may  occur  Reversible  elevotions  of  the  BUN  and  creatinine  may  occur,  especially 
with  dehydration  and  in  patients  with  renal  insufficiency  Bumex  may  increase  urinary  calcium 
excretion. 

Possibility  of  effect  on  glucose  metabolism  exists  Periodic  determinations  of  blood  sugor  should 
be  done,  particularly  in  patients  with  diabetes  or  suspected  latent  diabetes 


Patients  should  be  observed  regulorly  for  possible  occurrence  of  blood  dyscrasias,  liver  damage 
or  idiosyncratic  reactions 

Especially  in  presence  of  Impoired  renal  function,  use  of  parenterally  administered  Bumex  should 
be  avoided  in  patients  to  whom  aminoglycoside  antibiotics  are  also  being  given,  except  in 
life-threatening  conditions. 

Drugs  with  nephrotoxic  potential  and  bumelanide  should  not  be  administered  simultoneously 
Since  lithium  reduces  renal  clearance  and  adds  a high  risk  of  lithium  toxicity,  it  should  not  be  given 
with  diuretics 

Probenecid  should  not  be  administered  concurrently  with  Bumex 
Concurrent  therapy  with  indomethacin  not  recommended 

Bumex  may  potentiate  the  effects  of  antihypertensive  drugs,  necessitating  reduction  in  dosage 
Interaction  studies  in  humans  have  shown  no  effect  on  digoxin  blood  levels 
Interaction  studies  in  humans  have  shown  Bumex  to  hove  no  effect  on  worfarin  metabolism  or  on 
plosma  prothrombin  octivity. 

Pregnancy:  Bumex  should  be  given  to  a pregnant  woman  only  if  the  potential  benefit  justifies  the 

potential  risk  to  the  fetus 

Bumetanide  may  be  excreted  in  breast  milk 

Pediatric  Use:  Safety  and  effectiveness  below  age  18  not  established. 

ADVERSE  REACTIONS:  Muscle  cramps,  dizziness,  hypotension,  headache  ond  nousea,  and 
encephalopathy  (in  patients  with  preexisting  liver  disease) 

Less  frequent  clinical  adverse  reactions  ore  weakness,  impaired  hearing,  rash,  pruritus,  hives, 
electrocardiagram  changes,  abdominal  pain,  arthritic  pain,  musculoskeletal  pain  and  vomiting. 
Other  clinicol  adverse  reoctions  dre  vertigo,  chest  pain,  ear  discomfort,  fatigue,  dehydration, 
sweating,  hyperventilation,  dry  mouth,  upset  stomach,  renal  failure,  asterixis,  itching,  nipple  ten- 
derness, diarrhea,  premature  ejaculotion  and  difficulty  maintaining  an  erection. 

Laboratory  abnormalities  reported  ore  hyperuricemio,  azotemia,  hyperglycemia,  increased  serum 
creatinine,  hypochloremia,  hypokalemia,  hyponatremia,  and  variations  in  CO2  content, 
bicarbonate,  phosphorus  and  calcium.  Although  manifestations  of  the  pharmacologic  action  of 
Bumex,  these  conditions  may  become  more  pronounced  by  intensive  therapy 
Diuresis  induced  by  Bumex  may  also  rarely  be  accompanied  by  changes  in  LDH,  total  serum 
bilirubin,  serum  proteins,  SGOT,  SGPT  alkaline  phosphatase,  cholesterol,  creatinine  clearance, 
deviations  in  hemoglobin,  prothrombin  time,  hemotocrit,  platelet  counts  and  differential  counts. 
Increases  in  urinary  glucose  ond  urinary  protein  hove  also  been  seen 
DOSAGE  AND  ADMINISTRATION: 

Orat  Administration  The  usual  total  doily  dosage  is  0 5 to  2 0 mg  and  in  most  patients  is  given 
as  a single  dose 

Parenteral  Administration  AdmiP'oter  to  patients  (IV  or  IM)  with  Gl  obsorption  problem  or  who 
cannot  take  oral  The  usual  initial  dose  is  0 5 to  1 mg  given  over  1 to  2 minutes  If  insufficient 
response,  a second  or  third  dose  may  be  given  at  2 to  3 hour  intervals  up  to  a maximum  of 
10  mg  0 day 

HOW  SUPPLIED:  Tobtets.  0 5 mg  (light  green),  1 mg  (yellow)  and  2 mg  (peach),  bottles  of  100 

and  500,  Prescription  Poks  of  30,  Tel-E-Dose'*  cartons  of  100  Imprint  on  tablets  0 5 mg— 

ROCHE  BUMEX  0 5,  1 mg-ROCHE  BUMEX  1,  2 mg-ROCHE  BUMEX  2 

Ampuls.  2 ml,  0.25  mg/ml,  boxes  of  ten 

Viols.  2 ml,  4 ml  and  10  ml.  0 25  mg/ml,  boxes  often 


ROCHE  LABORATORIES 
Division  of  Hoffmonn-La  Roche  Inc 
Nutley  New  Jersey  07110 


OX^ERLOAD 


Reduce  fluid  volume  and 
improve  hemoclynamics  in  CHF 

Edema  due  to  congestive  heart  failure  often 
demands  highly  effective  diuresis  to  reduce  the 
fluid  load  on  the  failing  heart.  Bumex®  (bumet- 
anide/Roche)  is  the  next  generation  in  loop 
diuretic  therapy  for  three  powerful  reasons.  It 
moves  out  on  unsurpassed  volume  of  fluid  and 
sodium,  resulting  in  significant  reductions  in 
edema  and  right  atrial  and  pulmonary  artery 
wedge  pressures. It's  almost  completely 
absorbed  through  the  Gl  tract,  so  it's  easy  to 


titrate.^  And  Bumex  completes  high-volume 
diuresis  fost-within  four  hours  of  usual 
doses.''®  Your  patients  spend  less  time  in  ' 
diuresis,  more  time  in  normal  activities. 

Bumex  has  o good  safety  profile;  however, 
os  with  oil  loop  diuretics,  Bumex,  if  given  in 
excessive  amounts,  con  lead  to  profound 
diuresis  with  water  and  electrolyte  depletion, 
including  hypokalemia.  Serum  electrolytes 
should  be  monitored  periodically,  especially  in 
patients  on  low  salt  diets  or  those  treated  tor 
prolonged  periods  or  on  high  doses. 


6unfex'*« 

bumetanide/Roche 


0.5-mg,  I-mg  and  2-mg  scored  tablets,  2-ml  ampuls  (0.25  mg/ml| 
and  2-ml,  4-ml  and  10-ml  vials  (0.25  mg/ml) 

First  line 

loop  diuretic  therapy 


Please  see  references  and  summary  of  producf  informafion  on  preceding  pgge^ 
Copyrighf  © 1986  by  Hoffmann-La  Roche  Inc.  All  righfs  resm^^llf//0l0 


Dollars, 
Ethics  & 
Professionalisnu 

xSee  Page  124 


COLLEC 


In  Good  Company 


See  Editorial,  Page  125 


I 


Sex  Education  in  Cabell  County  Schools 
Page  122 


Imagine 

A MACHINE 
THAT  CAN 
DO  THIS  TO 
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We're  proud  to  announce  tlie  introduction  of  Extra- 
corporeal Shock  Wave  Lithotripsy  as  a new  feature  of  our 
kidney  stone  treatment  program.  This  new  device  makes 
it  possible  to  pulverize  and  eliminate  kidney  stones  witlt- 
out  invasive  surgery.  Now  you  have  the  opportunity  to 
participate  in  this  state-of-the-art  procedure  at  CAMC's 
High  Tech  Center  here  in  Charleston,  West  Virginia. 

The  Lithotripter  uses  shock  waves  to  bombard  kid- 
ney stones  into  sand-like  particles  inside  the  body  The 
residue  is  then  easily  passed.  Although  the  theory 
behind  Lithotripsy  is  simple,  the  process  is  precise.  The 
stone  is  pinpointed  inside  the  body  with  fluoroscopy 
and  shock  wave  firing  is  synchronized  with  the  patient’s 
heartbeat  by  electrocardiogram.  Usually,  tlte  entire  pro- 
cess takes  about  an  hour. 


As  you  can  imagine.  Lithotripsy  offers  many  benefits 
to  kidney  stone  patients.  The  process  is  less  painful, 
entails  fewer  side  effects,  and  recuperation  is  quicker 
than  with  conventional  surgery.  It's  even  less  expensive 
than  surgery. 

We're  encouraging  all  area  urologists  to  apply  for 
privileges  in  Extracorporeal  Shock  Wave  Lidiotripsy  We 
invite  you  to  visit  CAMC  and  see  the  lithotripter  in 
action.  Come  and  learn  about  this  revolutionary  ther- 
apy which  is  the  wave  of  the  future  in  kidney  stone 
treatment.  We  will  happily  provide  you  with  a brochure 
for  your  use  as  well  as  brochures  for  your  patients. 

For  your  brochures  or  other  information  about 
Lithotripsy  and  our  kidney  stone  treatment  program, 
call  CAMC  at  1-800-654-0159. 


CAMC 

Charleston  Area  Medical  Center 
1-800-654-0159 
We  Care  For  West  Virginia 


"^Quorum 

MACHINES  FOR  BUSINESS 

Supplying  and  servicing  Ricoh,  one  of 
the  world’s  leading  lines  of  copiers. 


From  the  basics . . . 


to  big  copy  center  features. 


Ricoh  has  it  all.  Whethe^^alTjdMai^e,  mosj 
offices  have  at  least  o^jninGr  in  cp^ 
very  busy.  That’s  wlw^yo^  ^llfrkit/so  well. 
It’s  designed  to  giu^^  s>iW:D  copies  ^ 
dependable  perfow^^c^^  you  do  m 

service,  Quorura^^  o^em^^echnicians" 
are  cornnriitted^^((^r(^^  wit^ast,  thorouj'h 

service  anyw^n^n/Wes 

Call  us,  vv^^^siA  sVe^ing  the  b( 

Ricoh  coeM^oi^  retirements.  A§I 

about  opfionXor  qualLffed 

buyers^^  wtt  tp^maH^jz  simp  lector  ypu  to  own' 
the/0^yku^nes^equip^^  availabi 


wo  Seventh  Strem 
P^ersburg,  WV  261  ( 


McDonough 

Caperton 

Systems 


Now  serving  over  120  physicians 

We  offer  the  largest,  most  complete  selection  of  medical  office  management  systems 
and  services  available  to  physicians  in  West  Virginia.  Our  efforts  mean  you  have  a 
choice  . . . 

^ of  programs  including 

• Patient  Past  History/Lab 
Results/Treatment  Information 

• Statistical  Retrieval  and  Analysis 
of  Medical  Information 

• Patient  Billing  Preparation 

• Aged  Account  Information 

• Complete  Financial  and 
Management  Reporting 

• Insurance  Forms  Preparation 

jjj^of  hardware  including  IBM,  AT  & T,  and  IMS 

^ of  investment  levels  beginning  at  $9,995  with  upgrade  opportunity 

^of  purchase  or  lease  arrangements  to  meet  your  individual  business  needs 

of  total  hardware  and  software  support  for  the  life  of  the  system  provided  by  our 
own  trained  technicians 

^ of  a company  sincerely  interested  in  your  satisfaction  and  success  in  the  day- 
to-day  use  of  our  systems. 

We’re  your  systems  consultant  and  welcome  the  opportunity  to  discuss  your  individual 
concerns  and  questions.  Our  job  and  our  commitment  is  to  help  you  reduce  your  paper- 
work, increase  your  productivity  and  improve  your  cash  flow. 

MAKE  US  YOUR  CHOICE 

Call  us  at  744-2583 
or  write 

325  Sixth  Avenue 

South  Charleston,  West  Virginia  25303 
Bradley  E.  Layne,  President 
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Value  Added 
Dealer 


Pefsonal 

CompulefS 


• Scheduling  Functions 

• Hospital  Census 

• Electronic  Claims  Submission 

• Word  Processing 

• Tailoring  by  Specialty 

• “Password”  Security  Protection 

• Remote  access,  including 
master  CN/CFF  capability. 
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CRLescperience 
and  tedinology 


Unmatched  quality 
and  unequal^ 
dependability  in 
cardiology  and 
related  services. 


CRI,  Cardiac  Rehabilitation 
Institute,  blends  years  of 
experience  and  outstanding 
technological  capabilities  and 
expertise  to  deliver  cardiology 
and  related  services  that  are 
unmatched  for  quality, 
unequaled  for  accuracy, 
unstinting  in  dependability. 

CRI  puts  experience  and 
technology  to  work  for 
physicians  and  their  patients 
with  a team  of  dedicated 
professionals  who  work  hard 
applying  their  exceptional 
talents,  skills,  and  knowledge 
. . . board  certified  cardiologists, 
trained  cardiovascular  nurses, 
and  skilled  medical 
technologists  using  state-of- 
the-art  equipment,  advanced 
technologies,  and  proven 


methods  to  administer  and 
interpret  tests  and  procedures 
quickly  and  with  unmatched 
accuracy. 

CRI  provides  the  widest  range 
of  cardiology  and  related 
services: 

• Non-invasive  peripheral 
vascular  imaging 

• Echocardiography  (M-Mode, 
2D  and  Doppler) 

• Ultrasonic  abdominal  studies 


• Nuclear  cardiology  and 
stress  testing 

• Pulmonary  spirometry 

• Holter  monitoring 

• Mobile  units,  including 
NU-Car  40:  40  foot  nuclear 
cardiology  unit 

Depend  on  CRI,  Cardiac 
Rehabilitation  Institute. . .for 
the  technology  and  the 
professional  talents  that  get 
the  job  done  on  time, 
every  time. 


CARDIAC 

REHABILITATION 

INSTITUTE 

5438  Center  Avenue,  Pittsburgh,  PA  15232 
Phone;  412/682-6201 


Keflex 

cephalexin 


Additional  information 
available  to  the  profession 
on  request. 
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Dista  Products  Company 
Division  of  Eli  Lilly  and  Company 
Indianapolis,  Indiana  46285 
Mfd.  by  Eli  Lilly  Industries,  Inc. 
Carolina,  Puerto  Rico  00630 


Effective  control  time  and  time  again' 

Effective  control  of  fasting  and  postprandial 
glucose — patient  after  patient,  meal  after  meal, 
year  after  year. 

Insulin  when  it's  needed 

Insulin  levels  are  rapidly  elevated  In  response  to  a 
meal,  then  return  promptly  to  basal  levels  after  the 
meal  challenge  subsides. 

Timed  to  minimize  risks 

Rapidly  metabolized  and  excreted,  with  an 
excellent  safety  profile.^  As  with  all  sulfonylureas, 
hypoglycemia  may  occur. 


In  concert  with  diet  in  non-insulin- 
dependent  diabetes  mellitus 


SYNCHRONIZED 
SULFONYLUREA  THERAPY 


Please  see  brief  summary  of  Glucotrol®  (glipizide) 
prescribing  information  on  next  page. 


ROeRIG 

A division  ol  Pli/er  Pharmaceuticals 
New  York.  New  York  10017 


Reference: 

1.  Sachs  R.  Prank  M.  Fishman  SK  Overview  ot  clinical  experience  with  glipizide  in  Glipizide  A Worldwide  Review 
Princeton.  NJ,  Excerpta  Medica,  1984,  pp  163-172 

GUICOTROl*  (glipiiide)  Tablets 

Brief  SemmarT  of  Prescribing  Inferatation 

INDICATIONS  AND  USAGE:  GLUCOTROL  is  indicated  as  an  adiunct  to  diet  tor  the  control  of  hyperglycemia  m patients 
with  non-insulm-dependent  diabetes  mellitus  (NIOOM.  type  II)  after  an  adequate  trial  ot  dietary  therapy  has  proved 
unsatisfactory 

CONTRAINDICATIONS:  GLUCOTROL  is  contraindicated  in  patients  with  known  hypersensitivity  to  the  drug  or  with 
diabetic  ketoacidosis,  with  or  without  coma,  which  should  be  treated  with  insulin 

SPECIAL  WARNING  ON  INCREASED  RISK  OF  CARDIOVASCULAR  MORTALITY  The  administration  ot  oral  hypogly- 
cemic drugs  has  been  reported  to  be  associated  with  increased  cardiovascular  mortality  as  compared  to 
treatment  with  diet  alone  or  diet  plus  insulin.  This  warning  is  based  on  the  study  conducted  by  the  University 
Group  Diabetes  Program  (UGDP).  a long-term  prospective  clinical  trial  designed  to  evaluate  the  effectiveness  ot 
glucose-lowering  drugs  in  preventing  or  delaying  vascular  complications  in  patients  with  non  insulin-dependent 
diabetes  The  study  involved  823  patients  who  were  randomly  assigned  to  one  ot  tour  treatment  groups  [Diabetes. 
19.  supp  2:747-830.  1970) 

UGDP  reported  that  patients  treated  for  5 to  8 years  with  diet  plus  a fixed  dose  ot  tolbutamide  (1.5  grams  per  day) 
had  a rate  of  cardiovascular  mortality  approximately  2-1/2  limes  that  of  patients  treated  with  diet  alone  A 
significant  increase  in  total  mortality  was  not  observed,  but  the  use  of  tolbutamide  was  discontinued  based  on  the 
increase  in  cardiovascular  mortality,  thus  limiting  the  opportunity  tor  the  study  to  show  an  increase  in  overall 
mortality.  Despite  controversy  regarding  the  interpretation  ot  these  results,  the  findings  ot  the  UGDP  study  provide 
an  adequate  basis  for  this  warning  The  patient  should  be  informed  ot  the  potential  risks  and  advantages  ot 
GLUCOTROL  and  of  alternative  modes  ot  therapy 

Although  only  one  drug  in  the  sulfonylurea  class  (tolbutamide)  was  included  in  this  study,  it  is  prudent  from  a 
safety  standpoint  to  consider  that  this  warning  may  also  apply  to  other  oral  hypoglycemic  drugs  in  this  class,  in 
view  of  their  close  similarities  in  mode  of  action  and  chemical  structure 

PRECAUTIONS  Renal  and  Hepatic  Disease:  The  metabolism  and  excretion  ot  GLUCOTROL  may  be  slowed  m patients 
with  impaired  renal  and/or  hepatic  function  Hypoglycemia  may  be  prolonged  in  such  patients  should  it  occur 
Hypoglycemia:  All  sulfonylureas  are  capable  ot  producing  severe  hypoglycemia  Proper  patient  selection,  dosage, 
and  instructions  are  important  to  avoid  hypoglycemia  Renal  or  hepatic  insufficiency  may  increase  the  risk  ot 
hypoglycemic  reactions  Elderly,  debilitated  or  malnourished  patients  and  those  with  adrenal  or  pituitary  insufficiency 
are  particularly  susceptible  to  the  hypoglycemic  action  of  glucose-lowering  drugs  Hypoglycemia  may  be  difficult  to 
recognize  in  the  elderly  or  people  taking  beta-adrenergic  blocking  drugs  Hypoglycemia  is  more  likely  to  occur  when 
caloric  intake  is  deficient,  after  severe  or  prolonged  exercise,  when  alcohol  is  ingested,  or  when  more  than  one 
glucose-lowering  drug  is  used 

Loss  ot  Control  ot  Blood  Glucose:  A loss  of  control  may  occur  in  diabetic  patients  exposed  to  stress  such  as  fever, 
trauma,  infection  or  surgery  It  may  then  be  necessary  to  discontinue  GLUCOTROL  and  administer  insulin 
Laboratory  Tests:  Blood  and  urine  glucose  should  be  monitored  periodically  Measurement  ot  glycosylated  hemo- 
globin may  be  useful 

Information  tor  Patients;  Patients  should  be  informed  ot  the  potential  risks  and  advantages  of  GLUCOTROL.  of 
alternative  modes  of  therapy,  as  well  as  the  importance  ot  adhering  to  dietary  instructions,  of  a regular  exercise 
program,  and  ot  regular  testing  ot  urine  and  or  blood  glucose  The  risks  ot  hypoglycemia,  its  symptoms  and 
treatment,  and  conditions  that  predispose  to  its  development  should  be  explained  to  patients  and  responsible  family 
members  Primary  and  secondary  failure  should  also  be  explained 

Drug  interactions.  The  hypoglycemic  action  ot  sulfonylureas  may  be  potentiated  by  certain  drugs  including  non- 
steroidal anti-intlammatory  agents  and  other  drugs  that  are  highly  protein  bound,  salicylates,  sulfonamides,  chlo- 
ramphenicol. probenecid,  coumarins.  monoamine  oxidase  inhibitors,  and  beta  adrenergic  blocking  agents  In  vitro 
studies  indicate  that  GLUCOTROL  binds  differently  than  tolbutamide  and  does  not  interact  with  salicylate  or  dicumaroi 
However,  caution  must  be  exercised  m extrapolating  these  findings  to  a clinical  situation  Certain  drugs  tend  to 
produce  hyperglycemia  and  may  lead  to  loss  ot  control,  including  the  thiazides  and  other  diuretics,  corticosteroids, 
phenothiazines.  thyroid  products,  estrogens,  oral  contraceptives,  phenytom.  nicotinic  acid  sympathomimetics 
calcum  channel  blocking  drugs . and  isomazid  A potential  interaction  between  oral  miconazole  and  oral  hypoglycemic 
agents  leading  to  severe  hypoglycemia  has  been  reported  Whether  this  interaction  also  occurs  with  the  intravenous, 
topical,  or  vaginal  preparations  ot  miconazole  is  not  known 

Carcinogenesis.  Mutagenesis.  Impairment  of  Fertility:  A 20-month  study  in  rats  and  an  18-month  study  in  mice  at 
doses  up  to  75  times  the  maximum  human  dose  revealed  no  evidence  of  drug-related  carcinogenicity  Bacterial  and 
in  VIVO  mutagenicity  tests  were  uniformly  negative  Studies  in  rats  ot  both  sexes  at  doses  up  to  75  times  the  human 
dose  showed  no  effects  on  fertility 

Pregnancy:  Pregnancy  Category  C GLUCOTROL  (glipizide)  was  found  to  be  mildly  fetotoxic  m rat  reproductive  studies 
at  all  dose  levels  (5-50  mg/kg).  This  tetotoxicity  has  been  similarly  noted  with  other  sulfonylureas.  such  as 
tolbutamide  and  tolazamide  The  effect  is  perinatal  and  believed  to  be  directly  related  to  the  pharmacologic 
(hypoglycemic)  action  ot  GLUCOTROL  In  studies  in  rats  and  rabbits  no  teratogenic  effects  were  found  There  are  no 
adequate  and  well  controlled  studies  m pregnant  women  GLUCOTROL  should  be  used  during  pregnancy  only  if  the 
potential  benefit  justifies  the  potential  risk  to  the  fetus 

Because  recent  information  suggests  that  abnormal  blood  glucose  levels  during  pregnancy  are  associated  with  a 
higher  incidence  ot  congenital  abnormalities,  many  experts  recommend  that  insulin  be  used  during  pregnancy  to 
maintain  blood  glucose  levels  as  close  to  normal  as  possible 

Nonteratogenic  Effects  Prolonged  severe  hypoglycemia  has  been  reported  in  neonates  born  to  mothers  who  were 
receiving  a sulfonylurea  drug  at  the  time  ot  delivery  This  has  been  reported  more  frequently  with  the  use  ot  agents  with 
prolonged  halt-lives  GLUCOTROL  should  be  discontinued  at  least  one  month  before  the  expected  delivery  date 
Nursing  Mothers;  Since  some  sulfonylurea  drugs  are  known  to  be  excreted  m human  milk,  insulin  therapy  should  be 
considered  it  nursing  is  to  be  continued 

Pediatric  Use  Safety  and  effectiveness  m children  have  not  been  established 

ADVERSE  REACTIONS;  In  controlled  studies,  the  frequency  of  serious  adverse  reactions  reported  was  very  low  Of 
702  patients.  11  8%  reported  adverse  reactions  and  in  only  1 5%  was  GLUCOTROL  discontinued 
Hypoglycemia:  See  PRECAUTIONS  and  OVERDOSAGE  sections 

Gastrointestinal:  Gastrointestinal  disturbances  the  most  common,  were  reported  with  the  following  approximate 
incidence  nausea  and  diarrhea,  one  m 70  constipation  and  gastralgia.  one  in  100  They  appear  to  be  dose-related  and 
may  disappear  on  division  or  reduction  ot  dosage  Chloestatic  laundice  may  occur  rarely  with  sulfonylureas 
GLUCOTROL  should  be  discontinued  if  this  occurs 

Dermatologic:  Allergic  skin  reactions  including  erythema,  morbilliform  or  maculopapular  eruptions,  urticaria 
pruritus,  and  eczema  have  been  reported  in  about  one  in  70  patients  These  may  be  transient  and  may  disappear 
despite  continued  use  ot  GLUCOTROL.  if  skm  reactions  persist,  the  drug  should  be  discontinued  Porphyria  cutanea 
tarda  and  photosensitivity  reactions  have  been  reported  with  sulfonylureas 

Hematologic:  Leukopenia,  agranulocytosis,  thrombocytopenia,  hemolytic  anemia  aplastic  anemia  and  pan- 
cytopenia have  been  reported  with  sulfonylureas 

Metabolic:  Hepatic  porphyria  and  disulfiram-hke  alcohol  reactions  have  been  reported  with  sulfonylureas  Clinical 
experience  to  date  has  shown  that  GLUCOTROL  has  an  extremely  low  incidence  of  disulfiram-like  reactions 
Endocrine  Reactions:  Cases  of  hyponatremia  and  the  syndrome  of  inappropriate  antidiuretic  hormone  (SIAOH) 
secretion  have  been  reported  with  this  and  other  sulfonylureas 

Miscellaneous:  Dizziness  drowsiness,  and  headache  have  oeen  reported  m about  one  m fifty  patients  treated  with 
GLUCOTROL  They  are  usually  transient  and  seldom  require  discontinuance  ot  therapy 
OVEROOSAGE:  Overdosage  of  sulfonylureas  including  GLUCOTROL  can  produce  hypoglycemia  If  hypoglycemic 
coma  IS  diagnosed  or  suspected,  the  patient  should  be  given  a rapid  intravenous  injection  ot  concentrated 
(50%)  glucose  solution  This  should  be  followed  by  a continuous  infusion  ot  a more  diilute  (10%)  glucose  solution  at  a 
rate  that  will  maintain  the  blood  glucose  at  a level  above  100  mg  dL  Patients  should  be  closely  monitored  for  a 
minimum  of  24  to  48  hours  since  hypoglycemia  may  recur  after  apparent  clinical  recovery  Clearance  of  GLUCOTROL 
from  plasma  would  be  prolonged  in  persons  with  liver  disease  Because  ot  the  extensive  protein  binding  of 
GLUCOTROL  (glipizide),  dialysis  is  unlikely  to  be  of  benefit 

DOSAGE  AND  ADMINISTRATION:  There  is  no  fixed  dosage  regimen  for  the  management  of  diabetes  mellitus  with 
GLUCOTROL.  in  general,  it  should  be  given  approximately  30  minutes  before  a meal  to  achieve  the  greatest  reduction 
in  postprandial  hyperglycemia 

Initial  Dose:  The  recommended  starting  dose  is  5 mg  before  breakfast  Geriatric  patients  or  those  with  liver  disease 
may  be  started  on  2 5 mg  Dosage  adjustments  should  ordinarily  be  in  increments  of  2 5-5  mg.  as  determined  by 
blood  glucose  response  At  least  several  days  should  elapse  between  titration  steps 
Maximum  Dose:  The  maximum  recommended  total  daily  dose  is  40  mg 

Maintenance;  Some  patients  may  be  effectively  controlled  on  a once-a-day  regimen,  while  others  show  better 
response  with  divided  dosing  Total  daily  doses  above  15  mg  should  ordinarily  be  divided 
HOW  SUPPLIED:  GLUCOTROL  is  available  as  white,  dye-free  scored  diamond-shaped  tablets  imprinted  as  follows 
5 mg  tablet— Pfizer  411  (NDC  5 mg  0049-4110-66)  Bottles  of  100. 10  mg  tablet— Pfizer  412  (NDC 10  mg  0049-4120-65) 
Bottles  of  100 

CAUTION  Federal  law  prohibits  dispensing  without  prescription 

More  detailed  professional  information  available  on  request 


A division  of  Pfizer  Pharmaceuticals 
rlw  WIllVJI  New  York  New  York  10017 


McDonough  Caperton  Insurance  Group’s  new  corporate  office  building,  located  in  Charleston,  West  Virginia,  houses  over  150 
employees  and  serves  as  the  home  base  for  all  McDonough  Caperton  Insurance  Group  activity.  McDonough  Caperton  Insurance 
Group  also  maintains  office  facilities  in  eight  cities  throughout  West  Virginia,  Ohio,  Pennsylvania  and  Kentucky. 


McDonough 

Caperton 

Insurance 

Group 


Uniquely  capable  . . . Professionally  competent  . . . 

Serving  others  . . . Through  excellence. 


providing  a broad  range 
of  insurance  and  financial  services 
to  the  business  community, 
associations,  institutions, 
and  individuals. 


Among  the  1 0 Largest  Privately  Owned  Insurance  Brokers  in  the  United  States. 


Corporate  Headquarters:  One  Hillcrest  Drive,  East,  P.O.  Box  1551,  Charleston,  WV  25326.  Telephone:  (304)  346-0611. 
With  offices  in:  Beckley,  Charleston,  Fairmont,  Parkersburg,  Wheeling,  Pittsburgh,  Cleveland  and  Lexington,  KY. 


Allscrips,  In-Office 
Pharmacy  Makes  Filling 
A Prescription  As  Easy 
As  Writing  One. 


System  Patient 

Benefits  Benefits 


[Complete  name  brand  and 
high  quality  generic  drugs 
[Modern,  environmentally  * 
controlled  packaging 
equipment  and  facilities 

[Child-resistant,  tamper- 
evident,  foil-sealed 
polyethylene  containers 
protect  medications  from 
light,  and  air 

I Ready-to-dispense 
prescription  sizes 

I Personalized  pre-printed 
labels  and  complete 
patient  record  system 

I Proven  patient  marketing 
program 

I Locking,  modular  cabinets 
W can  be  stacked,  placed 
side  by  side  or  wall 
mounted 

:QOngoing  staff  training  and 
' consultation  by 
professional  pharmacists 


n One-stop  convenience 

□ No  waiting 

Therapy  begins 
immediately 
□Assures  confidentiality 

□ Prices  comparable  to  or 
less  than  drugstores 


Practice 

Benefits 


.□Improved  compliance  and 
closer  control  of 
prescriptions  and  refills 

n Reduced  patient  care 
interruptions  due  to 
pharmacy  phone  calls 


Mail  to:  Allscrips,  1033  Butterfield  Road, 
Vernon  Hills,  IL  60061-1360 


Call  toll  free; 

1-800-654-0890 


Please  send  information  on  Allscrips  In-Office 
Pharmacy  Systems  to: 


In  Illinois; 

1-800-654-0893 


□ In-office  diagnosis  and 
therapy  strengthens  doctor- 
patient  relationships 

□ Minimal  office  overhead 

□Small  investment  and  rapid 
payback 

□ Immediate  revenue 
increase 


Dr.  

Office/Clinic  Name 

Address  

City  

State  Zip 

Phone  


A\m 


Revenue  from  an  avg.  $4.00  fee 

20  scripts  per  day  - $80 
per  year  - $20,800 
50  scripts  per  day  - $200 
per  year  - $52,000 


Allscrips  Pharmaceuticals,  Inc. 


SJG 


Elcomp...the  best  medical  office 
computer  system  is  now  even 
better  with  the  Flexible  Package*' 


Would  you  treat  only  the  symptoms,  if  you  knew 
there  was  a proven  cure? 


It’s  hard  to  cure  chronic  ailments 
like  runaway  accounts  receivable, 
backlogged  claim  processing,  poor 
collection  ratio— by  treating  only  the 
symptoms.  The  Flexible  Package 
from  Elcomp  Systems,  combined 
with  Data  General’s  Desktop  Gener- 
ation computers,  has  been  a proven 
cure  for  more  than  500  physicians 
since  1978. 

The  Flexible  Package  is  modular, 
which  means  you  can  tailor  the 
system  to  fit  your  practice’s  specific 
needs  without  any  programming 
changes.  We  will  train  your  staff  in 
the  operation  of  your  system,  and 
show  you  how  your  practice  can 
most  benefit  from  all  the  features  in 
your  Flexible  Package. 


The  Flexible  Package  cure  for 
medical  office  ailments: 

• Improved  cash  flow  through 
advanced  collection  methods  and 
delinquency  reporting 

• Account  Inquiries — demographic, 
insurance,  and  financial  information 
at  a touch 

• Accounts  Receivable  and  Man- 
agement Reports,  whenever  you 
need  them 

• Instantaneous  retrieval  of  patients’ 
procedures  and  diagnoses 

• Appointment  Scheduler,  to  help 
organize  your  day 

• Automatic  preparation  of  recall 
letters 

• Flexibility  to  design  your  own 
reports  with  the  Report  Generator 

• and  many  more  benefits. . . 


Elcomp  Systems  can  supply  the 
cure  for  your  practice  management 
ailments.  The  treatment  is  singular 
and  straightforward — to  give  you 
hardware,  software,  training,  and 
after-purchase  support  as  one 
package. 

Focus  on  curing  your  office  problems, 
not  just  relieving  the  symptoms. 

Call  Elcomp  today — you’ll  never 
feel  better. 


IrDataGeneral 


Personal 

Computers 


ELGSEHF"  s^sisns,  ha. 

Foster  Plaza  VII,  661  Andersen  Drive,  Pittsburgh,  PA  15220 
(800)  441  -8386 


Eye  Physicians 

and 

Surgeons 


Keeping  Your  Family  In  Sight 


SOUTH  CHARLESTON  OFFKT: 


t DRY  EYE  SPECIALISTS 
• PEDIATRIC  VISION  CARE 
• CONTACT  LENSES 


• CATARACT  SURGERY 

• EYE  EXAMINATIONS 
• LASER  SURGERY 


CHARLESTON  OFFICE 


Muhib  S.  Tarakji,  M.I). 


Herbert  A.  Tipler,  M.D. 


Richard  C.  Rashid.  M.D. 


Medicare  Assigriment  accepted  on^  medicare  patients. 
Charging-  only  what  medicare  approves  for  covered 
services. 


South  Charleston 
Across  the  street  from 
Thomas  Memorial  Hospital 
424  Division  Street 


FOR  APPOINTMENTS  CALL 

(304)  768-7371 


Charleston 

CAMC/General  Division 
(ieneral  Medical  Pavilion, 
Suite  too 
415  Morris  Street 
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In  mild  to  moderate  hypertension 

THE  FIRST 
ONCE  DAILY 


a ■ ■ ■ ■ 

■ III 


CALCIUM 

CHANNEL 

BLOCKER 


NEW 

ONCE  DAILY 


D 


* 


240  mg  scored.sustained- release  tablets 


JAMES  B. 

38,  black  male,  heavy  smoker. 
Prescribed  a diuretic  by  an- 
other physician  last  year  for 
hypertension. 

YOUR  CONCERNS 

Presents  with  "smoker's 
cough."  Workup  reveals  a BP 
of  150/107. 

A LOGICAL  CHOICE  FOR 
CONTROL  OF  HIS  BP 

ISOPTIN'  (verapamil 
HCI/Knoll)  because... 

— Black  hypertensives  often 
have  low  plasma  renin  ac- 
tivity and  generally  do  not 
respond  favorably  to  beta 
blockers. 

— Beta  blockers  may 
increase  the  likelihood  of 
bronchospasm. 


THOMAS  G. 

70,  asthmatic.  In  the  past,  BP 
adequately  controlled  with 
25  mg  hydrochlorothiazide 
daily. 

YOUR  CONCERNS 

Today  patient  presents  with 
symptoms  of  gout.  Workup 
reveals  high  uric  acid  level, 
low  serum  potassium,  and  BP 
elevated  to  180/98. 

A LOGICAL  CHOICE  FOR 
CONTROL  OF  HIS  BP 

ISOPTIN*  (verapamil 
HCI/Knoll)  because... 

— Unlike  diuretics,  ISOPTIN 
will  not  decrease  serum  po- 
tassium levels  or  elevate  uric 
acid  levels. 

— Unlike  beta  blockers, 
ISOPTIN  can  be  used  safely  in 
asthma  and  COPD  patients. 


ALICE  W. 

65,  diabetic,  overweight.  Her 
BP  has  elevated  to  190/98. 

YOUR  CONCERNS 

She's  on  daily  insulin. 

A LOGICAL  CHOICE  FOR 
CONTROL  OF  HER  BP 

ISOPTIN®  (verapamil 
HCI/Knoll)  because... 

— Unlike  most  beta  blockers 
and  diuretics,  ISOPTIN  has  no 
adverse  effects  on  serum 
glucose  levels. 

— Unlike  most  beta  blockers, 
ISOPTIN  does  not  mask  the 
symptoms  of  hypoglycemia. 


JOHN  K. 

42,  Annual  physical  uncov- 
ered diastolic  BP  of  102... 
confirmed  on  three  successive 
office  visits.  Unresponsive  to 
nonpharmacologic 
intervention. 

YOUR  CONCERNS 

Salesman,  spends  many  hours 
of  his  working  day  in  car . . . 
total  cholesterol  level  300, 
HDL  35. 

A LOGICAL  CHOICE  FOR 
CONTROL  OF  HIS  BP 

ISOPTIN®  (verapamil 
HCI/Knoll)  because... 

— Unlike  diuretics,  ISOPTIN 
does  not  cause  urinary 
urgency. 

Unlike  either  beta  blockers 
or  diuretics,  ISOPTIN  will  not 
adversely  affect  his  already 
seriously  compromised  lipid 
profile. 

— Unlike  with  propranolol, 
fatigue  and  impotence  are 
rarely  reported. 


Antihypertensive  therapy  you 
and  your  patients  can  live  with 


*A  product  of  Knoll  research. 

© 1986,  BASF  K & F Corporation 
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In  mild  to  moderate  hypertension  Br  et  summary 

THE  FIRST  ONCE  DAILY 
CALCIUM  CHANNEL  BLOCKER 

ISOPTirSR 
(verapamil  HCI/Knoll) 

240  mg  scored,  sustained-release  tablets 

CONTRAINDICATIONS:  1)  Severe  left  ventricular  dysfunction  (see  WARNINGS).  2)  Hypotension 
(less  than  90  mmHg  systolic  pressure)  or  cardiogenic  shock,  3)  Sick  sinus  syndrome  or  2nd  or 
3rd  degree  AV  block  (except  in  patients  with  a functioning  artificial  ventricular  pacemaker), 

WARNINGS:  Heart  Failure:  ISOPTIN  should  be  avoided  in  patients  with  severe  left  ventricular 
dysfunction  (see  DRUG  INTERACTIONS).  Patients  with  milder  ventricular  dysfunction  should,  if 
possible,  be  controlled  before  verapamil  treatment.  Hypotension:  ISOPTIN  (verapamil  HCI)  may 
produce  occasional  symptomatic  hypotension.  Elevated  Liver  Enzymes:  Elevations  of  trans- 
aminases with  and  without  concomitant  elevations  in  alkaline  phosphatase  and  bilirubin  have 
been  reported.  Periodic  monitoring  of  liver  function  in  patients  receiving  verapamil  is  therefore 
prudent.  Accessory  Bypass  Tract  (Wolff-Parkinson-White):  Patients  with  paroxysmal  and/or 
chronic  atrial  flutter  or  atrial  fibrillation  and  a coexisting  accessory  AV  pathway  have  developed 
increased  antegrade  conduction  across  the  accessory  pathway  producing  a very  rapid 
ventricular  response  or  ventricular  fibrillation  after  receiving  intravenous  verapamil.  While  this 
has  not  been  reported  with  oral  verapamil,  it  should  be  considered  a potential  risk.  Treatment  is 
usually  D.C. -cardioversion.  Atrioventricular  Block:  The  effect  of  verapamil  on  AV  conduction  and 
the  SA  node  may  cause  asymptomatic  1st  degree  AV  block  and  transient  bradycardia.  Higher 
degrees  of  AV  block,  while  infrequent  (0.8%),  may  require  a reduction  in  dosage  or,  in  rare 
instances,  discontinuation  of  verapamil  HCI.  Patients  with  Hypertrophic  Cardiomyopathy 
(IHSS):  Although  verapamil  has  been  used  in  the  therapy  of  patients  with  IHSS,  severe 
cardiovascular  decompensation  and  death  have  been  noted  in  this  patient  population. 

PRECAUTIONS:  Impaired  Hepatic  or  Renal  Function:  Verapamil  is  highly  metabolized  by  the 
liver  with  about  70%  of  an  administered  dose  excreted  in  the  urine.  In  patients  with  impaired 
hepatic  or  renal  function  verapamil  should  be  administered  cautiously  and  the  patients 
monitored  for  abnormal  prolongation  of  the  PR  interval  or  other  signs  of  excessive  phar- 
macological effects  (see  OVERDOSAGE). 

Drug  Interactions:  Beta  Blockers:  Concomitant  use  of  ISOPTIN  and  oral  beta-adrenergic 
blocking  agents  may  be  beneficial  in  certain  patients  with  chronic  stable  angina  or  hypertension, 
but  available  information  is  not  sufficient  to  predict  with  confidence  the  effects  of  concurrent 
treatment  in  patients  with  left  ventricular  dysfunction  or  cardiac  conduction  abnormalities. 
Digitalis:  Clinical  use  of  verapamil  in  digitalized  patients  has  shown  the  combination  to  be  well 
tolerated  if  digoxin  doses  are  properly  adjusted.  However,  chronic  verapamil  treatment  increases 
serum  digoxin  levels  by  50  to  75%  during  the  first  week  of  therapy  and  this  can  result  in  digitalis 
toxicity.  Upon  discontinuation  of  ISOPTIN  (verapamil  HCI).  the  patient  should  be  reassessed  to 
avoid  underdigitalization.  Antihypertensive  Agents:  Verapamil  administered  concomitantly  with 
oral  antihypertensive- agents  (e.g.,  vasodilators,  angiotensin-converting  enzyme  inhibitors, 
diuretics,  beta  blockers,  prazosin)  will  usually  have  an  additive  effect  on  lowering  blood 
pressure.  Patients  receiving  these  combinations  should  be  appropriately  monitored.  Dis- 
opyramide:  Disopyramide  should  not  be  administered  within  48  hours  before  or  24  hours  after 
verapamil  administration.  Quinidine:  In  patients  with  hypertrophic  cardiomyopathy  (IHSS), 
concomitant  use  of  verapamil  and  quinidine  resulted  in  significant  hypotension.  There  has  been 
a report  of  increased  quinidine  levels  during  verapamil  therapy.  Nitrates:  The  pharmacologic 
profile  of  verapamil  and  nitrates  as  well  as  clinical  experience  suggest  beneficial  interactions. 
Cimetidine:  Two  clinical  trials  have  shown  a lack  of  significant  verapamil  interaction  with 
cimetidine.  A third  study  showed  cimetidine  reduced  verapamil  clearance  and  increased 
elimination  to  1/2.  Anesthetic  Agents:  Verapamil  may  potentiate  the  activity  of  neuromuscular 
blocking  agents  and  inhalation  anesthetics.  Carbamazepine:  Verapamil  may  increase  car- 
bamazepine  concentrations  during  combined  therapy.  Rifampin:  Therapy  with  rifampin  may 
markedly  reduce  oral  verapamil  bioavailability.  Lithium:  Verapamil  may  lower  lithium  levels  in 
patient  on  chronic  oral  lithium  therapy.  Carcinogenesis,  Mutagenesis,  Impairment  of  Fertility: 
There  was  no  evidence  of  a carcinogenic  potential  of  verapamil  administered  to  rats  for  two 
years.  Verapamil  was  not  mutagenic  in  the  Ames  test.  Studies  in  female  rats  did  not  show 
impaired  fertility.  Effects  on  male  fertility  have  not  been  determined.  Pregnancy  (Category  C): 
There  are  no  adequate  and  well-controlled  studies  in  pregnant  women.  ISOPTIN  crosses  the 
placental  barrier  and  can  be  detected  in  umbilical  vein  blood  at  delivery.  This  drug  should  be 
used  during  pregnancy,  labor,  and  delivery,  only  if  clearly  needed.  Nursing  Mothers:  ISOPTIN  is 
excreted  in  human  milk,  therefore,  nursing  should  be  discontinued  while  verapamil  is 
administered.  Pediatric  Use:  Safety  and  efficacy  of  ISOPTIN  in  children  below  the  age  of  18  years 
have  not  been  established. 

ADVERSE  REACTIONS:  Constipation  8 4%.  dizziness  3.5%,  nausea  2.7%,  hypotension  2.5%, 
edema  2.1%,  headache  1.9%,  CHF/pulmonary  edema  1.8%,  fatigue  1.7%,  bradycardia  1.4%, 
3°  AV  block  0.8%,  flushing  0.1%,  elevated  liver  enzymes  (see  WARNINGS).  The  following 
reactions,  reported  in  less  than  1.0%  of  patients,  occurred  under  conditions  (open  trials, 
marketing  experience)  where  a causal  relationship  is  uncertain:  they  are  mentioned  to  alert  the 
physician  to  a possible  relationship:  angina  pectoris,  arthralgia  and  rash.  AV  block,  blurred 
vision,  cerebrovascular  accident,  chest  pain,  claudication,  confusion,  diarrhea,  dry  mouth, 
dyspnea,  ecchymosis  or  bruising,  equilibrium  disorders,  exanthema,  gastrointestinal  distress, 
gingival  hyperplasia,  gynecomastia,  hair  loss,  hyperkeratosis,  impotence,  increased  urination, 
insomnia,  macules,  muscle  cramps,  myocardial  infarction,  palpitations,  paresthesia,  psychotic 
symptoms,  purpura  (vasculitis),  shakiness,  somnolence,  spotty  menstruation,  sweating, 
syncope,  urticaria.  Treatment  of  Acute  Cardiovascular  Adverse  Reactions:  Whenever  severe 
hypotension  or  complete  AV  block  occur  following  oral  administration  of  verapamil,  the 
appropriate  emergency  measures  should  be  applied  immediately,  e.g.,  intravenously  admin- 
istered isoproterenol  HCI.  levarterenol  bitartrate,  atropine  (all  in  the  usual  doses),  or  calcium 
gluconate  (10%  solution).  If  further  support  is  necessary,  inotropic  agents  (dopamine  or 
dobutamine)  may  be  administered.  Actual  treatment  and  dosage  should  depend  on  the  severity 
and  the  clinical  situation  and  the  judgment  and  experience  of  the  treating  physician. 

OVERDOSAGE:  Treatment  of  overdosage  should  be  supportive.  Beta-adrenergic  stimulation  or 
parenteral  administration  of  calcium  solutions  may  increase  calcium  ion  flux  across  the  slow 
channel,  and  have  been  used  effectively  in  treatment  of  deliberate  overdosage  with  verapamil. 
Clinically  significant  hypotensive  reactions  or  fixed  high  degree  AV  block  should  be  treated  with 
vasopressor  agents  or  cardiac  pacing,  respectively.  Asystole  should  be  handled  by  the  usual 
measures  including  cardiopulmonary  resuscitation. 
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DISCOUNT 

HOLTER 

SCANNING 

SERVICES 

Starting  at  $35.00 


Cardionostic  Holter 
recorder  (cassette) 
available  from  $1,125.00 


Spacelabs  Holter 
recorder  (cassette) 
available  from  $1,275.00 


Smallest  & lightest 
bolters  update 


Fast  service 
(24-48  hrs.)  turnover 


Hook  up  kits 
starting  at  $4.95 

★ 

Special  introductory  offer 
of  three  free  tests 
with  any  purchase  or  lease 
of  the  recorder 

★ 

Cardiologist  over-read 
available  for  $15.00 

If  interested  call 

(301)  870-3626 
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PHYSKIANS.THERE  ARE  TWO  KINDS 
OF  FLEXIBILITY  IN  THE  ARMY  RESERVE 
WE  THINK  YOUU  LIKE. 


One,  time.  We  know  how 
tough  it  is  for  a busy  physician  to 
make  weekend  time  commit- 
ments. So  we  offer  flexible  training 
programs  that  allow  a physician  to 
share  some  time  with  his  or  her 
country.  We  arrange  a schedule  to 
suit  your  requirements. 

Two,  the  opportunity  to 
explore  other  phases  of  medicine, 
to  add  a different  kind  of  knowl- 
edge— the  challenge  of  military 
health  care.  Its  a flexibility  which 
could  prove  to  be  both  stimulating 
and  rewarding,  with  the  opportu- 
nity to  participate  in  a variety  of 
programs  that  can  put  you  in  con- 
tact with  medical  leaders  from  all 
over  the  country. 

See  how  flexible  we  can  be, 
call  our  Army  Medical  Personnel 
Counselor: 


MAJ  Chuck  Schuder 
(412)  644-4432 

ARMY  RESERVE. 
BEALLYOUCANBE. 


CNA  has  been 
helping  physicians  control 
risks  for  years. 


Controlling  risks  is  one  eflfective  way  to  help 
you  and  the  CNA  Insurance  Companies 
contain  the  increasing  cost  of  medical  mal- 
practice insurance.  Together  we  are  making 
a difference  through  the  WVSMA  Loss 
Control  Seminars. 

The  seminars  are  designed  to  help  you 
avoid  claims  by  improving  your  practice. 

We’ll  demonstrate  the  proper  steps  in  handling 
a claim.  You’ll  also  receive  up-to-date  informa- 
tion from  local  physicians,  defense  attorneys 


specializing  in  medical  malpractice  and  CNA 
claims  specialists.  And  you’ll  earn  a 5%  pre- 
mium credit  for  completing  the  seminar. 

Learn  more  about  controlling  risks. 
Contact  the  CNA  program  administrator  today 
McDonough,  Caperton,  Shepherd 
Association  Group 
PO.  Box  3186 
One  Hillcrest  Dr.  E. 

Charleston,  WV  25332 
(304)  346-0611 


The  WVSMA/CNA  Physicians  Protection  Program  is  underwritten  by 
Continental  Casualty  Company,  one  of  the  CNA  Insurance  Companies 


For  All  the  Commitments  You  Make® 


There’s  no  reason  at  all  why  a healthy  respect  for  a dollar  should  condemn  you  to 
owning  a merely  average  car. 

According  to  the  National  Automobile  Dealers  Association,  the  average  retail 
selling  price  of  a new  car  last  year  was  about  $11,925.  For  very  little  more  than  that,  you  can 
have  a new  Saab  900. 

I'he  modest  price  of  a Saab  900  buys  you  a front-wheel  drive  European  sports 
sedan  that’s, protected  by  a 3-year/36,000  mile  limited  factory  warranty  and  fitted  out  with 
air  conditioning,  rack-and-pinion  steering  and  station-wagon-like  cargo  capacity,  along  with  a 
long  list  of  other  comfort  and  engineeiing  features  that  often  aren’t  available  at  all  on  other 
cars  in  this  class. 

Instead  of  settling  for  a depressingly  “average”  car,  come  SAAB 
in  soon  and  see  how  much  more  you  can  get  for  your  money.  n,  m>i^twuiii)-cnt(urymrh>uU. 


OPEN  DAILY  9-9 
SAT.  9-6 


SAAB 


RT.  60 

ST.  ALBANS,  WV 


THE  SAAB  900. 

THE  ONLY  THING  THAT'S  MERELY 
AVERAGE  ABOUT  IT  IS  THE  PRICE. 


TABLETS 


Upjohn 


A Century 
of  Caring 


©1986  The  Upjohn  Company 
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There’s  never  been 
a better  time  for  her. 
and 

PREMARBM* 


Now  the  evidence  looks  better 
than  ever 


Significantly  reduced  risk  of 
endometrial  hyperplasia 

Endometrial  hyperplasia  was  significantly  reduced  when  pro- 
gestin was  added  to  PREMARIN  therapy  for  more  than  ten  days 
a month! The  risk  of  endometrial  hyperplasia  may  also  be 
reduced  through  cyclic  administration  of  unopposed,  low-dose 
PREMARIN. 


Effect  on  lipids — an  important  feature 

PREMARIN  used  alone  does  not  adversely  affect  lipid  levels.  In 
fact,  a clinical  study  has  shown  a significant  increase  in  HDL 
cholesterol — from  49.7  mg/dL  to  56.4  mg/dL — and  decrease  in 
LDL  cholesterol — from  165.1  mg/dL  to  138.1  mg/dL — after  one 
year  of  therapy  with  PREMARIN,  0.625  mg.^ 

Low-dose  control  of  menopausal  symptoms 

PREMARIN  effectively  relieves  vasomotor  symptoms,  such  as 
hot  flashes.  When  estrogen  deficiency  is  limited  to  atrophic 
vaginitis,  PREMARIN®  (conjugated  estrogens)  Vaginal  Cream 
restores  the  vaginal  environment  to  its  premenopausal  state. 


The  most  widely  used,  most  extensively 
studied  estrogen  worldwide. 


PREMARIN’ 

(Conjugated  Estrogens  Tablets) 

Most  trusted  for  more  reasons 


*PREMARIN  is  indicated  for  moderate-to-severe  vasomotor  symptoms. 
Please  see  following  page  for  brief  summary  of  prescribing  information. 


For  moderate-to-severe 
vasomotor  symptoms 


For  atrophic  vaginitis 


PREMARIN® 

(Conjugated  Estrogens  Tablets) 


U.d  mg 


The  appearance  of  these  tablets  is  a trademark  of  Ayerst  Laboratories. 


PREMARIN® 

(Conjugated  Estrogens) 


BRIEF  SUMMARY  (FOR  FULL  PRESCRIBING  INFORMATION  AND  PATIENT  INFORMATION.  SEE  PACKAGE 
CIRCULARS) 

PREMARIN<  Brand  ol  conjugated  estrogens  tablets.  USP 

PREMARIN'  Brand  ol  conjugated  estrogens  Vaginal  Cream  in  a nonllquefying  base 


1 ESTROGENS  HAVE  BEEN  REPORTED  TO  INCREASE  THE  RISK  OF  ENDOMETRIAL  CARCINOMA 

Three  independent  case  control  studies  have  reported  an  increased  risk  of  endometrial  cancer  in 
postmenopausal  women  exposed  to  exogenous  estrogens  for  more  than  one  year  This  risk  was  indepen- 
dent of  the  other  known  risk  factors  for  endometrial  cancer.  These  studies  are  further  supported  by  the 
finding  that  incidence  rates  of  endometrial  cancer  have  increased  sharply  since  1969  in  eight  different  areas 
of  the  United  States  with  population-based  cancer  reporting  systems,  an  increase  which  may  be  related  to 
the  rapidly  expanding  use  of  estrogens  during  the  last  decade  The  three  case  control  studies  reported  that 
the  risk  ol  endometrial  cancer  in  estrogen  users  was  about  4 5 to  13  9 times  greater  than  in  nonusers  The 
risk  appears  to  depend  on  both  duration  of  treatment  and  on  estrogen  dose  In  view  of  these  findings,  when 
estrogens  are  used  lor  the  treatment  of  menopausal  symptoms,  the  lowest  dose  that  will  control  symptoms 
should  be  utilized  and  medication  should  be  discontinueri  as  soon  as  possible  When  prolonged  treatment  is 
medically  indicated,  the  patient  should  be  reassessed  on  at  least  a semiannual  basis  to  determine  the  need 
lor  continued  therapy  Although  the  evidence  must  be  considered  preliminary,  one  study  suggests  that 
cyclic  administration  of  low  doses  of  estrogen  may  carry  less  risk  than  continuous  administration;  it 
therefore  appears  prudent  to  utilize  such  a regimen  Close  clinical  surveillance  of  all  women  taking 
estrogens  is  important  In  all  cases  of  undiagnosed  persistent  or  recurring  abnormal  vaginal  bleeding, 
adequate  diagnostic  measures  should  be  undertaken  to  rule  out  malignancy  There  is  no  evidence  at  present 
that  ‘natural'  estrogens  are  more  or  less  hazardous  than  ‘synthetic’  estrogens  at  equiestrogenic  doses 

2 ESTROGENS  SHOULD  NOT  BE  USED  DURING  PREGNANCY 

The  use  of  female  sex  hormones,  both  estrogens  and  progestogens,  during  early  pregnancy  may  seriously 
damage  the  offspring  It  has  been  shown  that  females  exposed  in  utero  to  diethylstilbestrol.  a non-steroidal 
estrogen,  have  an  increased  risk  of  developing  in  later  life  a form  of  vaginal  or  cervical  cancer  that  is 
ordinarily  extremely  rare  This  risk  has  been  estimated  as  not  greater  than  4 per  1,000  exposures 
Furthermore,  a high  percentage  of  such  exposed  women  (from  30%  to  90%)  have  been  found  to  have 
vaginal  adenosis,  epithelial  changes  of  the  vagina  and  cervix.  Although  these  changes  are  histologically 
benign,  it  is  not  known  whether  they  are  precursors  of  malignancy  Although  similar  data  are  not  available 
with  the  use  ol  other  estrogens,  it  cannot  be  presumed  they  would  not  induce  similar  changes  Several 
reports  suggest  an  association  between  intrauterine  exposure  to  female  sex  hormones  and  congenital 
anomalies,  including  congenital  heart  defects  and  limb  reduction  defects  One  case  control  study  estimated 
a 4 7-fold  increased  risk  of  limb  reduction  delects  in  infants  exposed  in  utero  to  sex  hormones  (oral 
contraceptives,  hormone  withdrawal  tests  for  pregnancy,  or  attempted  treatment  for  threatened  abortion) 
Some  of  these  exposures  were  very  short  and  involved  only  a tew  days  of  treatment  The  data  suggest  that 
the  risk  of  limb  reduction  defects  in  exposed  fetuses  is  somewhat  less  than  1 per  1 ,000  In  the  past,  female 
sex  hormones  have  been  used  during  pregnancy  in  an  attempt  to  treat  threatened  or  habitual  abortion  There 
IS  considerable  evidence  that  estrogens  are  ineffective  tor  these  indications,  and  there  is  no  evidence  from 
well  controlled  studies  that  progestogens  are  effective  for  these  uses  If  PREMARIN  is  used  during 
pregnancy,  or  if  the  patient  becomes  pregnant  while  taking  this  drug,  she  should  be  apprised  of  the  potential 
risks  to  the  fetus,  and  the  advisability  of  pregnancy  continuation 


DESCRIPTION:  PREMARIN  (conjugated  estrogens,  USP)  contains  a mixture  of  estrogens,  obtained  exclusively 
from  natural  sources,  blended  to  represent  the  average  composition  of  material  derived  from  pregnant  mares' 
urine  It  contains  estrone,  equilin,  and  17a-dihydroequilin.  together  with  smaller  amounts  of  17a-estradiol. 
equilenin.and17a-dihydroequilenin  as  salts  oftheirsulfate  esters  Tablets  are  available  in  0 3mg,0  625  mg. 0 9 
mg.  1 25  mg.  and  2 5 mg  strengths  of  conjugated  estrogens.  Cream  is  available  as  0 625  mg  conjugated 
estrogens  per  gram 

jNOICATiONS  AND  USAGE:  PREMARIN  (conjugated  estrogens  tablets,  USP)  Moderate-to-severe  momolor 
symptoms  associated  with  the  menopause  (There  is  no  evidence  that  estrogens  are  effective  tor  nervous 
symptoms  or  depression  without  associated  vasomotor  symptoms  and  they  should  not  be  used  to  treat  such 
conditions ) Dsteoporosis  (abnormally  low  bone  mass).  Atrophic  vaginitis  Kraurosis  vulvae  Female 
castration 

PREMARIN  (conjugated  estrogens)  Vaginal  Cream  is  indicated  m the  treatment  of  atrophic  vaginitis  and 
kraurosis  vulvae.  PREMARIN  HAS  NOT  BEEN  SHOWN  TO  BE  EFFECTIVE  FOR  ANY  PURPOSE  DURING  PREG- 
NANCY AND  ITS  USE  MAY  CAUSE  SEVERE  HARM  TO  THE  FETUS  (SEE  BOXED  WARNING) 

Concomitant  Progestin  Use:  The  lowest  effective  dose  appropriate  for  the  specific  indication  should  be  utilized 
Studies  of  the  addition  of  a progestin  tor  7 or  more  days  of  a cycle  of  estrogen  administration  have  reported  a 
lowered  incidence  of  endometrial  hyperplasia  Morphological  and  biochemical  studies  of  the  endometrium 
suggest  that  10  to  13  days  of  progestin  are  needed  to  provide  maximal  maturation  ol  the  endometrium  and  to 
eliminate  any  hyperplastic  changes  Whether  this  will  provide  protection  from  endometrial  carcinoma  has  not 
been  clearly  established  There  are  possible  additional  risks  which  may  be  associated  with  the  inclusion  of 
progestin  in  estrogen  replacement  regimens  (See  PRECAUTIONS  ) The  choice  of  progestin  and  dosage  may  be 
important,  product  labeling  should  be  reviewed  to  minimize  possible  adverse  effects 
CONTRAINDICATION^  Estrogens  should  not  be  used  in  women  (or  men)  with  any  ol  the  following  conditions  1 
Known  or  suspected  cancer  of  the  breast  except  in  appropriately  selected  patients  being  treated  tor  metastatic 
disease  2 Known  or  suspected  estrogen-dependent  neoplasia  3 Known  or  suspected  pregnancy  (See  Boxed 
Warning)  4 Undiagnosed  abnormal  genital  bleeding.  5 Active  thrombophlebitis  or  thromboembolic  disorders 
6 A past  history  of  thrombophlebitis,  thrombosis,  or  thromboembolic  disorders  associated  with  previous 
estrogen  use  (except  when  used  in  treatment  of  breast  or  prostatic  malignancy). 

WARNINGS:  Long-term  continuous  administration  of  natural  and  synthetic  estrogens  in  cenain  aniirral  species 
increases  the  frequency  of  carcinomas  of  the  breast,  cervix,  vagina,  and  liver  There  are  now  reports  that 
estrogens  increase  the  risk  of  carcinoma  of  the  endometrium  in  humans  (See  Boxed  Warning  .)  At  the  present 
time  there  is  no  satisfactory  evioence  that  estrogens  given  to  postmenopausal  women  increase  the  risk  or  cancer 
of  the  breast,  although  a recent  study  has  raised  this  possibility  There  is  a neeo  for  caution  in  prescribing 
estrogens  for  women  with  a strong  family  history  of  breast  cancer  or  who  have  breast  nodules,  fibrocystic 
disease,  or  abnormal  mammograms  A recent  study  has  reported  a 2-  to  3-told  increase  in  the  risk  of  surgically 
confirmed  gallbladder  disease  in  women  receiving  postmenopausal  estrogens 

Adverse  effects  of  oral  contraceptives  may  be  expected  at  the  larger  doses  of  estrogen  used  to  treat  prostatic  or 
breast  cancer  or  postpartum  breast  engorgement;  it  has  been  shown  that  there  is  an  increased  risk  of  thrombosis 
in  men  receiving  estrogens  tor  prostatic  cancer  and  women  tor  postpartum  breast  engorgement  Users  of  oral 
contraceptives  have  an  increased  risk  of  diseases,  such  as  thrombophlebitis,  pulmonary  embolism,  stroke,  and 
myocardial  infarction  Cases  of  retinal  thrombosis,  mesenteric  thrombosis,  and  optic  neuritis  have  been  reported 
In  oral  contraceptive  users  An  increased  risk  ol  postsurgery  thromboembolic  complications  has  also  been 
reported  in  users  of  oral  contraceptives  It  feasible,  estrogen  should  be  discontinueri  at  least  4 weeks  before 
surgery  of  the  type  associated  with  an  increased  risk  of  thromboembolism,  or  during  periods  of  prolonged 
immobilization  Estrogens  should  not  be  used  in  persons  with  active  thrombophlebitis,  thromboembolic  disor- 
ders. or  in  persons  with  a history  of  such  disorders  in  association  with  estrogen  use  They  should  be  used  with 


caution  in  patients  with  cerebral  vascular  or  coronary  artery  disease.  Large  doses  (5  mg  conjugated  estrogens 
per  day),  comparable  to  those  used  to  treat  cancer  of  the  prostate  and  breast,  have  been  shown  to  Increase  the 
risk  of  nonfatal  myocardial  infarction,  pulmonary  embolism  and  thrombophlebitis  When  doses  of  this  size  are 
used,  any  of  the  thromboembolic  and  thrombotic  adverse  effects  should  be  considered  a clear  risk 
Benign  hepatic  adenomas  should  be  considered  in  estrogen  users  having  abdominal  pain  and  tenderness, 
abdominal  mass,  or  hypovolemic  shock  Hepatocellular  carcinoma  has  been  reported  in  women  taking  estrogen- 
containing  oral  contraceptives  Increased  blood  pressure  may  occur  with  use  of  estrogens  in  the  menopause  and 
blood  pressure  should  be  monitored  with  estrogen  use  A worsening  of  glucose  tolerance  has  been  observed  in 
patients  on  estrogen-containing  oral  contraceptives.  For  this  reason,  diabetic  patients  should  be  carefully 
observed  Estrogens  may  lead  to  severe  hypercalcemia  in  patients  with  breast  cancer  and  bone  metastases 
PRECAUTIDNS:  Physical  examination  and  a complete  medical  and  family  history  should  be  taken  prior  to  the 
initiation  of  any  estrogen  therapy  with  special  reference  to  blood  pressure,  breasts,  abdomen,  and  pelvic  organs, 
and  should  include  a Papanicolaou  smear  As  a general  rule,  estrogen  should  not  be  prescribed  for  longer  than 
one  year  without  another  physical  examination  being  performed  Conditions  influenced  by  fluid  retention  such  as 
asthma,  epilepsy,  migraine,  and  cardiac  or  renal  dysfunction,  require  careful  observation.  Certain  patients  may 
develop  manifestations  of  excessive  estrogenic  stimulation,  such  as  abnormal  or  excessive  uterine  bleeding, 
mastodynia,  etc.  Prolonged  administration  of  unopposed  estrogen  therapy  has  been  reported  to  increase  the  risk 
of  endometrial  hyperplasia  in  some  patients  Oral  contraceptives  appear  to  be  associated  with  an  increased 
incidence  of  mental  depression.  Patients  with  a history  of  depression  should  be  carefully  observed.  Preexisting 
uterine  leiomyomata  may  increase  in  size  during  estrogen  use  The  pathologist  should  be  advised  of  estrogen 
therapy  when  relevant  specimens  are  submitted  It  jaundice  develops  m any  patient  receiving  estrogen,  the 
medication  should  be  discontinued  while  the  cause  is  investigated  Estrogens  should  be  used  with  care  in  patients 
with  impaired  liver  function,  renal  insufficiency,  metabolic  bone  diseases  associated  with  hypercalcemia,  or  in 
young  patients  in  whom  bone  growth  is  not  complete  If  concomitant  progestin  therapy  is  used,  potential  risks 
may  include  adverse  effects  on  carbohydrate  and  lipid  metabolism 
The  following  changes  may  be  expected  with  larger  doses  of  estrogen: 
a Increased  sultobromophthalein  retention 

b Increased  prothrombin  and  factors  VII.  VIII,  IX.  and  X.  decreased  antithrombin  3;  increased  nor- 
epinephrine-induced  platelet  aggregability 

c Increased  thyroid  binding  globulin  (TBG)  leading  to  increased  circulating  total  thyroid  hormone,  as 
measured  by  PBI,  T4  by  column,  or  T4  by  radioimmunoassay  Free  T3  resin  uptake  is  decreased,  reflecting  the 
elevated  TBG.  free  T4  concentration  is  unaltered 
d Impaired  glucose  tolerance 
e Decreased  pregnanediol  excretion 
t Reduced  response  to  metyrapone  test 
g Reduced  serum  folate  concentration 

h Increased  serum  triglyceride  and  phospholipid  concentration  As  a general  principle,  the  administration  ol 
any  drug  to  nursing  mothers  should  be  done  only  when  clearly  necessary  since  many  drugs  are  excreted  in  human 
milk 

ADVERSE  REACTIONS:  The  following  have  been  reported  with  estrogenic  therapy,  including  oral  contraceptives 
breakthrough  bleeding,  spotting,  change  in  menstrual  flow,  dysmenorrhea;  premenstrual-like  syndrome; 
amenorrhea  during  and  after  treatment;  increase  in  size  of  uterine  tibromyomata.  vaginal  candidiasis,  change  in 
cervical  erosion  and  in  degree  of  cervical  secretion;  cystitis-like  syndrome;  tenderness,  enlargement,  secretion 
(of  breasts),  nausea,  vomiting,  abdominal  cramps,  bloating,  cholestatic  jaundice;  chloasma  or  melasma  which 
may  persist  when  drug  is  discontinued,  erythema  multiforme;  erythema  nodosum;  hemorrhagic  eruption;  loss  of 
scalp  hair,  hirsutism,  steepening  of  corneal  curvature;  intolerance  to  contact  lenses;  headache,  migraine, 
dizziness,  mental  depression,  chorea;  increase  or  decrease  in  weight;  reduced  carbohydrate  tolerance;  aggrava- 
tion of  porphyria,  edema,  changes  in  libido 

ACUTE  OVERDOSAGE:  May  cause  nausea,  and  withdrawal  bleeding  may  occur  in  females 

DOSAGE  AND  ADMINISTRATION: 

PREMARIN'  Brand  ol  conjugated  estrogens  tablets.  USP 

1 Given  cyclically  lor  short-term  use  only.  For  treatment  of  moderate  to  severe  vasomotor  symptoms,  atrophic 
vaginitis,  or  kraurosis  vulvae  associated  with  the  menopause  (0.3  to  1 25  mg  or  more  daily)  The  lowest  dose  that 
will  control  symptoms  should  be  chosen  and  medication  should  be  discontinued  as  promptly  as  possible 
Administration  should  be  cyclic  (eg.  three  weeks  on  and  one  week  off)  Attempts  to  discontinue  or  taper 
medication  should  be  made  at  three-  to  six-month  intervals. 

2 Given  cyclically:  Female  castration  Osteoporosis  Female  castration— 1,25  mg  daily,  cyclically  Adjust 
upward  or  downward  according  to  response  of  the  patient  For  maintenance,  adjust  dosage  to  lowest  level  that 
will  provide  effective  control  Osteoporosis  —0  625  mg  daily.  Administration  should  be  cyclic  (eg,  three  weeks 
on  and  one  week  oti) 

Patients  with  an  intact  uterus  should  be  monitored  for  signs  of  endometrial  cancer  and  appropriate  measures 
taken  to  rule  out  malignancy  in  the  event  of  persistent  or  recurring  abnormal  vaginal  bleeding 

PREMARIN'  Brand  of  conjugated  eslrog^ens  Vaginal  Cream 

Given  cyclically  lor  short-term  use  only  For  treatment  ol  atrophic  vaginitis  or  kraurosis  vulvae 
The  lowest  dose  that  will  control  symptoms  should  be  chosen  and  medication  should  be  discontinued  as 
promptly  as  possible 

Administration  should  be  cyclic  (eg,  three  weeks  on  and  one  week  off). 

Attempts  to  discontinue  or  taper  medication  should  be  made  at  three-to-six  month  intervals 
Usual  dosage  range  2 to  4 g daily,  intravaginally.  depending  on  the  severity  of  the  condition 
Treated  patients  with  an  intact  uterus  should  be  monitored  closely  for  signs  of  endometrial  cancer  and 
appropriate  diagnostic  measures  should  be  taken  to  rule  out  malignancy  in  the  event  of  persistent  or  recurring 
abnormal  vaginal  bleeding 
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Mucormycosis  is  an  infection 
caused  by  a fungus  of  the  class 
Phycomycetes.  Most  commonly,  it 
is  seen  in  immunosuppressed  patients 
and  is  rapidly  fatal  if  not  promptly 
diagnosed  and  treated.  The  dis- 
tinguishing feature  of  intracranial 
involvement  as  reported  in  the 
literature  is  vascular  invasion  with 
thrombosis  of  the  proximal  portion 
of  a major  intracranial  artery  with 
subsequent  infarction. 

We  report  a case  of  atypical 
intracerebral  mucormycosis  with 
multifocal  abscesses  with  no  evidence 
of  proximal  vascular  involvement. 
Computed  tomographic  findings 
resemble  a leukoencephalopathy. 

A review  of  the  literature  for  this 
atypical  presentation  of  intracerebral 
mucormycosis  is  also  presented. 

■jVT  ucormycotic  infections  are  per- 
haps  the  most  acutely  fatal 
fungal  disease  of  the  central  nervous 
system.*  These  organisms  are 
ubiquitous  and  normally  saprophytic 
in  man,  rarely  producing  severe 
disease  except  in  those  with  sup- 
pressed immune  surveillance.^'^ 
Conditions  that  commonly  predispose 
to  infection  include  diabetic 
ketoacidosis,  leukemia,  lymphoma, 
severe  burns  and  long-term  treatment 
with  steroids.^  Four  forms  of  the 
disease  exist  — pulmonary, 
intracerebral,  gastrointestinal  and 


disseminated,  with  the  intracerebral 
type  being  most  common.' 
Intracranial  infection  can  arise 
either  by  embolism  or  by  local 
invasion  from  the  nose  or  orbit. 
Meningeal  spread  has  also  been 
reported.^  Obvious  signs  and 
symptoms  involving  the  nose,  sinuses 
and  orbit  precede  cerebral  involve- 
ment in  nearly  every  case.^  We 
report  a case  of  atypical  intracerebral 
mucormycosis  with  multifocal 
abscesses,  and  review  the  literature 
for  this  atypical  presentation. 

Case  Report 

A nine-year-old,  white  female  was 
admitted  to  our  hospital  following 
failure  of  reinduction  for  acute 
non-lymphocytic  leukemia.  Her 
course  of  therapy  included  whole 


brain  irradiation  and  intrathecal  and 
intravenous  chemotherapy.  Her 
clinical  course  was  complicated  by 
recurrent  episodes  of  pancytopenia, 
recurrent  fevers  with  no  known  cause, 
and  severe  epistaxis,  attributed  to 
nasal  telangiectasias.  During  her 
final  admission,  she  developed 
bilateral  lower  lobe  pneumonia.  A 
head  CT  was  performed  following 
mental  status  change  which  showed 
multifocal  areas  of  decreased  attenu- 
ation predominantly  in  the  white 
matter  and,  to  a lesser  extent,  in  the 
gray  matter  of  the  right  occipito- 
parietal and  left  periventricular 
regions,  including  the  left  basal 
ganglia  with  little  or  no  mass  effect 
( Figure  la.h  I . The  patient  expired  a 
few  days  later,  and  an  autopsy 
revealed  multiple  large,  necrotic 
lesions  involving  gray  and  white 
matter,  including  deep  ganglionic 
structures  ( Figure  2a,b  ) . The 
major  vessels  at  the  base  of  the 
lirain  were  normal  and  thrombi-free. 


Figure  la  (left):  CT  scan  through  the  basal  ganglia  region  shows  large  hypodense  lesion  in  the 
left  internal  capsule  and  thalamus  (<=!>)  and  smaller  lesion  of  the  right  occipital  lobe  white  matter 
( [^ ).  There  is  no  mass  effect,  and  only  a thin  rim  of  enhancement  is  observed  (C^).  Figure  lb 
(right):  CT  scan  at  the  level  of  the  centrum  ovale  shows  two  discrete  hypodense  lesions  in  the  sub- 
cortical white  matter  (i=f>). 
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The  frontal  lobes  and  cranial 
nerves  appeared  unremarkable. 
Histologically,  broad-branched 
nonseptate  hyphae  were  found  in- 
volving small  vessels  throughout  the 
necrotic  areas,  their  appearance  con- 
sistent with  mucormycosis.  Extensive 
multifocal,  mixed  floral  abscesses 
were  found  throughout  the  body;  how- 
ever, no  evidence  for  extracerebral 
mucormycosis  was  appreciated. 

Discussion 

The  radiographic  findings  of 
mucormycosis  were  first  described 
by  Green  et  al.^  in  1967,  who  noted 
three  typical  signs:  ( 1 ) spotty 
destruction  of  the  bony  walls  of  the 
sinus,  f 2 ) absence  of  air  fluid  levels, 
and  ( 3 ) nodular  thickening  of  sinus 
linings.  Centero  et  al.,*®  in  1981, 
described  several  CT  characteristics 
of  rhinocerebral  mucormycosis.  CT 
demonstrated  involvement  of  multiple 
sinuses,  predominantly  unilateral, 
clearly  showing  that  none  of  the 
involved  sinuses  contained  fluid. 
Orbital  involvement  is  demonstrated 
by  lateral  displacement  and  thickening 
of  the  medial  rectus  and  optic  nerve 
with  marginal  indistinctness  of  the 
optic  nerve  near  the  orbital  apex. 

Mild  proptosis  is  also  a common 


feature.  Non-specific  CT  findings  of 
infarction,  hemorrhage  and  cerebritis 
are  seen  with  intracranial  involve- 
ment.Fascial  plane  obliteration 
of  the  parapharyngeal  spaces  in 
addition  to  bony  erosion  associated 
with  a soft  tissue  mass  mimicking 
malignancy  has  also  been  described. 
Kilpatrick,  Trees  and  King^^  report 
CT  demonstration  on  non-enhance- 
ment of  the  superior  ophthalmic  vein 
and  ophthalmic  artery  to  be  specific 
to  this  disease. 

Meyer  et  al.,*'*  in  1972,  described 
a second  form  of  intracerebral 
mucormycosis  in  patients  with 
leukemia  and  lymphoma.  This  type 
consisted  of  multifocal  abscesses  and 
associated  infarcts,  and  is  usually 
seen  as  a component  of  disseminated 
disease.  Embolism  from  a primary 
source  elsewhere  in  the  body  is  the 
presumed  mode  of  spread. 

As  reported  in  the  literature,  the 
most  striking  characteristic  of 
intracerebral  mucormycosis  is  its 
propensity  for  vascular  invasion 
with  subesequent  thrombosis  and 
infarctions^’*'  *^’*^  regardless  of 
the  mode  of  spread.  We  believe  a 
third  form  of  infection  exists,  that 
being  one  of  focal  cerebral  abscesses 


without  evidence  of  proximal 
vascular  invasion  or  infarction. 

Only  10  reported  cases  in  the 
literature  fall  into  this  last  category 
of  infarction.  Straatsma  et  al.,'®  in 
a review  of  51  cases  of  phycomycosis 
on  file  at  the  Armed  Forces  Institute 
of  Pathology,  reported  two  unusual 
cases  of  isolated  cerebral 
phycomycotic  abscesses.  The  first 
case  was  a 30-year-old  female  who 
died  10  days  following  craniotomy 
for  an  inoperable  astrocytoma. 
Autopsy  revealed  multiple  abscesses 
within  the  tumor.  No  other  site  of 
infection  was  found.  A second  case 
was  a 47-year-old  female  whose  past 
medical  history  was  remarkable  only 
for  hypertension.  She  died  after 
rapid  neurological  deterioration.  An 
autopsy  showed  multiple  abscesses 
of  the  right  basal  ganglia  and  internal 
capsule.  No  disease  was  found 
elsewhere. 

Of  the  nine  reported  cases  ( Table ) , 
six  occurred  in  the  apparent  absence 
of  phycomycosis  elsewhere.  Two  of 
the  six  had  acute  myelogenous 
leukemia  and  two  were  heroin 
addicts.*’*^  Addiction  to  heroin  was 
also  present  in  a patient  with  dis- 
seminated infection. Septic 
embolization  was  the  presumed  mode 
of  spread  of  infection  in  the  three 
heroin  addiets.  Intracerebral  abscess 
with  disseminated  disease  was  also 
seen  in  one  patient  each  with  diabetic 
ketoacidosis^  and  acute  lymphocytic 
leukemia.’"*  The  lungs  were  involved 
in  all  three  cases  of  widespread 
infection,  and  the  kidneys  in  two.  A 
third  case  reported  by  Straatsma 
et  al.’®  was  in  a patient  with  chronic 
renal  failure  and  disseminated 
cryptococcal  infection  who,  on 
autopsy,  was  found  to  have 
intracerebral  mucormycotic 
abscess. 

An  interesting  observation  among 
the  nine  reported  cases  where  the 
site  of  involvement  was  specified  is 
the  inexplicable  predilection  for  deep 
gray  matter  involvement,  as  six  cases 
demonstrated  basal  ganglia  or 
hypothalmic  abscess.  A possible 
factor  is  that  the  vessels  supplying 


Figure  2a  (left):  Horizontal  section  with  multiple  large  necrotic  lesions  involving  cortical  grey 
matter,  white  matter,  and  ganglionic  structures.  Figure  2b  (right):  Horizontal  section  with  multi- 
ple necrotic  lesions.  In  some  areas,  a hyperemic  border  is  evident. 
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these  areas  are  end-arterioles,  and 
are  more  prone  to  septic  emboli. 

Regarding  the  present  case,  it  is 
likely  that  intracerebral  infection  was 
due  to  hematogenous  spread  from 
elsewhere  in  the  body.  Septicemia 
has  been  reported  following  nasal 
packing  for  epistaxis,^*  a recurrent 
problem  in  this  patient.  The  spread 
of  infection  is  similar  to  toxic  shock 
syndrome  caused  by  staphylococcal 
septicemia  from  vaginal  tampons. 

We  postulate  this  as  a possible 
mechanism  in  this  case.  Other  pos- 
sibilities include  spread  from  a 
pulmonary  site  which  was  not  de- 
tected by  histological  technique,  or, 
less  likely,  from  contaminated  injected 
blood  products  or  medicine,  similar 
to  infection  seen  with  intravenous 
drug  abusers. 

This  is  the  first  report  of  the 
computed  tomographic  appearance 
for  atypical  intracerebral  mucormy- 


cosis. Despite  the  presence  of  two 
large  abscesses,  the  CT  appearance 
resembled  more  of  a leukoen- 
cephalopathy,  with  the  only  dis- 
tinguishing feature  being  a thin 
rim  of  enhancement.  With  both 
mucormycosis  and  progressive 
multifocal  leukoencephalophathy 
both  occurring  in  relatively  the  same 
patient  population,  one  must  con- 
sider both  in  the  differential 
diagnosis  with  CT  demonstration 
of  areas  of  low  attenuation  in  white 
or  gray  matter  with  little  or  no 
mass  effect.  The  presence  of  absence 
of  an  enhancing  rim  in  combination 
with  the  clinical  history  are  helpful 
in  making  the  correct  diagnosis. 
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Pathological 

Findings 
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pregnancy 

lungs 
kidneys 
left  orbit 

left  frontal 
cortical  infarct 
with  local  fungal 
invasion;  major 
vessels  thrombi 
free 
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Straatsma  et  al.i6 

30 

astrocytoma 

no 

tumor  infected  by 
mucormycosis 
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Straatsma  et  al.^*’ 
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hypertension 

no 

right  basal 
ganglia  abscess 
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Straatsma  et  al.i6 

65 

Chronic  renal 
failure 
disseminated 
cryptococcus 

no 

focal  abscess; 
specified  site 
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Hameroff  et  al.i 
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herion 

addiction 

no 
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leptomengitis 
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Meyer  et  al.lO 
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A case  of  chain  saw  injury  to  the 
larynx  is  presented.  Immediate  as- 
sessment, prompt  exploration  and 
repair  of  damaged  laryngeal  structure 
successfully  restored  airway  and 
voice  functions. 


T aryngeal  trauma  from  various 
" causes  is  relatively  rare,  but  its 
subsequent  airway  and  voice  prob- 
lems are  frequent.*  Trauma  to  the 
larynx  can  either  be  blunt  or  pene- 
trating and  is  usually  associated  with 
other  bodily  injuries.  Most  blunt 
laryngeal  injuries  are  due  to  motor 
vehicular  accidents.  Provision  of  an 
airway,  exploration  and  repair  of 
damaged  laryngeal  mucosa  and 
cartilage,  and  intralaryngeal  stenting 
are  the  tenets  of  laryngeal  trauma 
management.^ 


Case  Presentation 

A 56-year-old  white,  male  patient 
was  transferred  to  Charleston  Area 
Medical  Center,  Memorial  Division, 
for  a self-inflicted  chain  saw  injury 
to  the  anterior  neck  that  occurred 


Figure  1.  Avulsed  cervical  skin  and 
transected  larynx  with  an  indwelling 
endotracheal  tube. 


To  The  Larynx 

12  hours  before.  Examination 
revealed  a transversely  transected 
thyroid  laminae  with  an  indwelling 
translaryngeal  endotracheal  tube 
through  the  avulsed  cervical  skin 
( Figure  1 1.  Further  assessment  did 
not  show  any  other  vascular  or 
cervical  spine  injuries.  The  patient 
was  immediately  taken  to  the  operat- 
ing room  for  exploration  and  repair. 

Technique 

Under  endotracheal  general 
anesthesia,  a tracheostomy  was 
performed,  and  an  endotracheal  tube 
was  inserted  into  the  fenestrated 
second  tracheal  ring  after  removal 
of  the  indwelling  endotracheal  tube. 
After  sterile  preparation  and  draping, 
the  neck  wound  was  explored  and 
debrided.  The  thyroid  cartilage  had 
been  transected  transversely  by  the 
chain  saw  just  above  the  vocal  cords 
and  anterior  to  the  arytenoids.  The 
laryngeal  or  pharyngeal  mucosa  was 
not  damaged.  The  transected  larynx 
was  repaired  in  layers:  mucosa  to 
musosa,  and  cartilage  to  cartilage 
( Figure  2 ) . A stent  was  not  used 
since  the  laryngeal  mucosa  was  intact 
and  the  laryngeal  cartilage  was  non- 
displaced.  A rotation  cervical  skin 
flap  was  used  to  cover  the  avulsed 
anterior  neck  skin  ( Figure  3 ) . 

Postoperative  Course,  Results 

The  patient  did  well  postoper- 
atively.  Intravenous  broad  spectrum 
antibiotics  were  given  for  72  hours. 
The  tracheostomy  tube  was  changed 
daily.  He  was  decannulated  seven 
days  postoperatively  with  successful 
restoration  of  airway  and  voice.  He 
was  transferred  to  Behavioral  Medi- 
cine for  further  evaluation  and 
management  and  had  done  well 
postsurgically  after  a nine-year 
followup  (Figure  4 I. 

Discussion 

Laryngeal  trauma  is  uncommon. 
Gussak  et  al.^  reported  12  laryn- 
gotracheal injuries  out  of  35,000 
emergency  cases  at  the  University  of 


Flgrure  Z.  Postrepair  of  larynx  and 
soft  tissue  of  neck. 

South  Alabama  Medical  Center  over 
a five-year  period.  Over  the  same 
period,  109  penetrating  neck  wounds 
were  treated  without  laryngotracheal 
involvement.  There  are  multiple 
reasons  for  such  a low  occurrence. 

A significant  number  of  patients 
asphyxiate  before  any  treatment  can 
be  rendered.^  Some  laryngeal  injuries 
are  undetected  due  to  other  as- 
sociated trauma,  i.e.,  brain,  chest, 
abdomen,  extremities,  etc.  The 
larynx  is  also  protected  by  the 
mandible  above,  the  sternum  below, 
and  the  sternocleidomastoid  muscles 
on  the  sides.  Thus,  with  the  head  in 
a flexed  position,  the  larynx  is  com- 
pletely shielded.  Car  accidents  in- 
volving injury  to  the  larynx  usually 
happen  to  front-seat  passengers  with 
unfastened  seatbelts  or  without 
shoulder  belts,  whose  extended  necks 
are  thrust  against  the  steering  wheel 
or  dashboard.  This  extended  neck 
position  fixes  the  larynx  akin  to  an 
anvil. ^ Therefore,  such  a blunt  injury 
to  the  larynx  may  also  be  accom- 
panied by  an  esophageal  rupture  or 
a cervical  vertebral  fracture. 

Laryngeal  trauma  management 
entails  a thorough  head  and  neck 
examination  and  use  of  ancillary 
procedures  such  as  lateral  x-ray  of 
the  neck  or  CT  scanning^  and 
fibroptic  endoscopy  to  determine  the 
degree  of  laryngeal  mucosa  and 
cartilage  disruption  and  other  related 
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Figure  3.  Rotation  skin  flap  repair  of 
avulsed  cervical  skin. 


Figure  4.  Anterior  neck  with  minimal 
scars  nine  years  later. 


injuries.  The  presence  of  sub- 
cutaneous emphysema  in  the  neck 
points  to  laryngotracheal  or 
esophageal  disruption.  Establish- 
ment of  an  airway  is  paramount 
and  should  be  done  either  by  careful 
orotracheal  intubation^  or  a 
tracheostomy,®  dependent  on  the 
severity  of  the  neck  injury.  A 
cricothyroidotomy  should  be  avoided, 
for  it  may  result  in  more  damage 
to  the  larynx. 

An  effective  laryngeal  trauma 
management  requires  early  recogni- 
tion, thorough  assessment,  prompt 
exploration  and  repair  while  sparing 
those  with  minimal  mucosal  and 
cartilage  tear,  and  awareness  of 
other  associated  injuries. 
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Endoscopic  laser  treatment  was 
used  to  control  bleeding  or  relieve 
obstruction  in  30  patients  with 
gastrointestinal  disorders  over  a 
22-month  period  at  the  W est  V irginia 
University  Medical  Center.  Success- 
ful treatment  was  possible  in  the 
majority  of  patients,  with  low 
morbidity  and  no  mortality. 

/^ver  the  last  10  years  major 

advances  in  the  field  of  fiberoptic 
endoscopy  have  placed  the  gastroin- 
testinal endoscopists  in  close  proxi- 
mity to  a variety  of  lesions  in  the 
upper  and  lower  gastrointestinal 
tracts.  A natural  extension  of  that 
was  the  ability  of  the  endoscopist 
to  deliver  treatment  through  the 
endoscope.  One  of  the  earliest 
applications  of  that  concept  was 
endoscopic  polypectomy,  and  later, 
the  use  of  a variety  of  heating 
methods  to  stop  gastrointestinal 
bleeding. 

The  acronym  “laser”  stands  for 
light  amplification  by  stimulated 
emission  of  radiation.*  This 
phenomenon  results  from  applying 
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energy  to  a lasing  element,  i.e.. 
Neodymium,  Argon  or  C02,  leading 
to  the  production  of  photoenergy. 

In  endoscopic  procedures  this  energy 
is  carried  by  a quartz  fiber  which  is 
introduced  via  a channel  in  the 
fibroscope  to  deliver  energy  to  the 
desired  area.  I.,ocal  laser  tissue 
interaction  will  lead  to  heat  produc- 
tion and  coagulation  or  ablation  of 
lesions.  Since  the  early  1970s,  many 
investigators  in  Europe,  and  later  in 
the  United  States,  have  used 
endoscopic  laser  treatment  to  control 
bleeding.^  More  recently,  laser  treat- 
ment has  been  used  to  ablate  tumors 
in  the  gastrointestinal  tract.®  Cur- 
rently, most  major  medical  centers 
in  the  United  States  have  a laser 
unit  that  is  used  for  the  treatment 
of  a variety  of  lesions  in  the 
gastrointestinal  tract. 

The  use  of  endoscopic  Nd:YAG 
laser  treatment  for  the  management 
of  GI  disorders  was  begun  at  WVU 
in  November,  1984.  Since  that  time, 
.SO  patients  from  West  Virginia  and 
surrounding  states  have  received 
laser  treatment.  This  report  describes 
the  indications  and  results  of  laser 
treatment  at  WVU  Medical  Center 
between  November,  1984,  and 
September,  1986. 

(Continued  on  Next  Page) 


Endoscopic  Laser  Treatment 
Of  Gastrointestinal  Lesions 
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Gastrointestinal  Cancer 

Seventeen  patients  with  gastroin- 
testinal cancer  were  treated  ( Table 
1 I.  Twelve  patients  had  esophageal 
cancer;  eleven  of  these  were  treated 
to  relieve  obstruction,  and  one  to 
control  bleeding.  An  adequate  lumen 
allowing  the  passage  of  a 12.6-nim 
endoscope  was  accomplished  in  10 
of  these  patients.  This  was  associated 
with  improvement  in  dysphagia  in  all. 
Bleeding  was  only  partially  controlled 
in  one  patient  with  a cancer  of  the 
gastric  cardia  extending  into  the 
distal  esophagus.  Technical  diffi- 
culties prevented  adequate  coagula- 
tion of  the  gastric  aspect  of  the  tumor. 
Endoscopic  and  bougie  dilatation 
was  used  in  six  patients.  Complica- 
tions occurred  in  one  patient.  This 
|>atient  had  9,5-per  cent  obstruction 
of  the  esophagus  and  suffered  a 
perforation  during  the  passage  of  a 
Puestow  dilator.  He  was  managed 


TABLE  1, 

Patients  With  Gastrointestinal 
Cancer  Treated  With  Laser 


Lesion 

Number 
of  patients 

Esophageal 

12 

Gastric 

2 

Duodenal 

1 

Rectocolonic 

2* 

Total 

17 

"one  patient  had  a 

villous  adenoma 

TABLE  2. 

Patients  With  Gastrointestinal 
Bleeding  Treated  With  Laser.*  Some 
patients  had  AVMs  in  more  than  one 
site. 

Lesion 

Number 
of  patients 

Dieulafoy’s  lesion 

1 

Gastroduodenal  AVMs 

10 

Small-bowel  AVMs 

2 

Colonic  AVMs 

5 

Radiation  colitis 

4 

Post  polypectomy 

1 

Esophagitis 

1 

Total* 

24 

conservatively  with  antibiotics  and 
a gastrostomy.  He  died  later  as  a 
result  of  his  cancer. 

Two  patients  with  gastric  cancer 
underwent  laser  treatment  to  relieve 
outlet  obstruction.  One  patient  was 
far  advanced  and  died  despite 
obtaining  an  adequate  lumen  to  pass 
the  feeding  tube  into  the  duodenum. 
The  second  patient  had  an 
esophagojej  unostomy  which  w as 
obstructed  with  recurrent  tumor  at 
the  site  of  the  anastomosis.  After 
laser  treatment,  adequate  lumen  was 
obtained,  allowing  the  ingestion  of 
a full  liquid  diet.  One  patient  had 
transient  hypotension  during  laser 
firing.  This  was  eontrolled  with  local 
lidocaine  injection  and  was  probably 
due  to  a vasovagal  reaction. 

One  patient  with  an  inoperable 
duodenal  cancer  was  referred 
because  of  bleeding  requiring 
transfusion  on  a weekly  basis.  The 
tumor  was  coagulated  with  a signifi- 
cant decrease  in  his  transfusion 
requirement. 

Two  patients  with  rectocolonic 
tumors  were  treated.  The  first 
patient  was  bleeding  from  a large 
villous  adenoma.  The  adenoma  was 
ablated.  The  second  patient  had  a 
recurrent  rectal  cancer  obstructing 
the  lumen,  w Inch  caused  daily  rectal 
bleeding.  Both  manifestations 
improved  after  treatment. 

Gastrointestinal  Bleeding 

Twelve  patients  with  gastroin- 
testinal bleeding  were  treated 
( Table  2 I.  Arteriovenous  malfor- 
mations ( AVjVIs  ) were  the  most 
common  cause.  Associated  diseases 
are  listed  in  Table  3.  Three  patients 
were  on  anticoagulants.  Bleeding 
was  controlled  in  eight  patients  with 
AVMs  using  laser  photocoagulation 
alone,  and  in  one  patient  with 
combined  intraoperative  laser  treat- 
ment of  small-bowel  AVMs  and 
surgical  resection.  One  patient 
continued  to  bleed  from  small-bow'el 
AVMs.  In  one  patient,  bleeding  was 
from  the  proximal  jejunum,  which 
was  beyond  the  reach  of  the 
endoscope. 


TABLE  3. 

Associated  Diseases  in  Patients  With 
Gastrointestinal  Bleeding  Treated 
With  Laser.  Some  patients  had  more 
than  one  disease. 


Disease 

Number 
of  patients 

Prosthetic  cardiac  valves 

3 

Chronic  renal  failiure 

4 

Anticoagulation 

3 

Cirrhosis 

1 

Congestive  heart  failure 

7 

Preleukemia 

1 

TABLE  4. 

Complication  of  Laser  Treatment 
at  WVU  Medical  Center  Over  a 
22-Month  Period. 

Complications 

Number 
of  patients 

Esophageal  perforation 

1 

Post-treatment  bleeding 

None 

Transient  hypotension 
during  treatment 

1 

Total 

2 

Four  patients  with  radiation 
colitis  were  treated  and,  except  for 
one,  the  disease  w'as  limited  to  the 
distal  20  cm.  All  patients  had  daily 
rectal  bleeding,  and  two  required 
repeated  transfusions.  All  patients 
failed  the  usual  measures  to  control 
their  colitis  including  steroid  enemas 
and  Azulfidine,  and  in  one,  high-dose 
oral  steroids.  Witli  photocoagulation, 
bleeding  was  decreased  significantly 
except  for  one  j)atient.  This  patient 
was  referred  to  surgery  for  a divert- 
ing colostomy  and  did  well. 

One  patient  with  multiple  colonic 
polyps  maintained  on  anticoagulants 
had  a combined  snare  polypectomy 
and  laser  photocoagulation  of  the 
polypectomy  site.  He  did  well  with- 
out any  evidence  of  gastrointestinal 
bleeding  despite  continuation  of  his 
anticoagulants. 

Although  transient  bleeding  was 
noted  in  many  patients  during 
photocoagulation,  no  post-treatment 
bleeding  or  perforation  was 
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encountered  in  this  group  of 
patients. 

Miscellaneous 

One  patient  with  an  antral  web 
causing  gastric  outlet  obstruction 
was  treated  with  the  laser.  Good 
lumen  was  obtained  initially,  but  the 
patient  restenosed  and  required 
surgical  intervention.  She  did  very 
well  after  surgery. 

Conclusion 

During  a period  of  22  months, 

30  patients  were  treated  with 
endoscopic  Nd:YAG  laser  at  the 
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WVU  Medical  Center  with  low 
morbidity  and  no  mortality  (Table  4). 
Many  patients  were  poor  operative 
risk  or  nonoperative  candidates. 

Laser  treatment  was  helpful  in 
relieving  obstruction  and  / or  stopping 
bleeding  in  a significant  number  of 
|)atients,  and  should  be  considered 
as  a treatment  option  for  many  of 
those  with  gastrointestinal  malignan- 
cies or  gastrointestinal  bleeding. 
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Special  Article 


; 


. «' 


Sex  Education 
Cabell  County 
Medical  Project 


Volunteer  teams  from  the  Cabell  County  medical  community  help  provide  sex 
education  instruction  for  public  school  students  in  the  sixth  and  ninth  grades.  Shown 
with  a sample  of  models  and  teaching  aids  are,  from  left,  Dr.  Dave  Thompson,  Mrs. 
Carol  Ann  Schlich,  R.N.;  Mrs.  Linda  Turner,  Mrs.  Barbara  Kiernan,  R.N.,  and  Dr. 
Danny  Waldrop.  Not  shown  are  Drs.  Wynn  Adam,  Tom  Phelps  and  Charles  Turner. 


Editor’s  Note:  The  following 
article  was  developed  by  The  Journal 
in  cooperation  with  Linda  T urner 
( Mrs.  Charles  E.  I,  Huntington. 

T Volunteer  teams  of  doctors  and 
’ auxilians  are  helping  Cabell 
County  school  teachers  provide  class- 
room instruction  in  sex  education. 

The  teams  from  the  Cabell  medical 
community  are  filling  in  where  the 
textbooks  “leave  off.” 

Although  sex  education  in  the 
public  schools  has  been  officially 
approved  in  West  Virginia,  present 
textbooks  in  Cabell  County  do  not 
yet  contain  this  instruction.  To  help 
fill  this  void,  the  teams  of  profes- 
sionals go  to  schools,  where  invited, 
to  help  conduct  sex  education  for 
sixth-graders  and  ninth-graders. 

Principals  and  teachers  retain  full 
authority  and  responsibility  for 
setting  the  parameters  for  the  content 
of  the  instruction. 


Coordinating  this  volunteer  effort 
with  the  county  school  system  is 
Linda  Turner  (Mrs.  Charles  E.), 
President  of  WVSMA’s  state 
Auxiliary. 

She  explained  that  the  “team 
teaches  two  one-hour  sessions  — 
separate  for  boys  and  girls.  With 
charts,  models,  vocabulary  lists, 
filmstrips  and  a great  number  of 
questions  and  answers,  these  young 
people  are  taught  about  the  changes 
which  occur  in  males  and  females 
during  puberty  and  how  the  repro- 
ductive system  functions. 

“Additionally,  ninth-graders 
receive  information  on  the  repro- 
ductive systems,  sexually  transmitted 
diseases  and  the  responsibility  of 
one’s  sexuality.” 

State  and  county  school  officials 
describe  the  instruction  as  “learning 
outcomes  relative  to  human  growth 
and  development”  rather  than  “sex 
education,”  said  Jim  Hudgins, 
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Supervisor  of  Science  and  Health  for 
Cabell  County  Schools.  He  added 
that  a county  textbook  committee  is 
now  in  the  process  of  selecting  books 
addressing  the  “learning  outcomes” 
from  an  approved  list  of  books  from 
the  State  Board  of  Education. 

“Prior  to  this  year’s  classroom 
teaching,  teams  were  already  at  work, 
but  were  meeting  in  evening  sessions 
at  the  school  on  a volunteer  basis,” 
Mrs.  Turner  said.  “This  was  done 
with  the  sanction  of  the  Cabell 
County  Board  of  Education  and  the 
parents,  teachers  and  principal  of 
the  participating  school.  An  initial, 
separate  session  was  held  for  parents. 
All  of  this  was  necessary  at  that 
time  because  the  State  Board  of 
Education  had  not  yet  approved 
these  learning  outcomes  as  a part  of 
the  classroom  curriculum.” 

Mrs.  Turner,  who  is  the  instruc- 
tional television  teacher  of  the  See 
You  health  series  in  Cabell  County 
and  a former  public  school  teacher, 
believes  the  county  teaching  team 
approach  might  be  helpful  for  other 
counties  now  moving  into  sex 
education. 

Hudgins  said  that,  because  of  the 
approval  by  the  State  Board,  it  is 
now  no  longer  necessary  to  ask 
parents’  permission  to  give  sex 
education  instruction  to  their  chil- 
dren, but  noted  that  students  are 
excused  if  parents,  on  their  own, 
request  this. 


When  the  teams  go  out  to  the 
schools,  the  male  members  of  tbe 
teams  teach  the  boys,  and  the  female 
members  talk  to  the  girls. 

Spring  Hill  Elementary  School  in 
Huntington  is  one  of  the  schools 
participating  in  the  sex  education 
program  this  year,  and  also  held  the 
voluntary  evening  classes  last  year. 
Asked  about  students’  reaction. 
Principal  Elmer  Hayes  replied,  “The 
children  start  with  the  usual  giggling 
to  begin  with,  and  the  next  thing 
you  know,  they  settle  down  and  the 
initial  shock  is  over  with.” 


Wt 


^ ^ M M / e’re  embarrassed^ 
but  it’s  o.k. 

— Sixth  Grade  Student 


Hayes  said  there  has  been  no 
adverse  reaction  by  parents  this  year, 
but  there  was  one  request  to  keep 
a child  out  of  the  class  last  year. 

Mrs.  Mary  Lou  Pelfry,  a sixth- 
grade  teacher  at  Cammack  Elemen- 
tary School  in  Huntington,  has  high 
praise  for  the  teaching  teams.  “If 
you’ve  got  a medical  person  there, 
it  keeps  down  a lot  of  problems,” 
she  said.  She  reported  that  student 
reaction  has  been  good,  adding  that 
one  of  the  students,  a girl,  com- 
mented, “We’re  embarrassed,  but 
it’s  o.k.” 


There  seems  to  be  general  agree- 
ment that  the  teaching  teams  have 
been  a success.  “Speaking  for  the 
school  system,”  Hudgins  said,  “we 
are  extremely  grateful  for  all  Linda 
has  done  and  the  teams  she  has 
organized  . . “She  is  a resource 
we  couldn’t  put  a price  on.” 

Mrs.  Turner  pointed  out  that  “not 
only  is  the  Medical  Society-Auxiliary 
team  proving  to  be  a vital  help  for 
the  classroom  teacher  and  a reliable 
source  of  information  for  tbe  student, 
but  the  community  can  see  evidence 
of  the  sincerity  of  the  medical  com- 
munity in  providing  quality  health 
education.” 

For  further  information  on  how 
you  could  start  a teaching  team  to 
help  teachers  of  sixth-  and  ninth- 
graders  in  your  county,  contact  Linda 
Turner,  211  Whitaker  Boulevard, 
West,  Huntington,  WV  25701. 

Call  1-525-6526. 


Letters  Invited 

Since  sex  education  is  a subject 
of  some  interest  to  physicians, 
your  letters  concerning  sex  edu- 
cation in  the  public  schools  are 
welcome.  Submissions  should  be 
addressed  to  Stephen  D.  Ward, 
M.  D.,  Editor,  The  West  Virginia 
Medical  Journal,  Box  4106,  Char- 
leston, West  Virginia  25364. 
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“It  is  becoming  a real  problem 
that  neither  the  patient  nor  the 
physician  controls  the  dollars.” 


Dollars,  Ethics  And  Professionalism 


^T^here  is  a saying,  “Those  who 
control  the  dollars  make  the 
rules.” 

It  is  becoming  a real  problem 
that  neither  the  patient  nor  the 
physician  controls  the  dollars.  The 
dollars  are  being  controlled  by 
corporations  and  governments.  The 
corporations  include  insurance 
companies,  corporate  medicine  and 
major  industries.  The  governments 
include  both  the  state  and  federal 
governments.  We  are  certainly 
getting  a big  dose  of  rules.  Corpor- 
ation rules  include  mandatory  pre- 
hospital screenings  and  mandatory 
second  opinions.  Federal  government 
rules  include  the  DRGs  and  Medicare 
assignment. 

In  my  judgement,  our  profession 
has  much  to  fear  from  both  of  these 
entities  — corporations  and  govern- 
ments. Neither  seems  to  understand 
the  necessity  for  a strong,  autono- 
mous medical  profession  in  the 
delivery  of  high-quality  health  care. 
They  both,  by  one  means  or  another, 
want  to  make  us  subservient  to  their 
agendas  and  priorities. 


If  we  are  to  resist  successfully  the 
loss  of  professional  autonomy,  we 
must  maintain  the  highest  of  ethical 
standards.  We  must  communicate 
our  concerns  successfully  to  our 
patients  while  maintaining  a strong, 
statewide  medical  society  capable  of 
united  action. 

I do  not  believe  we  have  lost  our 
commitment  to  high  ethical  stand- 
ards, hut  it  has  been  tarnished  a bit 
by  the  materialism  of  the  latter  part 
of  the  twentieth  century.  Eugene 
Stead  of  Duke  University,  a speaker 
at  our  recent  Mid-Winter  Conference, 
reminds  us  of  the  ethical  under- 
pinnings of  our  profession.  We  are 
an  honored  profession  because  of 
these  commitments: 

( 1 I Our  profession  is  bound  to  a 
ethical  code  of  conduct.  This 
code  is  based  on  the  ancient 
codes  of  Hippocrates  and 
Maimonides.  and  has  recently 
been  restated  by  the  AMA’s 
Council  on  Ethics. 

( 2 ) We  are  committed  to  take  care 
of  people  even  when  they  are 
at  their  worst. 


f 3 I We  have  agreed  to  take  care  of 
people  when  they  are  sick 
whether  they  can  afford  to  pay 
or  not. 

It  is  also  understood  that  we  can- 
not carry  out  these  commitments 
without  resources,  so  it  is  appropriate 
for  us  to  be  paid  for  our  services  by 
those  who  can  afford  to  pay.  How- 
ever, it  is  becoming  frequently  true 
that  neither  the  individual  patient 
nor  the  individual  physician  is  con- 
trolling the  dollars  used  to  pay  for 
these  services,  and  that  the  rules 
governing  payment  for  services  are 
not  based  on  the  doctor /patient  rela- 
tionship, but  upon  cost  considerations 
by  corporations  and  governments. 

Corporations  are  concerned  with 
“bottom-line”  issues,  and  largely 
ignore  the  needs  of  the  dependent  in 
our  society  for  medical  care.  Covern- 
ments  should  be  concerned  with  pro- 
viding adequate  resources  for  the 
health  care  of  the  dependent  of  our 
society,  hut  have  failed  to  face  up  to 
the  real  cost  of  such  care.  These 
are  the  causes  of  the  developing 
storm  surrounding  dollars,  ethics  and 
professionalism.  — Charles  E. 

Turner,  M.  D. 
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Editorials 


In  Good  Company 


VYTe’re  in  good  company.  West 
Virginia  doctors,  that  is.  The 
press  is  trying  to  give  us  a bad  time 
right  along  with  President  Reagan. 

We  probably  should  add  that  it  is 
the  press  aided  and  abetted  by  our 
traditional  antagonists,  the  lawyers. 
The  West  Virginia  Supreme  Court 
handed  down  a decision  in  December 
giving  newspapermen  access  to  Board 
of  Medicine  documents  containing 
complaints  and  unsubstantiated 
charges  against  West  Virginia 
physicians. 

We  have  witnessed  in  recent  months 
President  Reagan  beset  by  hordes  of 
press  critics  with  the  apparent 
grandiose  notion  that  they  are  more 
fit  to  make  decisions  about  the 
nation’s  future  than  the  President 
They  arrogantly  justify  this  im- 
pudence on  the  basis  of  First  Amend- 
ment rights  and  their  professional 
responsibility  to  seek  out  and  report 
the  facts  to  a public  demanding  to 
know  the  truth. 

As  a matter  of  fact,  the  public 
rarely,  if  ever,  demands  anything 
other  than  what  it  has  been  led  or 
coached  into  demanding  by  someone 
who  presumes  to  speak  for  the  public. 
Public  demands  are,  to  this  extent, 
manufactured. 

But  are  our  news  gatherers  merely 
presumptuous?  Not  likely!  It  is  very 
remunerative  for  them  to  masquerade 
as  honest  servants  of  the  public  weal. 

It  sells  newspapers,  enhances  Nielsen 
ratings  and  wins  Pulitzer  prizes.  It  is 
their  business  to  invade  the  privacy 
of  others  and  to  profit  from  it.  Wrap- 
ped in  the  putative  cloak  of  First 
Amendment  rights  they  are  free  to 
assault,  impugn,  intimidate,  terrorize 


and  damage.  Without  the  need  to 
stand  at  the  polls,  they  manipulate, 
modify,  influence  and  direct  both 
domestic  and  foreign  policy.  Whence 
comes  this  power? 

The  West  Virginia  Supreme  Court 
ruling  holds  that,  after  a complaint  is 
made  to  the  Board  of  Medicine, 
regardless  of  whether  the  Board  finds 
reasonable  cause  to  proceed  with  dis- 
ciplinary action,  or  that  no  reasonable 
cause  for  such  action  exists,  all  infor- 
mation relating  to  the  complaint 
becomes  public  and  available  to  in- 
quisitive journalists. 

The  ruling  in  Gazette  versus  Board 
of  Medicine  is  based  on  a prior  de- 
cision, Gazette  versus  West  Virginia 
Bar  Association.  In  that  prior  ruling 
the  Supreme  Court  essentially  created 
a template  for  the  Board  of  Medicine 
ruling  and,  presumably,  any  others  of 
a similar  nature  to  follow.  Now,  it 
seems  fair  to  point  out  that  members 
of  the  Supreme  Court  are  members  of 
the  West  Virginia  Bar.  As  members 
of  the  State  Bar  they  found  themselves 
in  the  unpleasant  position  of  being 
open  and  vulnerable  to  suggestions 
they  were  aiding  and  abetting  a 
cover-up  and  promoting  routine  white 
washes  of  colleagues  had  their  ruling 
been  anything  other  than  what  it  was. 

To  some  indefinable  extent  they 
were  reacting  to  the  intimidating 
threats  of  the  press.  No,  indeed,  it 
would  not  do  at  all  to  have  the  good 
name  of  the  Supreme  Court  and  its 
reputation  for  fairness  under  any 
threat  which  might  be  avoided. 

Flawed  logic  then  requires  that 
once  having  mistakenly  punished  one 
party,  all  similarly  found  parties  must 
thereafter  be  similarly  punished  for 


the  sake  of  nothing  other  than  con- 
sistency. The  original  decision  in 
regard  to  the  State  Bar  was  a bad  one. 
Rather  than  seizing  the  opportunity 
to  correct  its  error,  the  Supreme 
Court  opted  to  compound  that  error. 

Under  terms  of  the  Supreme  Court 
ruling  we  see  a news  lead — “Doctor 
found  innocent” — and  no  one  reading 
it  had  known  that  the  doctor  had  been 
charged  with  anything.  How  often  do 
we  read  headlines  announcing,  “First 
National  Bank  not  robbed  today?” 

Perhaps  one  might  suggest  that  it  is 
unlikely  the  press  has  any  great  in- 
terest in  publishing  such  a story  and 
that  its  only  motive  is  to  establish 
itself  as  the  final  word  on  any  accusa- 
tion made — a judge  of  the  judges. 
Whence  this  authority?  Why  should 
our  courts  assist  the  press  in  this 
usurpation? 

It  can  be  devastating  to  a physician 
and  to  his  practice  to  have  even  a 
suggestion  of  notoriety  applied  to  his 
character.  Anyone  familiar  with  the 
public’s  reading  habits  knows  that  the 
great  majority  of  readers  turn  the 
page  after  scanning  the  headlines  and 
“oh  yes,  another  doctor  in  trouble — 
Doctor  What’s-His-Name  this 
time  - - - -”  The  Gazette  and  others 
of  the  same  benevolent  persuasion 
have  been  given  leave  to  assail  phy- 
sicians from  a privileged  sanctuary. 

Why  should  it  be  that  a nosy, 
intrusive,  bribe-giving,  snoop  of  a 
journalist  should  be  regarded  as  the 
only  one  on  the  scene  with  pure  and 
unquestionable  ideals  and  motivation? 
We  surely  question  this  viewpoint. 

The  press  has  entirely  too  much 
power  and  it  is  virtually  unaccount- 
able for  the  harm  it  produces  and  the 
damage  it  inflicts.  When  will  Con- 
gress, our  state  legislatures,  and  our 
courts  face  up  to  the  brazen  intimi- 
dation of  the  press?  — SDW 


The  Publication  Committee  is  not  responsible  for  the  authenticity  of  opinion  or  statements 
made  by  authors  or  in  communications  submitted  to  this  Journal  for  publication.  The  author 
shall  be  held  entirely  responsible.  Editorials  printed  in  The  Journal  do  not  necessarily  reflect 
the  official  position  of  the  West  Virginia  State  Medical  Association. 
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Marketing 


A physician  on  one  of  the  medical 
television  channels  recently  ex- 
horted his  fellows  to  become  more 
involved  in  marketing. 

On  second  thought,  he  suggested 
that  it’s  probably  less  important  that 
the  physician  be  involved,  but  very 
important  that  the  office  staff  engage 
in  successful  marketing  techniques. 

He  went  on  to  describe  what  he 
meant  by  marketing.  This  included 
such  things  as  being  courteous  to  pa- 
tients, using  effective  telephone  man- 
ners, patiently  answering  their 
questions  and  so  on. 


The  question  is,  if  everyone  learns 
to  “market”  through  attaining  the 
proper  tools  and  a caring  attitude, 
will  patients  be  able  to  discern  a truly 
compassionate  person  from  one  who 
is  engaged  in  marketing  hype?  Or, 
does  it  really  make  any  difference  to 
anyone? 

The  next  step  is  obvious.  We  will 
have  to  begin  offering  discounts  or 
premiums.  By  now,  everyone  is  aware 
that  the  basis  for  HMO  or  PPO  suc- 
cess is  indeed  tbe  offering  of  discount- 
ed medical  care  either  to  the  patient 
or  employer. 


Premiums  are  another  matter.  So 
far,  they  have  not  emerged  as  a 
marketing  device  in  medicine.  But, 
you  can  bet  that  very  soon  somewhere 
in  this  country  a physician  or  group 
will  offer  a service  (e.g.,  free  family 
portrait)  or  a gift  (clock  radio  or 
toaster)  as  a reward  for  patient 
loyalty. 

We  all  chuckled  at  the  old  cartoon 
of  the  matronly  lady  asking  the  phy- 
sician if  he  gave  green  stamps.  Some- 
how, it’s  no  longer  funny.  It  seems 
more  like  real  life. — DZM 


Our  Readers  Speak 

‘Wonderful  Audience’ 


Editor’s  Note-.  The  following,  ad- 
dressed to  Dee  Crabtree,  WVSMA 
staff,  is  from  the  actor  who  por- 
trayed Mark  Ttvain  in  “An  Even- 
ing With  Mark  Twain”  for  the 
W ESP  AC  Dinner  Theatre  January 
24  during  the  Mid-Winter  Clinical 
Conference  in  Charleston. 

Sorry  I didn’t  get  the  opportunity 
to  meet  you  Saturday  night  at  the 


Capitol  [Theatre].  I wanted  to 
write  to  tell  you  how  much  I en- 
joyed performing  for  such  a 
wonderful  audience.  1 always  en- 
joy my  work,  but  there  are  times 
when  it  becomes  more  than  just 
enjoyable  — it  becomes  special. 
Saturday  nigbt  was  one  of  those 
times.  I hope  my  performance  was 
up  to  your  expectations. 


Please  convey  my  best  wishes  to 
the  Association  members  in  attend- 
ance and  my  tbanks  for  their 
appreciation  of  good  humor.  I 
would  be  grateful  to  be  considered 
for  future  functions.  It’s  always  a 
pleasure  to  be  associated  with 
people  like  you. 

Michael  M.  Martin 
P.  O.  Box  494 
Bradley,  WV  25818 
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General  News 


AM  A President  To  Address 
House  At  1987  Convention 


Dr.  William  S.  Hotchkiss,  who 
will  be  installed  as  President  of  the 
American  Medical  Association  in 
June,  will  address  the  opening  ses- 
sion of  the  House  of  Delegates  during 
the  WVSMA  Annual  Meeting. 

Doctor  Hotchkiss,  now  AMA 
President  Elect,  is  a thoracic  surgeon 
from  Chesapeake,  Virginia. 

The  Annual  Meeting  will  be  held 
August  8-11  at  the  Greenbrier,  with 
the  first  House  session  scheduled 
Sunday  morning,  August  9. 

AMA  Posts  Held 

Since  his  election  to  the  AMA 
Board  of  Trustees  in  1978,  Doctor 
Hotchkiss  served  as  its  Chairman  in 
1985-86,  as  its  Vice  Chairman  in 
1983-85,  and  as  Secretary-Treasurer 
of  the  Association  and  Secretary  of 
the  Board,  1980-83.  He  was  appointed 
an  AMA  Commissioner  to  the  Joint 
Commission  on  the  Accreditation  of 
Hospitals  in  January,  1981,  and 
served  until  December,  1986. 

Before  his  election  to  the  Board, 
Doctor  Hotchkiss  served  as  a 
Delegate  to  the  AMA  House  of 
Delegates,  1974-77.  He  was  also 
President  of  the  Norfolk  Academy 
of  Medicine  in  1965-66,  and  Presi- 
dent of  the  Medical  Society  of 
Virginia  in  1971-72. 

Born  in  Waco,  Texas,  Doctor 
Hotchkiss  received  his  B.  S.  degree 
from  McMurry  College  in  Abilene, 
Texas,  where  he  received  the 
Distinguished  Alumnus  Award  in 
May,  1985.  He  earned  his  M.  D. 
degree  at  the  University  of  Texas 
Medical  School  in  Galveston.  After 
interning  at  the  Henry  Ford  Hospital 
in  Detroit,  Doctor  Hotchkiss  served 
from  1941-46  in  the  U.S.  Public 


William  S.  Hotchkiss,  M.  D. 


Health  Service,  the  U.  S.  Coast 
Guard,  and  the  U.  S.  Navy.  Follow- 
ing World  War  II,  he  did  his 
residency  training  in  general  surgery 
at  the  Henry  Ford  Hospital  in  Detroit 
where  he  also  started  his  training  in 
thoracic  surgery.  His  residency  was 
completed  at  the  Veterans  Hospital 
in  McKinney,  Texas.  Doctor 
Hotchkiss  is  a Diplomate  of  the 
American  Board  of  Surgery  and  the 
American  Board  of  Thoracic 
Surgery. 

The  AMA  President  Elect  is  a 
Past  President  of  the  medical  staff 
of  Leigh  Memorial  Hospital  in 
Norfolk  where  he  is  currently  a 
member  of  the  attending  staff.  He 
is  a Consultant  and  former  Chief, 
Department  of  Thoracic  Surgery,  at 
the  Norfolk  General  Hospital,  and 
Consultant  to  the  Veterans  Hospital, 
Kecoughtan,  Hampton,  and  the 
Maryview  Hospital  in  Portsmouth. 


He  is  on  the  attending  staff  at 
Chesapeake  General  Hospital, 
Norfolk. 

Doctor  Hotchkiss  and  his  wife, 
Virginia,  live  in  Virginia  Beach. 

Convention  Schedule 

Scheduling  problems  at  the  Green- 
brier, as  announced  in  the  February 
Journal,  made  necessary  for  1987  a 
Saturday-through-Tuesday,  August 
8-11  format,  which  is  just  opposite 
of  the  traditional  Tuesday-through 
Saturday  meeting. 

In  brief,  the  new  condensed 
schedule  calls  for  business  meetings 
on  Saturday,  August  8;  the  first 
House  meeting  Sunday  morning  with 
free  time  Sunday  afternoon;  official 
opening  of  the  convention,  scientific 
sessions,  and  meetings  of  specialty 
societies  Monday;  and  second  House 
session  on  Tuesday  with  adjourn- 
ment of  convention  at  noon. 

Dr.  Maurice  A.  Mufson  of 
Huntington  is  Program  Chairman. 

O’Leary,  Cotton  Speakers 

Dr.  Dennis  S.  O’Leary  of  Chicago, 
Executive  Director  of  the  Joint  Com- 
mission on  Accreditation  of  Hos- 
pitals, will  deliver  the  opening 
Thomas  L.  Harris  Address  Monday 
morning  and  participate  in  a follow- 
ing panel  discussion  on  “Changing 
Relationships  Between  Hospitals  and 
Physicians.” 

Dr.  Peter  B.  Cotton,  gastroenter- 
ologist from  Duke  University,  will 
be  one  of  the  speakers  for  the 
general  scientific  session  Monday 
morning. 

The  President’s  Reception  will  be 
held  Sunday  evening.  A reception 
for  exhibitors.  West  Virginia  Uni- 
versity and  Medical  College  of  Vir- 
ginia alumni  is  scheduled  Monday 
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evening,  followed  by  a dance  with 
music  by  Bo  Thorpe  and  his 
Orchestra. 

The  1987  convention  previously 
had  been  scheduled  for  Charleston 
but  was  changed  to  the  Greenbrier 
by  Council  during  the  1986  Annual 


WVSMA  is  taking  steps  to  provide 
more  direct  intervention  (and  help) 
to  physicians  with  drug  and  alcohol 
addiction  and  other  problems  threat- 
ening their  careers  and  families. 

The  Association’s  Impaired  Physi- 
cian Committee  ( IPC ) is  set  up  as  a 
“group  of  facilitators”  which  inter- 
venes in  the  case  of  impaired  physi- 
cians to  try  to  get  them  to  accept 
treatment  and/or  counseling.  If  this 
is  not  successful,  and  as  a last  resort, 
the  impaired  physician  is  reported  to 
WVSMA’s  Judicial  Commission  for 
possible  disciplinary  action. 

If  the  Judicial  Commission  takes 
disciplinary  action  against  the  physi- 


Meeting  there.  At  that  time,  only 
the  August  8-11  dates  were  open  at 
the  Greenbrier  for  the  1987  con- 
vention. 

Additional  program  developments 
and  speakers  will  be  announced  in 
The  Journal  and  WESGRAM. 


cian,  state  law  now  requres  that  this 
action  be  reported  to  the  West 
Virginia  Board  of  Medicine.  “At  this 
point,  it  becomes  public  knowledge,” 
said  Dr.  Harry  S.  Weeks,  Jr.,  of 
Wheeling,  a member  of  the  Board  of 
Medicine. 

Physicians’  Session  Topic 

All  of  this  was  discussed  and  dem- 
onstrated with  role  playing  during  the 
Physicians’  Session  of  the  20th  Mid- 
Winter  Clinical  Conference  in  January 
in  Charleston. 

“The  whole  objective  is  to  keep 
your  colleague  from  getting  into  the 
clutches  of  notoriety,”  said  H.  Wayne 


Dickison,  M.  S.,  Certified  Addiction 
Counselor  from  the  Wheeling  Clinic. 

It  involves  physicians  letting  a local 
representative  of  the  IPC  know  of  a 
suspected  impaired  physician,  he  con- 
tinued, adding  that  “one  of  the  last 
things  to  show  up  is  impairment  on 
the  work  front  because  physicians  are 
so  well  trained.” 

A team  of  trained  intervenors  ap- 
pointed by  the  IPC  then  makes  a 
decision  to  have  an  intervention, 
which  must  be  entered  into  “with  a 
spirit  of  love  and  compassion,”  Dicki- 
son said.  “Who  takes  care  of  the  care- 
givers?” he  asked.  “We  deserve  the 
best  and  need  to  give  it  to  each  other.” 

Intervenors  Needed 

A system  of  well  trained  intervenors 
is  needed  around  the  state,  and 
doctors  who  would  like  to  volunteer 
as  intervenors  in  their  area  are  en- 
couraged to  call  WVSMA.  Their  in- 
quiries will  be  forwarded  to  the  IPC, 
of  which  Dr.  Kenneth  M.  Fink, 
Huntington  psychiatrist,  is  Chairman. 

During  the  Physicians’  Session,  two 
episodes  of  role  playing  were  staged  to 
demonstrate  the  “wrong”  way  and  the 
“right”  way  to  approach  the  impaired 
physician  during  an  intervention  ses- 
sion. The  first  episode,  using  two 
volunteer  physicians  from  the  audi- 
ence, illustrated  an  unplanned  inter- 
vention by  amateurs,  which  was  un- 
successful, with  the  “impaired  phy- 
sician” denying  his  problem  and 
refusing  to  seek  treatment.  The 
second  episode,  with  trained  inter- 
venors doing  the  role  playing,  result- 
ed in  the  “impaired  physician”  finally 
agreeing  to  get  treatment  after  first 
denying  his  impairment. 

The  spouse  also  is  brought  into  the 
ideal  intervention,  after  having  been 
interviewed  by  the  intervention  team, 
for  a direct  and  honest  confrontation, 
in  the  presence  of  the  team,  with  the 
impaired  physician. 

It  was  pointed  out  that  impaired 
physicians  almost  always  deny  their 
impairment  or  find  excuses  to  delay 
treatment  related  to  worries  about 
their  family  or  practice.  The  IPC  can 
help  allay  the  impaired  physician’s 
fears  and  have  a successful  interven- 
tion by  providing  assistance  to  the 


Role  playing  depicting  an  intervention  in  the  case  of  an  impaired  physician  with, 
from  left,  center.  Dr.  Thomas  A.  Raymond,  M.  D.  (arm  outstretched),  Reedsville,  as 
the  “impaired  physician;”  Alan  H.  Rohrer,  M.  D.,  Morgantown,  and  H.  Wayne 
Dickison,  M.  S.,  Wheeling,  “intervenors,”  and  Mrs.  Diane  Weaver,  Kingwood,  the 
“wife.”  The  former  two  are  members  of  WVSMA’s  Impaired  Physician  Committee. 
At  the  table  in  the  rear  is  Kenneth  M.  Fink,  M.  D„  Huntington,  Committee 
Chairman. 


Impaired  Physicians:  Part  I 

Taking  Care  Of  The  Care -Givers 
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family,  coverage  for  the  doctor’s 
practice  while  he  or  she  is  getting 
treatment,  and  furnishing  pre- 
arranged transportation  to  the 
treatment  location. 

It  also  is  important  for  intervenors 
to  decide  on  a proper  “choice  of  turf” 
for  the  intervention  and  to  “get  their 
facts  straight.”  Intervenors  who  are 
concerned  about  being  sued  by  the 
physician  are  admonished  that  “facts 
are  not  slanderous.” 

{To  be  continued  in  the  April 
issue  of  The  Journal  I 


Preliminary  Events  Set 
For  AAFP  Meeting 

An  angioplasty  demonstration, 
golf  tournament  and  board  meetings 
April  9 will  be  among  preliminary 
events  for  the  35th  annual  Scientific 
Assembly  of  state  family  physicians 
in  Charleston,  April  10-12. 

Some  15  discussion  topics  and  11 
guest  speakers  will  make  up  the 
scientific  program  for  the  meeting 
of  the  West  Virginia  Chapter, 
American  Academy  of  Family 
Physicians. 

The  AAFP  and  Family  Medicine 
Foundation  of  West  Virginia  boards 
will  meet  on  Thursday,  April  9,  and 
a medical  computer  seminar  and 


Steven  J.  Jubelirer,  M.  D. 


Derek  Leroith,  M.  D.,  Ph.D. 


angioplasty  demonstration  for  the 
non-cardiologist  also  are  scheduled 
Thursday.  The  latter  special  live 
demonstration  is  designed  primarily 
for  the  family  physician.  Doctors 
interested  in  this  demonstration 
should  contact  Sharon  Hall,  Director, 
Continuing  Medical  Education, 
Charleston  Area  Medical  Center 
( phone  304-348-9580  ) . 

Among  the  scientific  speakers  will 
be  Dr.  Steven  J.  Jubelirer  of  Charles- 
ton and  Derek  Leroith,  M.  D.,  Ph.D., 
of  Bethesda,  Maryland. 

Doctor  Jubelirer,  Medical  Director 
of  the  Cancer  Care  Center  of 
Southern  West  Virginia,  CAMC, 
will  speak  on  “Breast  Carcinoma: 
Update  on  Management”  Saturday 
morning. 

“Clinical  Syndromes  of  Insulin 
Resistance”  will  be  the  title  of 
Doctor  Leroith’s  talk  Saturday  after- 
noon. Doctor  Leroith  is  Chief,  Sec- 
tion of  Molecular  and  Cellular 
Physiology,  Diabetes  Branch, 
National  Institute  of  Arthritis, 
Diabetes,  Digestive  and  Kidney 
Diseases. 

The  program  is  approved  for  16 
and  one  half  hours  of  AAFP  Pre- 
scribed Hours,  Category  1,  and  for 
16  and  one  half  hours  toward  the 
AMA  Physician’s  Recognition 
Award. 

The  names  of  other  guest  speakers 


and  program  subjects  are  contained 
in  the  February  issue  of  The  Journal. 

For  registration  and  other  infor- 
mation, call  William  B.  Ferrell,  Jr., 
Executive  Secretary,  at  304-776-1178. 


First  Recipients  Of  WVSMA 
Student  Loans  Announced 

Three  Marshall  University  School 
of  Medicine  third-year  students  are 
the  first  announced  recipients  of  loans 
from  WVSMA’s  Charlie  Lewis 
Student  Loan  Fund. 

WVSMA  was  notified  of  the  three 
1986-87  recipients  by  Ed  Miller, 
Director  of  Financial  Aid. 

The  Association,  in  1986, 
approved  the  transfer  of  funds  to 
MU  and  West  Virginia  University 
School  of  Medicine  from  its  previous 
scholarship  fund  to  establish  three 
scholarship  loans  each  year  at  each 
of  the  schools. 

The  new  loan  program  is  named 
in  honor  of  the  late  Charles  R.  Lewis, 
WVSMA  Executive  Secretary  in 
1975-84. 

The  loans  are  administered  through 
the  financial  aid  offices  of  the  two 
universities. 

The  VWU  recipients  have  not  yet 
been  announced. 


Members  Reclassified 

WVSMA  Council  approved  a re- 
classification of  membership  from 
active  to  honorary  for  the  following 
physicians  at  its  February  8 meeting 
in  Charleston:  Jack  Leckie  and 
Charles  E.  McKay,  Jr.,  Huntington 
I Cabell  County  Medical  Society ) ; 
Otis  E.  Linkous,  Jr.,  Welch 
(McDowell ) ; and  William  E. 
Gilmore.  Vienna,  and  Charles  W. 
Thacker,  Parkersburg  ( Parkersburg 
Academy  I . 

The  following  physicians  were 
approved  for  retired  membership: 
James  Edward  McGee,  Bluefield 
( Mercer  ) ; Anneva  French  Covey, 
Harry  F.  Cooper  and  Byrd  E.  White, 
Jr.,  Beckley  ( Raleigh  ) ; and  Emil 
Mantini,  Bridgeport  (Tygart’s 
Valley). 


MARCH,  1987,  VOL.  83  129 


‘MID-WINTER’  ’87 


Greneral  "crowd”  scene  during  a coffee  break  at  the  January,  1987,  Mid-Winter  Clinical  Conference  in  Charleston. 


ome  326  people  including 
216  physicians  and  86 
exhibitors  attended  the  20th  Mid- 
Winter  Clinical  Conference 
January  23-25  in  Charleston. 

Early  reactions  were  warm  and 
favorable  concerning  the  week  end 
of  scientific  lectures,  exhibits  and 
other  “side”’  events  — including 
WESPAC’s  fund-raising  dinner 
theatre.  ‘’An  Evening  With  Mark 
Twain.’'  More  than  100  WESPAC 
supporters  attended  this  attraction 
Saturday  evening,  January  24. 

On  the  facing  and  other  pages 
in  this  issue  of  The  Journal  are 
photos  of  the  conference  and  a 
special  story  on  the  Physicians’ 
Session,  “The  Impaired 
Physician.” 

The  conference  started  on  a 
snowy  afternoon  with  a “kick-off’’ 


luncheon,  “Foods  for  Healthy 
Living,”  featuring  a well-received 
cooking  demonstration  by  Judy 
Grigoraci  of  Charleston,  and 
remarks  by  Frances  C.  Wilkinson, 
Charleston  dietitian.  The  two  were 


joined  by  others  for  presentation 
of  the  “Foods  for  Healthy  Living” 
Public  Session  that  evening  which 
was  attended  by  a surprising  200 
people  or  more  despite  the  wintry 
weather. 

Another  new  feature  of  this 
year’s  conference  which  was 
planned  by  WVSMA  President 
Charles  E.  Turner,  M.  D.,  was  a 
Saturday  luncheon  honoring  West 
Virginia  physicians  who  graduated 
from  medical  school  50  years  ago 
or  more.  Seventeen  physicians 
plus  family  members  or  friends 
attended. 

The  four  general  scientific  ses- 
sions, all  featuring  outstanding 
speakers  and  discussion,  were 
“Chronic  Pain,’’  “Problems  of 
Adolescence,”  “Concerns  in 
Geriatrics,”  and  “Ethical 
Dilemmas.” 


The  balcony  is  a striking  architectural  feature 
of  the  restored  Capitol  Theatre  in  Charleston, 
site  of  the  WESPAC  dinner  theatre  Saturday, 
January  24. 


Getting  acquainted  prior  to  the 
beginning  of  the  opening  session  on 
chronic  pain  are,  in  the  left  photo.  Dr. 
Philip  L.  Gildenberg  (right),  Houston, 
a speaker,  and  Dr.  Richard  A.  DeVaul, 


Morgantown,  a speaker  and  moderator. 
In  the  center  is  another  opening-session 
speaker,  Gary  F.  Ganahl,  PhJD.,  Morgan- 
town. On  the  right  are  the  faculty  for 
the  Public  Session  on  “Foods  for  Healthy 


Living”  (from  left).  Jack  Taylor,  M.  S., 
Charleston;  Ronald  D.  Cleavenger,  M.  D., 
Morgantown,  and  Frances  C.  Wilkinson, 
M.  S.,  R,  D.,  Charleston. 


The  faculty  for  the  session  on  prob- 
lems of  adolescence  were,  from  left. 
Dr.  John  P.  MacCallum,  Charleston, 

speaker  and  moderator;  Kitty  Baughn, 
R.N.,  Charleston;  Tony  Plienis,  Ph.D., 

Huntington,  and  David  Charles,  M.  D. 
Huntington. 

On  the  left  are  some  of  the  speakers 
for  the  geriatrics  session  (from  left), 
Drs.  Joye  A,  Martin,  Shirley  Neitch  and 
Allen  Kayser,  all  of  Huntington.  In  the 

center.  Dr.  William  O.  McMillan,  Jr., 
Charleston,  Chairman  of  the  conference 
Program  Committee,  asks  a question 
following  a session.  In  the  right  photo 

are  the  speakers  for  the  session  on 
ethics,  Drs.  Eugene  A.  Stead,  Jr.,  left, 
Durham,  North  Carolina,  and  Warren 
Point,  Charleston. 

Continuing 

Education 

Activities 

Here  are  the  continuing  medical 
education  activities  listed  primarily 
by  the  Marshall  University  and 
West  Virginia  University  Schools 
of  Medicine  for  part  of  1987,  as 
compiled  by  Ernest  W.  Chick,  M.  D., 
MU  Director  of  Continuing  Medical 
Education;  Robert  E.  Kristofco, 

WVU  Assistant  to  the  Dean/ 
Continuing  Medical  Education; 

J.  Zeh  Wright,  Ph.D.,  Director  of 
Continuing  Education  Outreach  and 
Community  Affairs,  WVU  Charleston 
Division;  and  Sharon  Hall,  Director 
of  Continuing  Education,  Charleston 
Area  Medical  Center  ( also  in  charge 
of  WVU  Charleston  Division 
on-campus  CME ) , The  schedule  is 
presented  as  a convenience  for 
physicians  in  planning  their  con- 
tinuing education  program.  (Other 
national,  state  and  district  medical 
meetings  are  listed  in  the  Medical 
Meetings  Department  of  The 
Journal.  I 

The  program  is  tentative  and 
subject  to  change.  It  should  be 
noted  that  weekly  conferences  also 
are  held  on  the  WVU  Morgantown, 
Charleston  and  Wheeling  campuses. 
Further  information  about  CME 
activities  may  be  obtained  by  calling 
Doctor  Chick  at  ( 304  I 526-0515; 
Kristofco,  (304)  293-3937;  Wright, 
(304)  347-1243;  and  Hall,  (304) 
348-9580. 

West  Virginia  University 

March  7,  Charleston,  High  Tech- 
nology: Lithotripsy  & Magnetic 

Resonance  Imaging 

March  13-14,  Morgantown,  Oncology 
update  ’87 

March  14,  Charleston,  Anesthesia  in 
the  Field 

March  25,  Charleston,  Research  Day 


March  27,  Charleston,  14th  Annual 
Newborn  Day 

April  3-4,  Morgantown,  Recent  Ad- 
vances in  the  Diagnosis  & Manage- 
ment of  Liver  Disease 

April  9,  Charleston,  Angioplasty  for 
the  Noncardiologist 

April  10-11.  Charleston,  Angioplasty 
Update  ’87  — A Demonstration 
Course 

April  10-12,  Morgantown,  Hypnosis 
Workshop 

April  29,  Charleston,  Fifth  Annual 
WV  Conference  on  Infectious  Di- 
seases 

April  29-May  2,  Hot  Springs,  VA, 
Total  Hip  Replacement  (Morgan- 
town CME  Office ) 

Regularly  Scheduled  Continuing 
Education  Outreach  Programs 
from  WVU  Medical  Center- 
Charleston  Division/ CAMC 

Beckley,  Southern  W.  Va.  Clinic, 
4th  Thursday,  5:30  to  7:30  . M.  — 
Mar.  26,  “Carotid  Artery  Disease,” 
AH  AbuRahma,  M.  D. 

April  23,  “Medical  Management  of 
Morbid  Obesity,”  Stephen  Grubb, 
M.  D. 

Cabin  Creek,  Cabin  Creek  Medical 
Center,  Dawes,  2nd  Thursday,  8-10 
A.  M.  — Mar.  12,  “Systemic 
Fungal  Diseases,”  Michael  Keegan, 

M.  D. 

April  19,  “Alpha  1 Antitrypsinase 
Deficiency,”  Robert  Crisalli,  M.  D. 

May  14,  “MRI”  ( speaker  TEA ) 

Gassaway,  Braxton  Co.  Memorial 
Hospital,  1st  Wednesday,  7-9  P.  M. 
Mar.  4,  “Nuclear  Medicine  Lab  for 
Diagnostic  Testing, ’’  Steven  Artz, 

M.  D. 

April  1,  “Bronchogenic  Carci- 
noma,” Robert  Spain,  M.  D. 

May  6,  “Noninvasive  Peripheral 
Vascular  Disease,”  Ali  AhuRahma, 

M.  D. 

Greenbrier,  Library,  Greenbrier 
Clinic,  3rd  Tuesday,  4-5  P.  M.  — 
Mar.  17,  “Evaluation  of  Anemia,” 
Sue  Warren,  M.  D. 


A})ril  21  (program  TBAi 

May  19,  “Early  Diagnosis  of 
Prostate  Cancer  & Related  Male 
Urologic  Problems,”  James  Lane, 
M.  D. 

Madison,  Boone  Memorial  Hospital 
Conference  Room,  2nd  Tuesday, 
7-9  P.  M.  — Mar.  10,  “Alzheimer’s 
Disease.”  Mary  Ann  Rosswurm. 
Ed.D. 

April  14,  “Update  Newer  Anti- 
biotics,” Elizabeth  Funk,  M.  D. 
May  12,  “Bronchogenic  Carci- 
nomas,” Robert  Spain,  M.  D. 

Oak  Hill,  Plateau  Medical  Center 
( Oyler  Exit,  N 19)  4th  Tuesday, 
7-9  P.  M.  — Mar.  24,  “Early 
Diagnosis  of  AIDS,”  Elizabeth 
Funk,  M.  D. 

April  28,  “Update  COPD  & Pul- 
monary Testing,”  Mahendra  Patel, 
M.  D. 

Summersville,  Summersville  Mem- 
orial Hospital,  1st  Tuesday,  6:30- 
8:30  P.  M.  — Mar.  3,  “Osteo- 
porosis,” W^ard  Maxson,  M.  D. 

April  7,  “Update  Nephrology,” 
Mary  Lou  Lewis,  M.  D. 

May  5,  Pharmacologic  & Related 
Problems  in  Caring  for  the 
Elderly,”  David  Elliott,  Pharm.  D. 

Welch,  Stevens  Clinic  Hospital,  3rd 
Wednesday,  12  Noon-2  P.  M.  — 
Mar.  18,  “Early  Diagnosis  of 
AIDS.”  Patrick  Robinson,  M.  D. 

Whitesville,  Raleigh-Boone  Medical 
Center.  4th  Wednesday,  II  A.  M.- 
1 P.  M.  — Mar.  25,  “Common 
Joint  Injuries  & the  Primary  Care 
Physician,  ” Tony  Majestro.  M.  D. 

April  22,  “Early  Diagnosis  of 
AIDS  by  the  Primary  Care  Physi- 
cian.” Patrick  Robinson,  M.  D. 

May  27.  “Clinical  Significance  of 
Lab  Values  ( speaker  TBA  ) 

Williamson,  Williamson  Memorial 
Hospital,  1st  Thursday,  6:30-8:30 
P.  M.  — Mar.  5,  “Update  Al- 
lergies,” L.  Blair  Thrush,  M.  D. 


132  THE  WEST  VIRGINIA  MEDICAL  JOURNAL 


Justice  Department  Letter 
Assures  Anti -Trust  Protection 
For  Peer  Review  Activity 


Physicians  across  the  country 
have  become  increasingly  con- 
cerned about  the  possibility  of 
being  sued  for  anti-trust  claims 
arising  out  of  their  service  on  a 
peer  review  committee.  Physicians 
being  disciplined,  in  their  efforts 
to  retain  staff  privileges,  have 
brought  suits  against  the  hospital 
peer  review  committees  and  the 
committee  members  individually, 
alleging  anti-trust  violations. 

The  AMA  has  successfully  inter- 
vened in  court  actions  to  protect 
state  peer  review  immunity  statutes 
— notably,  the  recent  Patrick  v. 
Burget  decision  in  the  Ninth  Cir- 
cuit, U.  S.  Court  of  Appeals  — 
and  has  drafted  model  state  legis- 
lation to  enhance  protection  for 
peer  review  activities. 

The  AMA  drafted  and  lobbied 
for  federal  legislation  to  further 
immunize  peer  review.  President 
Reagan  signed  into  law  on  Novem- 
ber 14,  1986,  the  “Health  Care 
Quality  Improvement  Act  of  1986” 
( the  so-called  Wyden  bill ) which 


December  2,  1986 

Kirk  B.  Johnson,  Esq. 

American  Medical  Association 
535  North  Dearborn  Street 
Chicago,  Illinois  60610 

Dear  Mr.  Johnson: 

This  letter  responds  to  your  letter 
of  November  26,  1986,  requesting 
that  the  Antitrust  Division  of  the 
Department  of  Justice  address  a 
matter  that  is  of  considerable  im- 
portance to  the  medical  community. 
Your  letter  states  that  many  physi- 
cians are  concerned  about  whether 
members  of  the  medical  staff  of  a 
hospital  may  incur  liability  under 
the  antitrust  laws  when  they  partici- 
pate in  the  credentialing  or  “peer 


offers  further  peer  review  protec- 
tion and  immunity  and  gives  the 
states  the  right  to  opt  in  early  on 
the  immunity  protections. 

WVSMA  is  working  to  get  the 
West  Virginia  Legislature  to  exer- 
cise the  “early  opt  in”  on  this 
protection. 

Despite  all  these  efforts,  the 
anti-trust  claim  issue  has  been  a 
nagging  concern.  The  AMA  some 
months  ago  initiated  discussions 
with  the  Department  of  Justice  to 
obtain  endorsement  of  the  peer 
review  process.  These  efforts 
culminated  in  a December  2 letter 
from  Acting  Assistant  Attorney 
General  Charles  F.  Rule  which 
clearly  states  that  peer  review 
activities  based  on  quality  of  care 
are  pro-competitive  and  in  no  way 
violate  antitrust  laws. 

For  the  benefit  of  our  member- 
ship’s understanding  of  this  im- 
portant issue,  we  reprint  herewith 
the  full  text  of  the  letter  as  ad- 
dressed to  the  AMA’s  Genera] 
Counsel: 


review”  process  at  a hospital.  You 
requested  the  Division  address  the 
question,  “whether  good  faith  peer 
review'  activities  designed  and  reason- 
ably conducted  to  prevent  incompe- 
tent physicians  from  obtaining  or 
maintaining  staff  privileges  violate 
the  antitrust  laws.” 

It  would  be  most  unfortunate  if 
physicians  refrained  from  participat- 
ing in  hospital  peer  review  activity 
because  of  an  unwarranted  fear  that 
such  participation  was  likely  to  pose 
serious  concerns  under  the  federal 
antitrust  laws.  Put  simply,  there  is 
no  reason  to  expect  a clash  between 
the  antitrust  laws  and  peer  review 
conducted  to  eliminate  incompetence 
in  the  delivery  of  health  care  services. 


Quite  to  the  contrary,  the  greatest 
potential  of  peer  review  is  its  ability 
to  foster  the  basic  goals  of  the  anti- 
trust laws  in  the  health  care  industry 
— the  efficient  delivery  of  quality 
services  in  a competitive  market- 
place. 

There  are  fundamental  reasons  for 
the  harmony  between  antitrust  policy 
and  legitimate  peer  review.  Correctly 
interpreted,  the  antitrust  laws  reflect 
the  fact  that  the  protection  of  competi- 
tion in  a health  care  market  does  not 
dictate  that  a hospital  accord  privi- 
leges to  every  practitioner  who 
desires  to  use  its  facilities  — the 
antitrust  law's  protect  competition, 
not  competitors.  A hospital,  there- 
fore, is  justified  in  according  privi- 
leges in  a selective  manner  so  as  to 
maintain  high  standards  of  quality 
and  efficiency,  in  furtherance  of  its 
own  business  and  competitive  objec- 
tives. In  addition,  a hospital  may 
legitimately  decide  to  deny  privileges 
to  an  incompetent  practitioner,  based 
on  good  faith  peer  review  conducted 
by  the  medical  staff.  Although  the 
denial  of  privileges  might  make  it 
difficult  or  even  impossible  for  the 
practitioner  to  engage  in  his  profes- 
sion, such  a denial  does  not  impair 
competition.  Rather,  because  the 
denial  will  enhance  the  quality  and 
efficiency  of  health  care  and  thereby 
strengthen  the  hospital’s  competitive 
position,  peer  review  serves  the 
underlying  goals  of  the  antitrust 
laws. 

The  benefits  of  peer  review  in 
eliminating  incompetence  in  the  pro- 
vision of  health  care  are  recognized 
not  only  in  traditional  antitrust 
analysis,  but  also  in  the  recently 
enacted  “Health  Care  Quality  Im- 
provement Act  of  1986,”  which  the 
President  signed  on  November  14, 
1986.  That  legislation  immunizes 
health  care  entities  and  physicians 
from  damage  liability  for  participat- 
ing or  assisting  in  peer  review' 
determinations  that  deny  or  restrict 
a physician’s  hospital  privilege  on 
competency  grounds,  provided  that 
such  determinations  are  reached 
pursuant  to  fair  procedures  and  meet 
other  specified  standards.  In  essence. 
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Of  the  17  state  physicians  attending  WVSMA’s  “50-year-plus”  luncheon  in 
Charleston  in  January,  Dr.  Frank  C.  Hodges,  Huntington,  held  the  distinction  of 
being  graduated  from  medical  school  the  longest  — since  1917.  Above,  Doctor 
Hodges  receives  a Certificate  of  Appreciation  from  WVSMA  President  Charles  E. 
Turner,  M.  D.,  also  of  Huntington. 

50 -Year  Medical  Grads  Honored 
By  WYSMA  In  First  Event 


the  new  law  provides  an  antitrust 
immunity  from  damages  for  legiti- 
mate peer  review  that  attempts  in 
good  faith  to  weed  out  incompetent 
physicians. 

Compliance  with  the  provisions  of 
the  Health  Care  Quality  Improvement 
Act  of  1986  should  provide  immunity 
from  damages  for  a peer  review 
determination  denying  or  restricting 
the  hospital  privileges  of  an  in- 
competent physician.  Of  course, 
even  if  a peer  review  determination 
does  not  qualify  for  such  immunity, 
that  does  not  necessarily  mean  that 
the  peer  review  violates  the  antitrust 
laws.  Indeed,  only  in  the  exceptional 
circumstance  where  the  peer  review 
process  is  not  used  to  review  indi- 
vidual competence  but  rather  is  a 
sham  used  to  exclude  a competent 
practitioner  or  group  of  practitioners 
from  the  market  and  thus  to  restrain 
competition,  would  an  antitrust 
violation  ever  exist. 

In  closing,  it  bears  repeating  that 
the  antitrust  laws  do  not  stand  in 
the  way  of  physicians’  participation 
in  hospital  peer  review  conducted  to 
identify  and  restrain  incompetence 
in  the  provision  of  health  care.  To 
the  contrary,  because  such  peer 
review  enhances  both  the  quality  and 
efficiency  of  the  services  delivered 
in  our  nation’s  hospitals  to  the 
benefit  of  consumers,  it  furthers  the 
antitrust  goal  of  fostering  competi- 
tion in  the  health  care  marketplace. 

Sincerely, 

Charles  F.  Rule 

Acting  Assistant 

Attorney  General 


Anti-Smoking  Message 

West  Virginia  young  people  will 
he  hearing  about  the  dangers  of 
smoking  from  Casey  Kasem,  the 
nation’s  favorite  top  40  radio  person- 
ality, according  to  the  Cancer  Com- 
munications System  ( CCS  ) at  West 
Virginia  F^niversity.  “In  radio  mes- 
sages produced  by  the  National 
Cancer  Institute,  Kasem  advises 
young  listeners  not  to  smoke,”  said 
CCS  Director  Linda  Morningstar. 


Seventeen  West  Virginia  physi- 
cians representing  850  years  or  more 
of  medical  practice  were  honored  by 
WVSMA  during  the  Mid-Winter 
Clinical  Conference  in  January. 

The  luncheon  program  in  the 
Tarragon  Room  of  the  Charleston 
Marriott,  the  conference  site,  was 
planned  by  WVSMA  President 
Charles  E.  Turner  for  state  physicians 
who  have  been  out  of  medical  school 
for  50  years  or  longer  as  a means 
of  expressing  the  medical  com- 
munity’s appreciation  for  their 
contribution  to  the  practice  of 
medicine. 

In  West  Virginia,  127  physicians 
were  eligible  to  attend  and  were 
invited.  Spouses  and  other  family 
members  or  friends  also  were 
invited. 

Doctor  and  Mrs.  Turner  (Linda  I 
presented  a certificate  of  apprecia- 
tion to  each  physician  attending. 


and  each  was  given  an  opportunity 
to  speak  or  reminisce  about  past 
ex})eriences  in  practicing  medicine. 

In  his  remarks  to  the  honored 
doctors.  President  Turner  said  he 
would  like  the  50-year  graduate 
observance  to  become  an  annual 
WVSMA  affair. 

The  doctors  attending,  with  their 
year  of  graduation  shown  in 
j)arentheses,  are: 

Ray  W.  Bailey,  Hurricane  ( 1932  ) ; 
Arthur  C.  Chandler,  Charleston 
I 1929  ) ; J.  Russell  Cook,  Huntington 
I 1934  I ; Rank  0.  Dawson,  Charleston 
( 1935  I ; W.  Paul  Elkin,  Charleston 
I 1935  ) ; Thomas  G.  Eolsom,  Hunting- 
ton  ( 1932  I ; Frank  C.  Hodges, 
Huntington  ( 1917  I:  Paul  Dorsey 
Ketchum,  Huntington  ( 1930  I ; 
Henrietta  L.  Marquis,  Charleston 
( 1931  I;  James  H.  Nelson,  Dunbar 
( 1932  ) ; Gilbert  A.  Ratcliff,  Hunting- 
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ton  f 1925  ) ; Frederick  C.  Reel,  South 
Charleston  ( 1930  ) ; Sarah  Louise 
Cockrell  Stevens,  Huntington  ( 1936 ) ; 
Gates  J.  Waybum,  Huntington 
( 1936  ) ; John  W.  Whitlock,  Beckley 
( 1934) ; Silas  C.  Wiersma,  St.  Albans 
( 1932  ) ; and  Everett  B.  Wray, 

Beckley  ( 1934  ) . 


Hypnosis,  Hip  Courses 
Offered  By  WVU  In  April 

A Hypnosis  Workshop  and  a Total 
Hip  Replacement  course  are  among 
the  CME  programs  being  offered  in 
April  through  the  CME  Office  at 
West  Virginia  University  School  of 
Medicine. 

The  Hypnosis  Workshop  will  be 
held  April  10-12  at  the  Sheraton 
Lakeview  in  Morgantown  under  the 
sponsorship  of  the  Hypnosis  Study 
Group  of  WVU  School  of  Medicine 
and  the  Western  Pennsylvania 
Society  for  Clinical  Hypnosis.  There 
will  be  concurrent  basic  and  inter- 
mediate/advanced programs  which 


Judy  Grifforaci  of  Charleston  demon- 
strated how  to  cook  “light”  and  like  it 
during  the  kick-off  luncheon  for  the 
Mid-Winter  Clinical  Conference,  “Foods 
for  Healthy  Living.”  She  offered  many 
tips  for  cutting  calories  and  cholesterol, 
and  distributed  a “light”  cookbook. 


will  begin  at  noon  on  Friday,  April 
10,  and  end  at  noon  Sunday. 

The  training  faculty  will  be  led  by 
Kay  Thompson,  D.D.S.,  international 
lecturer  and  trainer  in  hypnosis. 
Enrollment  will  be  limited  to  50 
participants,  with  the  training  open 
to  M.D.s,  DDSs,  psychologists  and 
MSWs. 

Gary  F.  Ganahl,  Ph.D.,  is  Co- 
ordinator for  the  WVLi  Hypnosis 
Study  Group. 

Hip  Course  in  Virginia 

The  course,  “Total  Hip  Replace- 
ment: Critical  Issues  and  Prognosti- 
cations,” is  scheduled  April  29-May  2 
at  the  Homestead  in  Hot  Springs, 
Virginia.  Sponsors  are  the  WVU 
Department  of  Orthopedic  Surgery 
and  the  CME  Office. 

The  program  will  feature  an 
international  faculty  of  13  from  such 
locations  as  Los  Angeles,  Cleveland, 
London,  England;  Minneapolis, 
Exeter,  England;  Montreal,  Basel, 
Switzerland;  Boston,  Atlanta,  and 
Paris,  France. 

Major  points  of  discussion  will  be 
methods  of  fixation,  implant 
materials,  component  design,  and 
indications  for  use. 

The  WVU  course  organizers  and 
moderators  are  Drs.  Eric  L.  Radin 
and  J.  David  Blaha. 

For  registration  and  additional 
information  about  either  course, 
contact:  Office  of  Continuing  Medi- 
cal Education,  G104  Basic  Sciences 
Building,  WVU  Medical  Center, 
Morgantown,  WV  26506.  Telephone 
304-293-3937. 


State  Native  Installed 

Dr.  Reginald  R.  Cooper,  a native 
of  Elkins,  has  been  installed  as  Presi- 
dent of  the  American  Academy  of 
Orthopaedic  Surgeons.  Doctor  Cooper 
is  Chairman  of  the  Department  of 
Orthopaedics  at  the  University  of 
Iowa  College  of  Medicine. 

Doctor  Cooper  earned  B.  A.  and 
B.  S.  degrees  from  West  Virginia 
L^niversity,  and  his  M.  D.  degree 
from  the  Medical  College  of  Virginia. 


Dr.  Joseph  T.  Skaggs  has  been  named 
Senior  Vice  President,  Medical  Affairs, 
at  Charleston  Area  Medical  Center.  He 
has  been  head  of  the  CAMC  Medical 
Affairs  Department  since  1982. 


CME  Accreditation 
Survey  Fees  Increased 

Intrastate  continuing  medical  edu- 
cation accreditation  site  survey  fees 
conducted  by  the  WVSMA’s  Com- 
mittee on  Medical  Education  and 
Hospitals  were  increased  as  of 
February  8,  1987.  Accreditation 
surveys  are  scheduled  at  the  request 
of  hospitals  and  institutions/ organ- 
izations in  West  Virginia  for  the 
purpose  of  granting  Category  1 
CME  credit  approval  for  their 
continuing  medical  education 
programs. 

The  fee  for  a new /initial  survey 
of  a hospital  or  institution/organiza- 
tion  was  increased  from  $100  to 
$200;  the  fee  for  a re-survey,  from 
$25  to  $100.  The  Committee  said 
the  fee  hikes  were  due  to  increased 
administrative  costs. 

The  CME  accreditation  program 
of  the  WVSMA  was  awarded  con- 
tinued recognition  for  a period  of 
four  years  as  an  intrastate  CME 
accreditation  sponsor  by  the  Accredi- 
tation Council  on  Continuing  Medical 
Education’s  ( ACCME  ) Committee 
on  Recognition  and  Review  (CRR  I 
in  February,  1986. 
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Poetry  Corner 


Winter’s  Blanket 

Clouds  hang  over  the  mountain  tops 
Blue  and  purple  they  slowly  drop 
The  morning  sun  kisses  bright 
Undersides  with  splattered  light. 

Coalescing,  the  sun  they  block 
Squeezing  it  from  parallel  slots 
Till  the  sky  is  covered  in  steel  blue  gray 
The  mountains  await  the  coming  day. 

They  raise  their  heads  with  trees 
gone  bare 

Chilled  to  bleakness  in  winter  air 
And  reaching  to  the  lowering  sky 
The  forest’s  fingers  seem  to  cry. 

My  ground  is  empty,  exposed  to  chill 
From  sheer  rock  face  to  rocky  rill 
My  quiet  valleys  with  blue  spruce  wait 
To  shelter  the  living  from  winter  s fate. 

The  bare  ground  will  freeze  and  die 
If  not  soon  covered  by  the  lowering  sky 
The  frost  and  freeze  kills  roots  not  deep 
A blanket  needs  to  cover  sleep. 

From  the  clouds  the  whiteness  falls 
Fluffed  and  swirling  in  little  squalls 
Then  settling  into  a steady  drift 
The  valleys  fill  with  whiteness  swift. 


And  now  the  blanket  builds  in  layers 
Covering  the  ground  and  springtime 
players 

The  protective  shroud  that  covers  the 
earth 

Allows  for  nature’s  spring  rebirth. 

P.  V.  Swearingen,  M.  D. 
Morgantown 

Writing  On  The  Run 

I watched  him  work 

During  a physical 
he  wrote  a line  or  two. 

Later  that  afternoon 
hack  at  the  hospital 
he  changed  one  word. 

Finally  he  finished 

At  a nursing  station 

while  a telephone  was  ringing 

and  his  wife  was  waiting. 

I had  never  seen 
a doctor  write  poetry. 

Charles  R.  Joy,  M.  D. 
Morgantown 


We  request  physician  contributions  to 
Poetry  Corner.  Submissions  should  be 
addressed  to  Stephen  D.  Ward,  M.  D., 
Editor,  The  West  Virginia  Medical 
Journal,  Box  4106,  Charleston,  West 
Virginia  25364. 


Ecuador  Honors 
Morgantown  Surgeon 

Ecuador  President  Leon  Febres 
Cordero,  who  was  held  hostage  for 
11  hours  by  renegade  paratroopers 
at  an  airport  in  Guayaquil  recently, 
took  time  from  his  troubled  govern- 
mental responsibilities  to  recognize 
a Morgantown  physician  and  others 
who  work  with  Interplast  in  his 
country. 

(This  was  reported  in  February  by 
the  Morgantown  Dominion  Post. ) 


Interplast  is  a non-profit  inter- 
national organization  which  provides 
free  reconstructive  and  plastic 
surgery  to  children  in  underdeveloped 
countries. 

Dr.  David  Fogarty,  who  spends 
three  months  of  every  year  working 
as  an  Interplast  volunteer,  received 
a “discourse  of  decoration”  from  the 
55-year-old  conservative  President 
of  Ecuador  last  December. 

Doctor  Fogarty  worked  in  Ecuador 
last  November,  and  is  coordinator  of 
the  Interplast  program  there. 


Medical 
Meetings 


March 

3-6— Am.  Cancer  Society,  New  York. 

6-8— WV  Urological  Society,  Charles- 
ton. 

8- 12— Am.  College  of  Cardiology,  New 
Orleans. 

9- 12— Am.  College  of  Emergency 
Physicians,  Tucson,  Ariz. 

11-12— Physicians  for  Social  Responsi- 
bility, Chicago. 

16-18— Southeastern  Surgical  Con- 
gress, Atlanta. 

-4pril 

2-7— Am.  College  of  Physicians,  New 
Orleans. 

5-11— Am.  Academy  of  Neurology, 
New  York. 

10- 12— WVAAFP  Scientific  Assembly, 
Charleston. 

26- 29— WV  Academy  of  Ophthal- 
mology 40th  Annual  National  Spring 
Meeting,  White  Sulphur  Springs. 

30-May  2— WV  Chapter,  Am.  College 
of  Surgeons,  White  Sulphur  Springs. 

May 

19— Am.  Medical  Student  Assoc.,  New 
Orleans. 

22-25— WV  Academy  of  Otolaryn- 
gology-Head & Neck  Surgery,  White 
Sulphur  Springs. 

27- 30— Am.  College  of  Sports  Medi- 
cine, Las  Vegas. 

.4ugust 

8-11— 120th  Annual  Meeting,  WV 
State  Medical  Assoc.,  White  Sulphur 
Springs. 

September 

14-17— AAFP,  San  Francisco. 

October 


11-16— Am.  College  of  Surgeons,  San 
Francisco. 

15-18— Am.  Society  of  Internal  Medi- 
cine. 

For  More  Information  . . . 


Contact  The  Journal  for  additional  in- 
formation about  most  of  the  above 
meetings.  Call  (304)  925-0342. 


136  THE  WEST  VIRGINIA  MEDICAL  JOURNAL 


IRA/ 

KEOGH 

DISABILITY 

iiil 

OVERHEAD 


**AtPu 


NOTICE 


medicare 

SOPPLEWEI*  ^ ^ 


LET  OUR 

PROFESSIONAL  STAFF 
HELP  YOU  PUT  THE 
PIECES  TOGETHER 


West  Virginia  State  Medicai  Association 
Group  insurance  Administration 


McDonough  Caperton  Association  Group 

P.O.  Box  3186 
Charleston,  WV  25332 


CALL  1-800-344-5139  EXT.  708 


WVU  Medical 
Center  News 


West  Virginia 

V 


University 


Compiled  from  material  furnished  by  the 
Medical  Center  News  Service,  Morgantown, 
W.  Va. 


Theodore  A.  Kotchen,  M.  D. 


UK  Internist  To  Assume 
WVU  Medicine  Chair 

A specialist  in  internal  medicine 
and  endocrinology  whose  research 
interest  is  nutrition,  hypertension  and 
cardiovascular  disease  has  been 
appointed  to  chair  the  Department 
of  Medicine. 

Theodore  A.  Kotchen,  a faculty 
member  at  the  University  of 
Kentucky  College  of  Medicine  since 
1972,  will  assume  his  duties  at 
WVU  July  1. 

“Doctor  Kotchen’s  research 
interest  will  be  particularly  signifi- 
cant in  West  Virginia  with  its  high 
incidence  of  hypertension,”  Dean 
Richard  DeVaul  said  in  announcing 
the  appointment. 

“His  experience,  expertise  and 
reputation  as  an  outstanding  teacher 
will  enhance  our  strong  Department 
of  Medicine.  We  are  delighted  to 


have  him  join  our  distinguished 
faculty,”  Doctor  DeVaul  said. 

A native  of  Connecticut,  Doctor 
Kotchen  was  graduated  cum  laude 
from  Harvard  College  and  received 
his  medical  degree  from  Western 
Reserve  in  Cleveland.  Following 
postgraduate  study  at  North  Carolina 
Memorial  Hospital  and  Cleveland’s 
University  Hospital,  he  completed  a 
fellowship  in  endocrinology- 
metabolism  at  Yale-New  Haven 
Hospital  and  then  served  two  years 
at  Walter  Reed  Army  Medical 
Center. 

At  UK  College  of  Medicine  he  has 
served  as  Professor  of  Medicine, 

Chief  of  the  Division  of  Endocrin- 
ology-Metabolism, Acting  Chief  of 
Nephrology,  medical  co-director  of 
Dialysis  Clinic,  Inc.,  and  Professor 
of  Physiology.  In  1982-83  he  held 
a Fogarty  International  Fellow'ship 
at  INSERM  Laboratories  in  Paris, 
France. 

“My  family  and  1 are  enthusiastic 
about  moving  to  West  Virginia.” 
Doctor  Kotchen  said.  “1  personally 
look  forward  to  chairing  a Depart- 
ment of  Medicine  that  has  a tradition 
of  strength  in  teaching  both  medical 
students  and  house  staff  and  in  pro- 
viding excellent  patient  care.  Along 
with  maintaining  that  tradition,  I 
want  to  increase  the  department’s 
research  commitment. 

“Because  of  the  excellent  research 
facilities  of  NIOSH  and  recent  fund- 
ing of  a new'  cancer  center,  the  Medi- 
cal Center  is  in  a unique  position  to 
develop  state-of-the-art  programs  in 
pulmonary  / occupational  medicine 
and  cancer  research,”  he  said. 

“In  addition,  I plan  to  continue 
in  my  own  area  of  special  interest 
dealing  with  nutrition  and  hyper- 
tension. Salt  increases  blood  pressure 
in  many,  but  not  all,  people.  We 
hope  to  be  able  to  identify  those 
people  whose  blood  pressure  is 


sensitive  to  salt  and  to  determine 
the  reason  for  their  salt  sensitivity.” 

Doctor  Kotchen  is  board  certified 
in  both  internal  medicine  and 
endocrinology  and  metabolism  and 
is  a fellow  in  the  American  College 
of  Physicians.  He  has  more  than 
200  publications  and  abstracts  to 
his  credit,  and  is  a frequent  presenter 
at  meetings  of  such  professional 
organizations  as  the  American  Heart 
Association  Council,  American 
Society  of  Nephrology,  and  the 
Endocrine  Society.  He  currently 
chairs  a scientific  peer  review  group 
at  the  NIH. 

He  is  Associate  Editor  of  the 
Journal  of  Clinical  Hypertension 
and  is  on  the  Editorial  Board  of 
the  American  Journal  of  Kidney 
Diseases.  He  is  also  a fellow  in  the 
American  Heart  Association  Council 
for  High  Blood  Pressure  Research. 


Texas  Graduate  Joins 
Ophthalmology  Faculty 

Thomas  M.  Nork  has  joined  the 
WVU  faculty  as  Assistant  Professor 
of  Ophthalmology,  specializing  in 
retinal  and  vitreous  disorders. 

Doctor  Nork  is  a graduate  of  the 
University  of  Texas  Medical  School 
at  San  Antonio  and  completed  an 
internship  in  internal  medicine  at 
Sinai  Hospital  in  Baltimore  and  a 
residency  in  ophthalmology  at  Texas 
Tech  L^niversity  Health  Sciences 
Center  in  Lubbock.  He  also  held 
fellow'ships  in  ophthalmic  pathology 
at  Illinois  Eye  and  Ear  Infirmary  in 
Chicago  and  in  retina /vitreous  at  the 
University  of  Wisconsin. 

Doctor  Nork  has  bachelor’s 
degrees  in  physics  and  in  bio- 
chemistry from  the  L^niversity  of 
Maryland  and  a master's  in  nuclear 
engineering  from  Georgia  Institute 
of  Technology  in  Atlanta. 
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To  showyou  how  many 
hypertensives  stayed  on 

INDERAE  LA 

(PROPRANOLOL  HCl) 

after  a major  nationwide  trial... 


^ • 


IL  'A 

Mk  # \ 

60,073 patients  (90%)  who  started  on 
INDERAL  LA  stayed  on  INDERAL  LA; 


Surprising?  Not  really. 

Because  most  patients  on  INDERAL  LA  (propranolol  HCl)  don't  even  know 
it's  working. 

A recent  double-blind,  placebo-controlled,  crossover  study  in  138  hyper- 
tensive patients^  revealed  that  INDERAL  LA  has  a side  effects  profile 
unsurpassed  by  atenolol  or  metoprolol  — which  shows  how  well-tolerated 
once-daily  INDERAL  LA  can  be. 

Sole  therapy  or  concomitant  therapy? 

Fifty-nine  percent  of  the  time,  INDERAL  LA  stood  on  its  own. 

The  patients  in  the  nationwide  compliance  trial  were  no  different  from  yours. 
Generally  when  the  antihypertensive  regimen  is  complicated,  compliance 
may  become  a problem.  So,  the  effectiveness  of  INDERAL  LA  as  once-daily 
monotherapy  is  a big  plus.  Of  the  remaining  hypertensives  in  the  program, 

36%  were  controlled  merely  with  the  addition  of  a diuretic  to  INDERAL  LA. 

For  the  noncompliant  patients  in  your  practice,  INDERAL  LA  may 
well  be  the  answer. 

Almost  20,000  of  the  patients  in  the  nationwide  compliance  trial  were  identi- 
fied as  having  been  noncompliant  with  their  previous  antihypertensive 
therapy.  Their  physicians  reported  that  88%  showed  improved  compliance 
when  placed  on  once-daily  INDERAL  LA. 


Control,  comfort,  cind  complicince 


_ ONCE-DAILY  _ M 

INDERAL  LA 


(PROPRANOLOL  HCl) 


LONG  ACTING 
CAPSULES 


Like  conventional  INDERAL  Tablets,  INDERAL  LA  should  not  be  used 
in  the  presence  of  congestive  heart  failure,  sinus  bradycardia,  cardio- 
genic shock,  heart  block  greater  than  first  degree,  and  bronchial  asthma, 

'After  a 30-day  trial  with  INDERAL  LA,  physicians  reported  that  90% 
of  the  patients  would  remain  on  INDERAL  LA. 


The  one  you  know  best 
keeps  looking  better 

Please  see  next  page  tor  brief  summary  of  prescribing  information. 


The  one  you  know  best  keeps  looking  better 


BRIEF  SUMMARY  (FOR  FULL  PRESCRIBING  INFORMATION.  SEE  PACKAGE  CIRCULAR ) 
INDERAL ' LA  brand  of  propranolol  hydrochloride  (Long  Acting  Capsules) 
DESCRIPTION.  Inderal  LA  is  lormulaled  lo  provide  a sustained  release  of  propranolol 
hydrochloride  Inderal  LA  is  available  as  80  mg,  120  mg,  and  160  mg  capsules 
CLINICAL  PHARMACOLOGY.  INDERAL  IS  a nonseleclive  beta-adrenergic  receptor  block- 
ing agent  possessing  no  other  autonomic  nervous  system  activity  It  specifically  competes  with 
beta-adrenergic  receptor  stimulating  agents  for  available  receptor  sites  When  access  lo 
beta-receptor  sites  is  blocked  by  INDERAL,  the  chronotropic,  inotropic,  and  vasodilator  re- 
sponses to  beta  adrenergic  stimulation  are  decreased  proportionately 

INDERAL  LA  Capsules  (80,  120.  and  160  mg)  release  propranolol  HCI  at  a controlled  and 
predictable  rale  Peak  blood  levels  following  dosing  with  INDERAL  LA  occur  at  about  6 hours 
and  the  apparent  plasma  halt-lile  is  about  10  hours  When  measured  at  steady  state  over  a 
24-hour  period  the  areas  under  the  propranolol  plasma  concentration-time  curve  (AUCs)  tor 
the  capsules  are  approximately  60%  to  65%  ol  the  AUCs  lor  a comparable  divided  daily  dose 
of  INDERAL  tablets  The  lower  AUCs  lor  the  capsules  are  due  to  greater  hepatic  metabolism  ol 
propranolol,  resulting  from  the  slower  rate  ol  absorption  ol  propranolol  Over  a Iwenty-lour  (24) 
hour  period,  blood  levels  are  fairly  constant  for  about  twelve  (12)  hours  then  decline  exponen- 
tially 

INDERAL  LA  should  not  be  considered  a simple  mg  for  mg  substitute  lor  conventional 
propranolol  and  the  blood  levels  achieved  do  not  match  (are  lower  than)  those  of  two  to  four 
times  daily  dosing  with  the  same  dose  When  changing  lo  INDERAL  LA  from  conventional 
propranolol,  a possible  need  for  retitralion  upwards  should  be  considered  especially  lo  main- 
tain effectiveness  at  the  end  of  the  dosing  interval  In  most  clinical  settings,  however,  such  as 
hypertension  or  angina  where  there  is  little  correlation  between  plasma  levels  and  clinical 
ellect.  INDERAL  LA  has  been  therapeutically  equivalent  to  the  same  mg  dose  ol  conventional 
INDERAL  as  assessed  by  24-hour  effects  on  blood  pressure  and  on  24-hour  exercise  re- 
sponses of  heart  rate,  systolic  pressure  and  rate  pressure  product  INDERAL  LA  can  provide 
effective  beta  blockade  for  a 24-hour  period 

The  mechanism  of  the  antihypertensive  effect  of  INDERAL  has  not  been  established  Among 
the  factors  that  may  be  involved  in  contributing  lo  the  antihypertensive  action  are  ( 1 ) decreased 
cardiac  output  (2)  inhibition  of  renin  release  by  ihe  kidneys,  and  (3)  diminution  of  tonic 
sympathetic  nerve  outflow  from  vasomotor  centers  in  Ihe  brain  Although  total  peripheral 
resistance  may  increase  initially,  it  read|usts  to  or  below  the  pretreatment  level  with  chronic  use 
Effects  on  plasma  volume  appear  to  be  minor  and  somewhat  variable  INDERAL  has  been 
shown  to  cause  a small  increase  in  serum  potassium  concentration  when  used  in  the  treatment 
of  hypertensive  patients 

In  angina  pectoris,  propranolol  generally  reduces  Ihe  oxygen  requirement  ol  Ihe  heart  at  any 
given  level  of  effort  by  blocking  the  catecholamine-induced  increases  in  the  heart  rate,  systolic 
blood  pressure,  and  the  velocity  and  extent  ol  myocardial  contraction  Propranolol  may  in- 
crease oxygen  requirements  by  increasing  left  ventricular  fiber  length,  end  diastolic  pressure 
and  systolic  election  period  The  net  physiologic  effect  of  beta-adrenergic  blockade  is  usually 
advantageous  and  is  manifested  during  exercise  by  delayed  onset  of  pain  and  increased  work 
capacity 

In  dosages  greater  than  required  lor  beta  blockade,  INDERAL  also  exerts  a quinidine-like  or 
anesthelic-like  membrane  action  which  affects  the  cardiac  action  potential  The  significance  of 
the  membrahe  action  in  the  treatment  of  arrhythmias  is  uncertain 

The  mechanism  of  the  antimigraine  effect  of  propranolol  has  not  been  established  Beta- 
adrehergic  receptors  have  been  demonstrated  in  the  pial  vessels  of  the  brain 

Beta  receptor  blockade  can  be  useful  in 
conditions  in  which,  because  of  pathologic  or 
functional  changes,  sympathetic  activity  is  det- 
rimental to  the  patient  But  there  are  also  situa- 
tions in  which  sympathetic  stimulation  is  vital 
For  example,  in  patients  with  severely  dam- 
aged hearts,  adequate  ventricular  function  is 
maintained  by  virtue  of  sympathetic  drive 
which  should  be  preserved  In  the  presence  of 
AV  block,  greater  than  first  degree  beta  block- 
ade may  prevent  the  necessary  facilitating  ef- 
fect of  sympathetic  activity  on  conduction  Beta 
blockade  results  in  bronchial  constriction  by 
interfering  with  adrenergic  bronchodilator  ac- 
tivity which  should  be  preserved  in  patients 
subject  to  bronchospasm 

Propranolol  is  not  significantly  dialyzable 

INDICATIONS  AND  USAGE.  Hypertension:  INDERAL  LA  is  indicated  in  the  manage- 
ment of  hypertension,  it  may  be  used  alone  or  used  in  combination  with  other  antihypertensive 
agents,  particularly  a thiazide  diuretic  INDERAL  LA  is  not  indicated  in  the  management  of 
hypertensive  emergencies 

Angina  Pectoris  Due  to  Coronary  Atherosclerosis:  INDERAL  LA  is  indicated  for  the 
long-term  management  of  patients  with  angina  pectoris 

Migraine:  INDERAL  LA  is  indicated  for  Ihe  prophylaxis  of  common  migraine  headache 
The  e'Lcacy  of  propranolol  in  the  treatment  of  a migraine  attack  that  has  started  has  not  been 
established  and  propranolol  is  not  indicated  tor  such  use 

Hypertrophic  Subaortic  Stenosis:  INDERAL  LA  is  useful  in  the  management  of  hyper- 
trophic subaortic  stenosis,  especially  for  treatment  of  exertional  or  other  stress-induced 
angina  palpitations,  and  syncope  INDERAL  LA  also  improves  exercise  performance  The 
effectiveness  of  propranolol  hydrochloride  in  this  disease  appears  to  be  due  to  a reduction  of 
the  elevated  outflow  pressure  gradient  which  is  exacerbated  by  beta-receptor  stimulation 
Clinical  improvement  may  be  temporary 

CONTRAINDICATIONS.  INDERAL  is  contraindicated  in  1)  cardiogenic  shock,  2)  sinus 
bradycardia  and  greater  than  first  degree  block,  3)  bronchial  asthma,  4)  congestive  heart 
failure  (see  WARNINGS)  unless  the  failure  is  secondary  to  a tachyarrhythmia  treatable  with 
INDERAL 

WARNINGS.  CARDIAC  FAILURE  Sympathetic  stimulation  may  be  a vital  component  sup- 
porting circulatory  function  in  patients  with  congestive  heart  failure,  and  its  inhibition  by  beta 
blockade  may  precipitate  more  severe  failure  Although  beta  blockers  should  be  avoided  in 
overt  congestive  heart  failure,  if  necessary,  they  can  be  used  with  close  follow-up  in  patients 
with  a history  of  failure  who  are  well  compensated  and  are  receiving  digitalis  and  diuretics 
Beta-adrenergic  blocking  agents  do  not  abolish  the  inotropic  action  of  digitalis  on  heart 
muscle 

IN  PATIENTS  WITHOUT  A HISTORY  OF  HEART  FAILURE,  continued  use  of  beta  blockers 
can.  in  some  cases,  lead  to  cardiac  failure  Therefore,  at  the  first  sign  or  symptom  of  heart 
failure  the  patient  should  be  digitalized  and'or  treated  with  diuretics,  and  the  response 
observed  closely,  or  INDERAL  should  be  discontinued  (gradually,  if  possible) 
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IN  PATIENTS  WITH  ANGINA  PECTORIS,  there  have  been  reports  of  exacerbation  of 
angina  and,  in  some  cases,  myocardial  infarction,  following  abrupt  discontinuance  of 
INDERAL  therapy  Therefore,  when  discontinuance  of  INDERAL  is  planned  the  dosage 
should  be  gradually  reduced  over  at  least  a few  weeks,  and  the  patient  should  be 
cautioned  against  interruption  or  cessation  of  therapy  without  the  physician's  advice  If 
INDERAL  therapy  is  interrupted  and  exacerbation  of  angina  occurs,  it  usually  is  advisable 
lo  reinstitute  INDERAL  therapy  and  take  other  measures  appropriate  for  the  management 
of  unstable  angina  pectoris  Since  coronary  artery  disease  may  be  unrecognized  it  may 
be  prudent  to  follow  the  above  advice  in  patients  considered  at  risk  of  having  occult 
atherosclerotic  heart  disease  who  are  given  propranolol  for  other  indications 


Nonallergic  Bronchospasm  (e.g.,  chronic  bronchitis,  emphysema)  — PATIENTS 
WITH  BRONCHOSPASTh:  DISEASES  SHOULD  IN  GENERAL  NOT  RECEIVE  BETA 
BLOCKERS  INDERAL  should  be  administered  with  caution  since  it  may  block  bronchodilation 
produced  by  endogenous  and  exogenous  catecholamine  stimulation  of  beta  receptors 
MAJOR  SURGERY  The  necessity  or  desirability  of  withdrawal  ot  beta-blocking  therapy  prior 


to  mapr  surgery  is  controversial  It  should  be  noted  however,  thal  the  impaired  ability  of  Ihe 
heart  lo  respond  lo  reflex  adrenergic  stimuli  may  augment  the  risks  of  general  anesthesia  and 
surgical  procedures 

INDERAL  (propranolol  HCI),  like  other  beta  blockers,  is  a competitive  inhibitor  of  bela-recep- 
lor  agonists  and  its  effects  can  be  reversed  by  administration  ol  such  agents,  e g , dobulamine 
or  isoproterenol  However,  such  patients  may  be  subieci  to  protracted  severe  hypotension 
Difficulty  in  starting  and  maintaining  Ihe  heartbeat  has  also  been  reported  with  beta  blockers 
DIABETES  AND  HYPOGLYCEMIA  Beta-adrenergic  blockade  may  prevent  the  appearance 
of  certain  premonitory  signs  and  symptoms  (pulse  rale  and  pressure  changes)  of  acute 
hypoglycemia  in  labile  insulin-dependeni  diabetes  In  these  patients,  it  may  be  more  difficult  lo 
adjust  the  dosage  of  insulin 

THYROTOXICOSIS  Bela  blockade  may  mask  certain  clinical  signs  of  hyperthyroidism 
Therefore  abrupt  withdrawal  of  propranolol  may  be  followed  by  an  exacerbation  ol  symptoms 
ol  hyperthyroidism,  including  thyroid  storm  Propranolol  does  not  distort  thyroid  function  tests 
IN  PATIENTS  WITH  WOLFF-PARKINSON-WHITE  SYNDROME,  several  cases  have  been 
reported  in  which,  alter  propranolol,  the  tachycardia  was  replaced  by  a severe  bradycardia 
requiring  a demand  pacemaker  In  one  case,  this  resulted  after  an  initial  dose  of  5 mg 
propranolol 

PRECAUTIONS.  General  Propranolol  should  be  used  with  caution  in  patients  with  impaired 
hepatic  or  renal  function  INDERAL  (propranolol  HCI)  is  not  indicated  tor  Ihe  treatment  of 
hypertensive  emergencies 

Beta-adrenoreceptor  blockade  can  cause  reduction  of  intraocular  pressure  Patients  should 
be  told  that  INDERAL  may  interfere  with  Ihe  glaucoma  screening  test  Withdrawal  may  lead  to  a 
return  of  increased  intraocular  pressure 

Clinical  Laboratory  Tests  Elevated  blood  urea  levels  in  patients  with  severe  heart  disease, 
elevated  serum  transaminase,  alkaline  phosphatase,  lactate  dehydrogenase 
DRUG  INTERACTIONS  Patients  receiving  catecholamine-depleting  drugs  such  as  reser- 
pihe  should  be  closely  observed  if  INDERAL  is  administered  The  added  calecholamihe- 
blocking  action  may  produce  an  excessive  reduction  of  resting  sympathetic  hervous  activity 
which  may  result  in  hypotension,  marked  bradycardia  vertigo,  syncopal  attacks,  or  orthostatic 
hypotension 

Carcinogenesis,  Mutagenesis.  Impairment  ol  Fertility  Long-term  studies  in  animals  have 
been  conducted  to  evaluate  toxic  effects  and  carcinogenic  potential  In  18-month  studies  in 
both  rats  and  mice,  employing  doses  up  to  150  mg/kg/day,  there  was  no  evidence  of  signifi- 
cant drug-induced  toxicity  There  were  no  drug-related  tumorigenic  effects  at  any  of  the 
dosage  levels  Reproductive  studies  ih  animals  did  not  show  any  impairment  of  fertility  that  was 
attributable  to  the  drug 

Pregnancy  Pregnancy  Category  C INDERAL  has  been  shown  to  be  embryotoxic  in  animal 
studies  at  doses  about  10  limes  greater  than  the  maximum  recommended  human  dose 
There  are  no  adequate  and  well-controlled  studies  in  pregnant  women  INDERAL  should  be 
used  during  pregnancy  only  if  the  potential  benefit  justifies  the  potential  risk  to  the  fetus 
Nursing  Mothers  INDERAL  is  excreted  in  human  milk  Caution  should  be  exercised  when 
INDERAL  IS  administered  to  a nursing  woman 
Pediatric  Use  Safety  and  effectiveness  in  children  have  not  been  established 

ADVERSE  REACTIONS.  Most  adverse  effects  have  been  mild  and  transient  and  have  rarely 
required  Ihe  withdrawal  of  therapy 

Cardiovascular  bradycardia,  congestive  heart  failure,  intensification  of  AV  block,  hypoten- 
sion, paresthesia  ol  hands,  thrombocytopenic  purpura,  arterial  insufficiency,  usually  of  the 

Raynaud  type 

Central  Nervous  System  lightheadedness, 
mental  depression  manifested  by  insomnia, 
lassitude,  weakness,  fatigue,  reversible  mental 
depression  progressing  to  catatonia,  visual 
disturbances,  hallucinations,  an  acute  revers- 
ible syndrome  characterized  by  disorientation 
for  time  and  place,  short-term  memory  loss, 
emotional  lability,  slightly  clouded  sensorium. 
and  decreased  performance  on  neuropsycho- 
metrics 

Gastrointestinal  nausea,  vomiting,  epigas- 
tric distress,  abdominal  cramping,  diarrhea 
constipation,  mesenteric  arterial  thrombosis, 
ischemic  colitis 
Allergic  pharyngitis  and  agranulocytosis, 
erythematous  rash,  fever  combined  with  aching  and  sore  throat,  laryngospasm  and  respiratory 
distress 

Respiratory  bronchospasm 

Hematologic  agranulocytosis,  nonthrombocytopenic  purpura,  thrombocytopenic  purpura 
Auto-Immune  In  extremely  rare  instances,  systemic  lupus  erythematosus  has  been  re- 
ported 

Miscellaneous  alopecia  LE-like  reactions,  psoriasiform  rashes,  dry  eyes,  male  impotence, 
and  Peyronie  s disease  have  been  reported  rarely  Oculomucocutaneous  reactions  involving 
the  skin,  serous  membranes  and  conjunctivae  rejoorted  for  a beta  blocker  (practolol)  have  not 
been  associated  with  propranolol 

DOSAGE  AND  ADMINISTRATION.  INDERAL  LA  provides  propranolol  hydrochloride  in  a 
sustained-release  capsule  for  administration  once  daily  If  patients  are  switched  from  INDERAL 
tablets  to  INDERAL  LA  capsules,  care  should  be  taken  to  assure  that  the  desired  therapeutic 
effect  IS  maintained  INDERAL  LA  should  not  be  considered  a simple  mg  for  mg  substitute  for 
INDERAL  INDERAL  LA  has  different  kinetics  and  produces  lower  blood  levels  Retitration  may 
be  necessary  especially  to  maintain  effectiveness  at  the  end  of  Ihe  24-hour  dosing  interval 
HYPERTENSION  — Dosage  must  be  individualized  The  usual  initial  dosage  is  8C  mg 
INDERAL  LA  once  daily,  whether  used  alone  or  added  to  a diuretic  The  dosage  may  be 
increased  to  120  mg  once  daily  or  higher  until  adequate  blood-pressure  control  is  achieved 
The  usual  maintenance  dosage  is  1 20  to  1 60  mg  once  daily  In  some  instances  a dosage  of  640 
mg  may  be  required  The  time  needed  for  full  hypertensive  response  to  a given  dosage  is 
variable  and  may  range  from  a few  days  to  several  weeks 
ANGINA  PECTORIS  — Dosage  must  be  individualized  Starting  with  80  mg  INDERAL  LA 
once  daily,  dosage  should  be  gradually  increased  at  three  to  seven  day  intervals  until  optimum 
response  is  obtained  Although  individual  patients  may  respond  at  any  dosage  level,  the 
average  optimum  dosage  appears  to  be  160  mg  once  daily  In  angina  pectoris,  the  value  and 
safety  of  dosage  exceeding  320  mg  per  day  have  not  been  established 
If  treatment  is  to  be  discontinued,  reduce  dosage  gradually  over  a period  of  a few  weeks  (see 
WARNINGS) 

MIGRAINE  — Dosage  must  be  individualized  The  initial  oral  dose  is  80  mg  INDERAL  LA 
once  daily  The  usual  effective  dose  range  is  160-240  mg  once  daily  The  dosage  may  be 
increased  gradually  lo  achieve  optimum  migraine  prophylaxis  If  a satisfactory  response  is  not 
obtained  within  four  to  six  weeks  after  reaching  the  maximum  dose,  INDERAL  LA  therapy 
should  be  discontinued  It  may  be  advisable  to  withdraw  the  drug  gradually  over  a period  of 
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HYPERTROPHIC  SUBAORTIC  STENOSIS  - 80-160  mg  INDERAL  LA  once  daily 
PEDIATRIC  DOSAGE  — At  this  time  the  data  on  the  use  of  the  drug  in  this  age  group  are  too 
limited  to  permit  adequate  directions  for  use 
’The  appearance  of  these  capsules  is  a registered  trademark  of  Ayerst  Laboratories 

REFERENCES: 

1.  inderal  la  National  Compliance  Evaluation  Program  Data  on  file.  Ayerst  Laboratories 

2.  Ravid  M,  Lang  R,  Jutrin  I The  relative  antihypertensive  potency  of  propranolol,  oxprenolol. 
atenolol  and  metoprolol  given  once  daily  Arch  Intern  Med  19^,145  1321-1323 
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Ayersi 


AYERST  LABORATORIES 
New  York,  NY  10017 


® 1986  Ayerst  laboratories 


the  Elje  and  Ear  Cfink 

Of  Charleston,  Inc. 

The  Laser  Surgery  Center 


SPECIALISTS  IN 

EYE  EAR  NOSE  and  THROAT  SURGERY 


• 35-bed  JCAH  Accredited 

Hospital 

• Ambulatory  Care/ 

Same  Day  Surgery 

• Laser  Surgery  Specialists 

• Facial  Plastic  Surgery 

• Cataract  Surgery/ 

Lens  Implant 


MEDICAL  AND  SURGICAL  SERVICES  PROVIDED  THROUGH 


EYE  EAR  NOSE  and  THROAT  PHYSICIANS 
& SURGEONS  OF  CHARLESTON,  INC. 

OPHTHALMOLOGISTS  OTOLARYNGOLOGISTS 


Milton  J.  Lilly,  Jr.,  MD 
Robert  E.  O'Connor,  MD 
Moseley  H.  Winkler,  MD 
Samuel  A.  Strickland,  MD 
James  W.  Caudill,  MD 


Romeo  Y.  Lim,  MD 
Nabil  A.  Ragheb,  MD 
R.  Austin  Wallace,  MD 

EENT 


John  A.  B.  Holt,  MD 


FREE  PARKING 

MEDICARE  ASSIGNMENT  ACCEPTED 


1306  KANAWHA  BOULEVARD,  EAST 
P.O.  BOX  2271 

CHARLESTON,  WEST  VIRGINIA  25328 
TELEPHONE;  (304)  343-4371 
TOLL  FREE:  (800)  642-3049  (WV) 


County  Societies 


McDowell 

The  McDowell  County  Medical 
Society  met  January  14  at  Stevens 
Clinic  Hospital  in  Welch.  The  meet- 
ing was  preceded  by  a covered  dish 
dinner  furnished  by  the  Auxiliary. — 
R.  0.  Gale,  M.  D.,  Secretary. 

MINGO 

Merwyn  G.  Scholten,  WVSMA 
Executive  Director,  was  the  guest 
speaker  for  the  meeting  of  the  Mingo 
County  Medical  Society  January  14 
at  Williamson  Memorial  Hospital. 

Mr.  Scholten  was  substituting  for 
WVSMA  President  Charles  E. 
Turner,  M.  D.,  who  was  unable  to 
attend. 

Mr.  Scholten  updated  the  Society 
on  issues  affecting  physicians  includ- 
ing antitrust  protection  for  peer 
review  mechanisms.  Medicare  assign- 
ment, the  Adolescent  Health  Initia- 
tive fostered  by  the  AMA,  mal- 
practice insurance  crisis,  AIDS, 
physician  oversupply,  WVSMA’s 
PPO,  mandatory  seat  belt  law,  and 
geriatrics.  — Manolo  Tampoya, 

M.  D.,  Secretary -Treasurer. 


MONONGALIA 

Michael  A.  Oliverio,  Adminis- 
trator, Morgantown  Branch,  West 
Virginia  Division  of  Vocational 
Rehabilitation,  was  guest  speaker 
for  the  meeting  of  the  Monongalia 
County  Medical  Society  January  6. 

Dr.  Thomas  S.  Clark  submitted  a 
resolution  dealing  with  the  academic 
physician  members  of  the  Society 
and  the  private  physician  members 
of  the  Society.  The  resolution  was 
referred  to  the  Committee  on 
Constitution,  By-Laws,  and  Resolu- 
tions. — Robert  L.  Murphy, 
Executive  Secretary. 


PARKERSBURG 

The  Parkersburg  Academy  of 
Medicine  met  January  14  at  the 
Parkersburg  Country  Club. 

The  guest  speaker  was  Richard 
Duma,  M.  D.,  Medical  College  of 
Virginia.  His  topic  was  “Acute 
Bacterial  Pneumonia,  Diagnosis  and 
Treatment  and  Newer  Antibiotics.” 


Dr.  M.  David  Avington,  President, 
made  announcements  concerning  the 
WESPAC  Dinner  Theatre  during  the 
Mid-Winter  Clinical  Conference  in 
Charleston,  the  WVSMA-Auxiliary 
legislative  videotape,  visits  to  the 
Legislature  in  Charleston,  and  the 
AMA  phone  bank.  — R.  C.  Sims, 

M.  D.,  Secretary-Treasurer. 

RALEIGH 

Walter  C.  Massey,  Editor  of  the 
Beckley  Register /Herald,  was  the 
guest  speaker  for  the  meeting  of  the 
Raleigh  County  Medical  Society 
February  19.  His  topic  was  “The 
Press  and  Medicine.” 

WVSMA  President  Charles  E. 
Turner,  M.  D.,  will  be  the  speaker 
for  the  March  19th  meeting.  — 
Robert  P.  Pulliam,  M.  D.,  Secretary. 

Obituaries 


LOCKART  D.  ARBUCKLE,  M.  D. 

Dr.  Lockart  D.  Arbuckle  of  South 
Pasadena,  Florida,  formerly  of 
Maxwelton  ( Greenbrier  County  ) , 
died  February  8 in  a South  Pasadena 
hospital.  He  was  96. 

Doctor  Arbuckle  was  a retired  rear 
admiral  with  36  years  of  service  with 
the  medical  corps  of  the  U.  S.  Navy, 
having  received  the  Legion  of  Merit. 

Survivors  include  the  wife,  Gladys 
Arbuckle;  a son.  Dr.  L.  Davis 
Arbuckle  of  Akron,  Ohio;  a daughter, 
Margaret  Mayo  of  Dresden, 
Tennessee,  and  a brother,  Alexandria 
( Alex ) Arbuckle  of  Maxwelton. 


JOHN  E.  OSBORNE,  M.  D. 

Dr.  John  E.  Osborne  of  Honolulu, 
Hawaii,  died  there  January  31.  He 
was  52. 

Born  in  Kenova,  he  was  a retired 
Navy  captain. 

Doctor  Osborne  was  graduated 
from  the  former  Morris  Harvey 
College  in  Charleston,  and  received 
his  M.  D.  degree  in  1965  from  West 
Virginia  University  School  of  Medi- 
cine. He  interned  at  the  former 
Charleston  Memorial  Hospital,  and 
also  received  a doctorate  at  Ohio 
State  University. 

Doctor  Osborne  was  a member  of 
the  American  Association  of  Occupa- 


tional Health  and  the  Aerospace 
and  Linderseas  Medical  Society,  and 
a retired  member  of  the  Kanawha 
Medical  Society,  West  Virginia  State 
Medical  Association  and  American 
Medical  Association. 

Survivors  include  the  wife,  Nancy 
Snodgrass  Osborne;  two  sons,  John 
E.  Osborne  II  of  Athens,  Ohio,  and 
Ian  S.  Osborne  of  Camden,  South 
Carolina;  the  father,  Erwin  Osborne 
of  Lucasville,  Ohio;  a sister,  Mrs. 
Judy  Pyles  of  Parkersburg,  and  a 
brother,  Joseph  Osborne  of 
Wheelersburg,  Ohio. 

New  Members 


The  following  physicians  were  wel- 
comed in  January  as  new  members 
of  the  West  Virginia  State  Medical 
Association: 

Central : 

Eusebio  L.  Villanueva,  M.  D.,  4 
Sumac  Court,  Glenville  26351 

Hancock: 

Karen  Gross,  M.  D.,  3747  Main 
Street,  Weirton  26062 

Jefferson : 

Sitaram  Nayak,  M.  D.,  207  S. 
Preston  Street,  Ranson  25438,  ortho- 
pedics 

MarshaU: 

Roger  L.  Frome,  M.  D.,  109  Mar- 
shall Street,  Benwood  26031 

Parkersburg: 

Teresita  Dejoseph,  M.  D.,  Ill 
Lafayette  Street,  St.  Marys  26170, 
family  practice 

David  G.  Johnson,  M.  D.,  St. 
Joseph’s  Hospital,  Parkersburg  26101, 
emergency  medicine 

Anil  Patel,  M.  D.,  1100  19th 
Street,  Vienna  26105,  anesthesiology 
Robert  Rudolph,  M.  D.,  935 

Market  Street,  Parkersburg  26101, 
surgery 

Thomas  Tarnay,  M.  D.,  600  18th 
Street,  Parkersburg  26101,  general 
surgery 

Raleigh : 

Charles  R.  Daniel,  M.  D.,  2401  S. 
Kanawha  Street,  Beckley  25801, 
radiology 
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Ramon  J.  Gomez,  M.  D.,  P.  0. 
Box  561,  Shelton  25919,  emergency 
medicine 

Ronald  W.  Green,  M.  D.,  P.  0. 
Box  550,  Cannell  Clinic,  Beaver 
25913,  family  practice 

Alessandra  N.  Kazura,  M.  D.,  212 
4th  Street,  Beckley  25801,  pediatrics 
Jose  S.  Romero,  M.  D.,  Beckley 
Hospital,  1007  S.  Oakwood  Avenue, 
Beckley  25801,  emergency  medicine 
William  A.  Scaring,  M.  D.,  410 
Carriage  Drive,  Beckley  25801  Ob/ 
GYN 

Edward  J.  Stout,  M.  D.,  1000 
Overlook  Drive,  Beckley  25801, 
emergency  room 

Residents : 

Richard  L,  Alexander,  M.  D.,  Dept, 
of  Family  Practice,  WVU  Hospital. 
Morgantown  26505 

Michael  B.  Edmond,  M.  D.,  1220-C 
Valley  View  Avenue,  Morgantown 

26505 

Robert  F.  Hoofnagle,  Jr.,  M.  D,, 
106  #12  Wedgewood  Drive,  Morgan- 
town 26505 

David  Wells,  M.  D.,  Apartment  9, 
980  Valley  View  Avenue,  Morgan- 
town 26505 

Students : 

Kenneth  S.  Allen,  947  Maple 
Drive,  Lot  #4,  Morgantown  26505 
Richard  B.  Boster,  Apartment  1, 
131  Westwood  Lane,  Huntington 
25704 

Timothy  R.  Deer,  33  Old  House 
Lane,  Morgantown  26505 

Christopher  C.  Giza,  980  Valley 
View  Road,  Apartment  4,  Morgan- 
town 26505 

Paul  J.  Grandinetti,  1616  Spring 
Valley  Drive  #2,  Huntington  25704 
John  W.  Hannah,  F4  Bon  Vista 
Apartments,  Morgantown  26505 
Lynn  E.  Keplinger,  223  C Dewey 
Street,  Morgantown  26505 

John  W.  Kessel,  141  Wood 
Lomond  Way,  Huntington  25705 
Matthew  S.  Koval,  WVU  Medical 
Center,  P.  0.  Box  136,  Morgantown 

26506 

Barbara  J.  Lewis,  500  Pearl  Ave- 
nue, Morgantown  26505 

Jonathan  P.  Lilly,  2373  Spring 
Valley  Drive,  Apartment  C-1,  Hunt- 
ington 25704 

William  0.  Mallow,  110  Deckers 
MPH,  Morgantown  26505 


Chris  S.  McCauley,  3601  Col- 
lins Ferry  Road,  Apartment  G-32, 
Morgantown  26505 

Joyce  S.  Neilan,  P.  0.  Box  156, 
WVU  Medical  Center,  Morgantown 
26506 

Mitchell  E.  Nutt,  236  Highland 
Avenue  #2,  Morgantown  26505 
John  V.  Onestinghel  HI,  P.  0.  Box 
159,  WVU  Medical  Center,  Morgan- 
town 26506 

Steve  Richardson,  509  Spotswood 
Road,  Charleston  25303 

David  G.  Rust,  P.  0.  Box  168, 
WVU  Medical  Center,  Morgantown 
26506 

Jack  F.  Shamblin  HI,  1050  Valley 
View  Avenue,  Lot  21,  Morgantown 

26505 

James  G.  Warner,  Jr.,  949  In- 
dependence Hill,  Morgantown  26505 
Charles  W.  White  III,  803  Alpine 
Street,  Morgantown  26505 

John  D.  Whited,  P.  0.  Box  194, 
WVU  Medical  Center,  Morgantown 

26506 

Dean  E.  Wolz,  WVU  School  of 
Medicine,  P.  0.  Box  396,  Morgan- 
town 26505 

Book  Review 


HISTORY  OF  CABELL  COUNTY 
MEDICAL  SOCIETY  IN  WEST 
VIRGINIA  1890-1985  — Charles 
H.  Moffat.  299  pages.  McClain 
Printing  Co.,  Parsons,  WV  26287. 
1986. 

History  is  perceived  as  a looking 
glass  that  reflects  the  vivid  image  of 
the  past.  The  historian,  Neving,  once 
said  that  the  best  way  to  inspire 
loyalty  to  an  institution  is  to  study 
and  appreciate  its  history.  The  late 
Dr.  Walter  E.  Vest,  a Huntington 
physician,  urged  all  the  component 
medical  societies  in  West  Virginia 
to  preserve  every  scrap  of  evidence 
about  their  past  or  “else  much 
valuable  information  will  forever  be 
lost  to  posterity.” 

The  Cabell  County  Medical  Society, 
in  1980,  commissioned  Dr.  Charles 
H.  Moffat,  the  Chairman  Emeritus  of 
the  Marshall  University  History  De- 
partment, to  chronicle  the  history  of 
the  Society.  The  result  is  a scholarly 
and  fully-documented  account  of  the 
medical  profession  in  Cabell  County. 


Founded  in  1903,  the  Cabell 
County  Medical  Society  has  furnished 
1 1 presidents  to  the  State  Medical 
Association  and  has  served  as  host 
to  that  Association  on  seven 
occasions.  One  of  its  member  be- 
came the  President  of  the  American 
Medical  Association  while  four  others 
were  elected  President  of  the 
Southern  Medical  Association. 

Several  other  local  doctors  were 
chosen  as  presidents  of  national 
organization  related  to  their  respec- 
tive medical  disciplines. 

Moffat’s  book  is  in  no  sense  “dry 
history,”  although  it  will  naturally 
have  its  greatest  appeal  to  physicians 
and  their  families.  There  are  portions 
of  the  book  that  will  intrigue  the 
general  public.  The  author  presents 
many  enlightening  vignettes  pertain- 
ing to  the  members  of  the  Society. 

Nor  does  he  neglect  local  hospitals 
and  other  health  professions  includ- 
ing the  Marshall  University  School 
of  Medicine. 

Though  the  author  correctly  placed 
emphasis  upon  the  various  medical 
disciplines,  he  also  records  interesting 
narratives  of  the  doctors’  role  in  the 
four  wars  since  1903.  He  describes 
the  diversified  nature  of  the  monthly 
programs  of  the  Society.  Moreover, 
Doctor  Moffat  pays  tribute  to  the 
services  rendered  by  the  Medical 
Auxiliary.  Doctor  Moffat,  however, 
does  not  treat  the  Cabell  County 
Medical  Society  in  a vacuum;  he 
portrays  the  relationship  of  the 
Society  to  other  professional  medi- 
cal groups  and  to  the  changing 
profession  of  medicine  through  the 
decades. 

The  research  involved  in  this 
project  was  extensive.  The  author 
had  unrestricted  access  to  records  of 
the  Cabell  County  Medical  Society 
and  to  the  materials  deposited  in  the 
Marshall  and  the  West  Virginia  Uni- 
versity medical  libraries.  Further- 
more, Moffat  obtained  written  or 
verbal  communications  from  scores 
of  local  physicians. 

In  the  same  year  that  Marshall 
University  is  commemorating  its 
sesquicentennial,  the  Cabell  County 
Medical  Society  will  pause  to  observe 
the  84th  year  of  its  founding  by  the 
publishing  of  this  book. — Charles  E. 
Turner,  M.  D.,  President,  West 
Virginia  State  Medical  Association. 
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OVMC  Rehabilitation 
Center 

Homestead  Avenue 
Wheeling,  WV  26003 
(304)  232-5533 


y at  Woodsdale 


Comprehensive  rehabilitation  requires  a 
diverse  array  of  specialists. 


Team  Rehab  is  the  very  core  of  the 
OVMC  Rehabilitation  Center  at 
Woodsdale.  It  is  a team  of  diversified 
professionals — each  an  expert  in  the 
rehabilitation  field— all  sharing  one  com- 
mon goal:  to  direct  the  patient,  the  key 
team  player,  to  return  to  a lifestyle  of  max- 
imum independence,  productivity  and 
enjoyment. 

The  lives  they  rebuild  once  seemed  shattered  by 
the  trauma  of  a stroke,  head  or  spinal  column  in- 
jury, amputation,  neurological  disorder  or  joint 
replacement.  The  resulting  disabilities  are  often 
numerous  and  complex.  Because  each  disability  re- 
quires the  focus  of  a trained  professional,  the  team 
concept  is  the  most  effective  approach  to 
rehabilitation. 

Perhaps  most  important  is  the  atmosphere  of  con- 
stant motivation  and  encouragement  the  patient  en- 
counters at  the  Rehabilitation  Center:  three  to  six 
hours  of  intensive,  comprehensive  rehabilitation  a 


day,  plus  the  continual  contact  with  others 
who  have  similar  goals.  The  patients  and 
team  members  are  busy,  but  not  too  busy 
to  share  encouragement,  a joke  or  even  an 
occasional  tear.  Deep  and  lasting  friend- 
ships usually  develop. 

The  team  also  works  to  ensure  that  the 
patient’s  success  continues  after  discharge 

as  well. 

The  patient’s  home  environment  is  carefully 
evaluated  to  determine  modifications  or  changes  that 
will  be  needed,  and  referrals  to  post-discharge  agen- 
cies and  outpatient  treatment  are  often  made. 

Over  the  past  several  months  we  have  featured  a 
series  of  personality  jx)rtraits  of  the  men  and  women 
who  make  up  Team  Rehab  to  give  you  a clearer  pic- 
ture of  their  jobs,  their  backgrounds  and  their  con- 
tributions to  the  team  effort.  If  you  would  like  to 
know  more  about  the  OVMC  Rehabilitation  Center 
at  Woodsdale,  call  Dr.  David  Liebeskind  at 
(304)  232-5533. 


A PRESCRIPTION 

FOR  PHYSICIANS 


BOTHERED  BY:  

★ Too  much  paperwork?  ★ The  burden  of  office  overhead? 

★ Malpractice  insurance  costs? 

★ Not  enough  time  for  the  family? 

★ No  time  to  keep  current  with  technology  and  new  methods? 

★ No  time  or  money  tor  professional  development? 

JOIN  THE  AIR  FORCE  MEDICAL  TEAM;  

WE’LL  PROVIDE  THE  FOLLOWING: 

★ Competent  and  dedicated  professional  staff, 

★ Time  tor  patients  and  tor  keeping  professionally  current. 

★ Financial  security,  a generous  retirement  tor  those  who  quality. 

★ It  qualified,  unlimited  professional  development. 

★ Medical  facilities  all  around  the  world, 

★ 30  days  of  vacation  with  pay  each  year. 

★ Complete  medical  and  dental  care, 

★ Low  cost  life  insurance. 

Want  to  find  out  more?  Contact  your  nearest  Air  Force 
recruiter  for  information  at  no  obligation.  Call 

Capt  Elliott  Sarantakos 
412-687-7313  collect 


Soiromate  /?\^=^©© 

with  plotter 


We  Got  small  to  Play  BIG. 


A Toast 
to  Our  New 
Transducer 


Place  the  whole  transducer  in  sterilizing  solution. 
No  need  to  disassemble!  No  tubing!  No  piping! 
Ifs  os  easy  os  dropping  on  olive  into  o martini. 

Small  and  Light 

Accuracy  and  lunch-box-like  portability  moke 
the  AS-500  perfect  in  any  setting-hospital, 
office,  or  industrial. 

Two  Spirometers  in  One 

When  the  unit  is  disconnected  from  its  plotter, 
the  AS-500  works  os  o single  test  screener  with 
o built-  in  printer. 


Convenient  and  X^rsatile 

An  eosy-to-reod  LCD  gives  spirograms  for  instant 
analysis  and  instructional  messages  for  better 
patient  prompting.  Easy  automatic  calibration 
assures  ± 3%  accuracy,  and  triggering  can  be 
either  automatic  or  manual. 


BIG  Capabilities 

Best-test  selection  (1-9  tests),  pre  and  post  BD 
capability,  flow  volume  loops,  patient-record 
formats,  a sophisticated  array  of  diagnostic 
interpretations  with  accompanying  comm- 
ents, a VC  test,  and  a 12-second  MW  test 
make  this  an  all  encompassing  portable 
spirometer. 

Vast  capabilities  in  a diminutive  package  at 
an  infinitesimal  price  offer  compelling 
reasons  to  take  a closer  look  at  the  AS-500. 


Yes,  BIG  indeed. 

And,  of  course,  it  meets  all  the  ATS  standards. 


AS-300;  A younger  family  member  which  performs  many  of  the  functions 
of  the  AS-500  at  an  even  more  affordable  price. 


LEWIS  MEDICAL  

INSTRUMENTS  INC. 

Precision  instruments  to  the 
health  profession  for  over  20  years 


(301)  984-61 12 -Washington,  D.C. 
(301)  444-7977  — Baltimore,  Maryland 
(804)  644-8024— Virginia 
(919)  848-4333  — North  Carolina 
(215)  922-4966  — Pennsylvania 


‘‘Preventive  Maintenance" 


I know  the  key  to  good  health  is  preventive 
maintenance.  As  part  of  my  regular  health  checkups,  I go 
to  Preventive  Care  . . . Charleston’s  new  imaging  center 
for  women. 

It’s  the  only  place  in  Charleston  that  does  both 
mammography  and  osteoporosis  tests  in  one  convenient 
setting  and  I can  be  in  and  out  in  an  hour! 

My  daughter  usually  comes  with  me.  At  Preventive 
Care,  they  take  the  time  to  show  you  a video  on 
osteoporosis  and  mammography  and  talk  about  the 
importance  of  preventive  maintenance. 

For  peace  of  mind  . . . Preventive  Care! 

laEVEIMTIVEiAJlE 

A DIAGNOSTIC  IMAGING  CENTER  FOR  WOMEN 


102  HILLS  PLAZA  offices  open  8 am  to  5 pm  Monday  thru  Friday 

PATRICK  STREET  a Division  of  Associated  Radiologists  345“XK.AY 

Insurance  Plans  Accepted  Free  Parking 


If  You  Want  to  Improve  the  Business  of  Your  Practice, 

See  the  Professionals. 


It’s  sound  advice.  These  days,  it’s  hard  to  keep  up  with  all  the  changes  taking  place  ...  tax  revision  . . . rising 
insurance  costs  . . . government  regulations  . . . tougher  competition  . . . and  have  enough  time  to  practice. 

For  more  than  30  years  we’ve  been  successfully  providing  medical  practitioners  with  management  services  tailored 
to  their  special  needs  . . . services  designed  to  improve  business  performance  and  productivity.  We  can  do  the  same 
for  you: 


• Install  Computer  Systems 

• Train  Personnel 

• Develop  Accounting  Systems 

• Develop  Personnel  and  Accounting 
Procedures 

• Prepare  Employee  Compensation 
Summaries 

• Review  Specific  Office  Records 
On  Surprise  Basis 


• Maximize  Revenue,  Review 

Third  Party  Claim  Payer  Participation 

• Employee  Benefit  Planning 

• Budgeting  and  Planning 

• Allocating  Compensation 

• Operations  Review  of  Practice 

• Tax  Planning 


With  our  Medical  Practice  Management  Group  taking  care  of  the  business  of  your  practice,  you’ll  have  more  time 
for  your  practice.  Call,  write,  or  see  the  professionals. 


nrnrll  4M^sler 


Bill  McKee,  Coordinator 

Medical  Practice  Management  Group 

500  Lee  Street,  P.O.  Box  2629 

Charleston,  West  Virginia  25329 

(304)  346-0441 

1-800-642-3601 


certified  public  accountants 


LOOK  NO  FURTHER 
FOR  FINANCIAL 
DIRECTION! 


One  Financial  Place  Financial  and  Imst  services  are  available  through  these  One  Valley  Banks 


Kanawha  Valley  Bank,  NA„  Charleston.  WV 
Security  Bank,  Huntington.  WV 
Citizens  National  Bank,  Martinsburg.  WV 
Fanners  &.  Merchants  Bank,  Morgantown.  WV 
New  River  Banking  & Trust,  Oak  Hill.  WV 


Mercer  County  Bank,  Princeton.  WV 
Seneca  National  Bank,  Ronceverte.  WV 
The  Bank  of  St.  Albans,  St  Albans,  WV 
First  National  Bank,  Terra  Alta,  WV 


ALL  THE  PROFESSIONAL  FINANCIAL  AND  TRUST  SERVICES 
FOR  YOUR  PERSONAL  AND  BUSINESS  NEEDS 
ARE  IN  ONE  PLACE  . . . 

ONE  FINANCIAL  PLACE. 

NOW  AT  ALL  THE  ONE  VALLEY  BANKS  IN  WEST  VIRGINIA. 


Our  Financial  and  Trust  Services  include: 

• Personal  Asset  Management 

• Corporate  Funds  Management 

• Trusts  and  Estates 

• Estate  Settlement  for  Personal 
Executors 


• Private  Investment  Services 

• Financial  and  Estate  Planning 

• Corporate  Trusteeship  Services 

• Employee  Benefit  and  Retirement 
Plan  Administration 


GREENBRIER  PHYSICIANS,  INC. 

A Multispecialty  Clinic 

Greenbrier  Valley  Medical  Arts  Building 

Ronceverte/Fairlea/Lewisburg,  West  Virginia 

INTERNAL  MEDICINE 

1 -800-642-51 61  or  304-647-51 1 5 
FAMILY  GENERAL  PRACTICE 

RADIOLOGY 

Robert  K.  Modlin,  M.  D. 

Joseph  E.  Shaver,  M D. 

Charles  Weinstein,  M.  D. 

Helen  R.  Perez.  M.  D. 

E,  T.  Cobb,  M.  D. 

Terry  Lesko,  M.  D. 

Thomas  F.  Mann,  M.  D. 
Anthony  C.  Dougherty,  M.  D. 

OBSTETRICS/GYNECOLOGY 

PSYCHOLOGY 

Connie  Bradley-Mann,  Ph.  D. 

SURGERY 

James  L.  Pfeiff,  M.  D. 

Robert  L.  Wheeler,  M.  D. 

ANCILLARY  SERVICES 

General  & Vascular 

H.  P.  Dinsmore,  M.  D. 

EAR,  NOSE  & THROAT 

Physical  Therapy 
Tom  Moore,  R.P.T. 

General  & Thoracic 

Amir  A.  Alidina,  M.  D. 

Wood  McCue,  R.P.T. 

B.  L Plybon,  M.  D. 

OPHTHALMOLOGY 

Respiratory  Therapy 

General  Surgery 

James  D.  Creasman,  R.R.T. 

Wesley  R.  Bagan,  M.  D. 

Robert  K.  Scott,  II,  M.  D. 

Audiology 

ORTHOPEDIC  SURGERY 

PEDIATRICS 

Gary  M.  Vandevander,  M.S. 

Conrad  D.  Tamea,  Jr.,  M.  D. 

William  S.  Dukart,  M.  D. 

ADMINISTRATION 

James  W.  Banks,  M.  D. 

Janice  Centa,  P.  A.,  M.  S. 

Sandra  W.  Ayers,  Business  Manager 

146  THE  WEST  VIRGINIA  MEDICAL  JOURNAL 


CONFIRMED  BY  CLINICAL  EVIDENCE 


ZANTAC®  150  h.s. 

ranitidine  HCl/Glaxo  150  mg  tablets 


EFFECTIVE  MAINTENANCE  THERAPY 
for  healed  duodenal  ulcer  patients 


In  two  randomized,  double-blind,  and  wel 1 -control  led  clinical 
trials,  ZANTAC  150  mg  h.s.  significantly  superior  to  cimetidine 
400  mg  h.s.  for  maintenance  therapy  in  healed  duodenal  ulcers. 


Percent  of  patients  with  observed  duodenal  ulcer  recurrence 


0-4 

months 

0-8 

months 

0-12 

months 

No. 

patients 

USaI 

ranitidine 
150  mg  h.s. 

9% 

14%* 

16%t 

60 

cimetidine 
400  mg  h.s. 

23% 

34% 

43% 

66 

UK,  Ireland, 
Austral i a^ 

rani ti di ne 
150  mg  h.s. 

SU 

14%+ 

23%+ 

243 

cimetidine 

21% 

34% 

37% 

241 

400  mg  h.s. 

*p  = 0.02 
tp=0.01 
+p<0.004 

%=life-table  estimates 

All  patients  were  permitted  prn  antacids  for  relief  of  pain. 


These  two  trials  used  the  currently  recommended  dosing  regimen 
of  cimetidine  (400  mg  h.s.)  and  ranitidine  (150  mg  h.s.).  A 
comparison  of  other  dosing  regimens  has  not  been  studied. 

The  studied  dosing  regimens  are  not  equivalent  with  respect  to 
the  degree  and  duration  of  acid  suppression  or  suppression  of 
nocturnal  acid. 


The  superiority  of  ranitidine  over  cimetidine  in  these  trials 
indicates  that  the  dosing  regimen  currently  recommended  for 
cimetidine  is  less  likely  to  be  as  successful  in  maintenance 
therapy. 


Convenient  once-a-night  dose  with  a 
low  incidence  of  side  effects^ 

Headache,  sometimes  severe,  seems  to  be  related  to  ranitidine 
administration.  Other  side  effects  have  been  reported;  for  a 
complete  listing,  see  the  ADVERSE  REACTIONS  section  in  the  Brief 
Summary. 


No  significant  interference  with  the  hepatic  cytochrome 
P-450  enzyme  system  at  recommended  doses 


ZANTAC  150  mg  has  no  significant  drug  interactions  with 
theophylline,  phenytoin,  or  warfarin.  The  bioavailability  of 
certain  medications  whose  absorption  is  dependent  on  a low  gastric 
pH  may  be  altered  when  ZANTAC  or  other  medications  that  decrease 
gastric  acidity  are  administered. 


Zantaciso 

ramWineHCl/Glaxo  150  mg  tablets 

One  tablet  at  bedtime 
for  maintenance 


See  next  page  for  references  and 
Brief  Summary  of  Product  Information. 


Zantaciso 

ranitidine  HCI/Glaxo  150  mg  tablets 

One  tablet  at  bedtime  for  maintenance  therapy 
in  healed  duodena!  ulcer  patients 


References: 

1.  Silvis  SE.  Griffin  J,  Hardin  R,  et  ah  Final  report  on  the  United 
States  multicenter  trial  comparing  ranitidine  to  cimetidine  as 
maintenance  therapy  following  healing  of  duodenal  ulcer.  J Clin 
Gastroenterol  1985;7(6):482-487. 

2 Gough  KR,  Korman  MG,  Bardhan  KD,  et  al  Ranitidine  and 
cimetidine  in  prevention  of  duodenal  ulcer  relapse  A double- 
blind.  randomised,  multicentre,  comparative  trial.  Lancet 
1984;11:659-662 

3 Data  available  on  request.  Glaxo  Inc. 

ZANTAC  150  Tablets  BRIEF  SUMMARY  OF 

(ranitidine  hydrochloride)  PRODUCT  INFORMATION 

ZANTAC  300  Tablets 
(ranitidine  hydrochloride) 

The  following  is  a brief  summary  only.  Before  prescribing,  see 
complete  prescribing  information  in  ZANTAC*  product  labeling. 
INDICATIONS  AND  USAGE:  ZANTAC'  is  indicated  in: 

1.  Short-term  treatment  of  active  duodenal  ulcer.  Most  patients 
heal  within  four  weeks. 

2 Maintenance  therapy  forduodenal  ulcer  patients  at  reduced  dos- 
age after  healing  of  acute  ulcers 

3.  The  treatment  of  pathological  hypersecretory  conditions  (eg,  Zol- 
linger-Ellison  syndrome  and  systemic  mastocytosis). 

4.  Short-term  treatment  of  active,  benign  gastric  ulcer.  Most 
patients  heal  within  six  weeks  and  the  usefulness  of  further  treat- 
ment has  not  been  demonstrated. 

5.  Treatment  of  gastroesophageal  reflux  disease  (GERD)  Symptom 
atic  relief  commonly  occurs  within  one  or  two  weeks  after  starting 
therapy  and  is  maintained  throughout  a six-week  course  of  ther- 
apy. 

In  active  duodenal  ulcer;  active,  benign  gastric  ulcer;  hyper- 
secretory states;  and  GERD.  concomitant  antacids  should  be 
given  as  needed  for  relief  of  pain. 

CONTRAINDICATIONS:  ZANTAC*  is  contraindicated  for  patients 
known  to  have  hypersensitivity  to  the  drug. 

PRECAUTIONS:  Symptomatic  response  to  ZANTAC*  therapy  does 
not  preclude  the  presence  of  gastric  malignancy. 

Since  ZANTAC  is  excreted  primarily  by  the  kidney,  dosage 
should  be  adjusted  in  patients  with  impaired  renal  function  (see 
DOSAGE  AND  ADMINISTRATION)  Caution  should  be  observed  in 
patients  with  hepatic  dysfunction  since  ZANTAC  is  metabolized  in 
the  liver. 

False-positive  tests  for  urine  protein  with  Multistix’  may  occur 
during  ZANTAC  therapy,  and  therefore  testing  with  sulfosalicylic 
acid  IS  recommended. 

Although  recommended  doses  of  ZANTAC  do  not  inhibit  the 
action  of  cytochrome  P-450  enzymes  in  the  liver,  there  have  been 
isolated  reports  of  drug  inferactions  which  suggest  that  ZANTAC 
may  affect  the  bioavailability  of  cerfain  drugs  by  some  mechanism 
as  yet  unidentified  (eg,  a pH  dependent  effect  on  absorption  or  a 
change  in  volume  of  disfribution). 

Lack  of  experience  to  date  precludes  recommending  ZANTAC 
for  use  in  children  or  pregnant  patients.  Since  ZANTAC  is  secreted 
in  human  milk,  caution  should  be  exercised  when  administered  to 
a nursing  mother. 

ADVERSE  REACTIONS;  Headache,  sometimes  severe,  seems  to  be 
related  to  ZANTAC"  administration.  Constipation,  diarrhea,  nau- 
sea/vomiting,  and  abdominal  discomfort, 'pain  have  b?en 
reported.  There  have  been  rare  reports  of  malaise,  dizziness, 
somnolence,  insomnia,  vertigo,  tachycardia,  bradycardia,  prema- 
ture ventricular  beats,  and  arthralgias.  Rare  cases  of  reversible 
mental  confusion,  agifation.  depression,  and  hallucinations  have 
been  reported,  predominantly  m severely  ill  elderly  patients. 

In  normal  volunteers,  SGPT  values  were  increased  to  at  least 


twice  the  pretreatment  levels  in  6 of  12  subjects  receiving  100  mg 
qid  IV  for  seven  days,  and  in  4 of  24  subjects  receiving  50  mg  qid 
for  five  days.  With  oral  administration  there  have  been  occasional 
reports  of  reversible  hepatitis,  hepatocellular  or  hepatocanalicu- 
lar  or  mixed,  with  or  without  jaundice. 

There  have  been  rare  reports  of  reversible  leukopenia,  granulo- 
cytopenia, thrombocytopenia,  and  pancytopenia. 

Although  controlled  studies  have  shown  no  antiandrogenic 
activity,  occasional  cases  of  gynecomastia,  impotence,  and  loss  of 
libido  have  been  reported  in  male  patients  receiving  ZANTAC,  but 
the  incidence  did  not  differ  from  that  in  the  general  population. 

Incidents  of  rash,  including  rare  cases  suggestive  of  mild  ery- 
thema multiforme,  and,  rarely,  alopecia,  have  been  reported,  as 
well  as  rare  cases  of  hypersensitivity  reactions  (eg,  broncho- 
spasm,  fever,  rash,  eosinophilia)  and  small  increases  in  serum 
creatinine. 

OVERDOSAGE:  Information  concerning  possible  overdosage  and  its 
treatment  appears  in  the  full  prescribing  information. 

DOSAGE  AND  ADMINISTRATION  Active  Duodenal  Ulcer:  The  current 
recommended  adult  oral  dosage  is  150  mg  twice  daily.  An  alter- 
nate dosage  of  300  mg  once  daily  at  bedtime  can  be  used  for 
patients  in  whom  dosing  convenience  is  important.  The  advan- 
tages of  one  treatment  regimen  compared  to  the  other  in  a particu- 
lar patient  population  have  yet  to  be  demonstrated. 

Maintenance  Therapy:  The  current  recommended  adult  oral  dosage 
IS  150  mg  at  bedtime 

Pathological  Hypersecretory  Conditions  (such  as  Zollinger-Ellison 
Syndrome):  The  current  recommended  adult  oral  dosage  is  150  mg 
twice  a day.  In  some  patients  it  may  be  necessary  to  administer 
ZANTAC  150-mgdoses  more  frequently.  Doses  should  be  adjusted 
to  individual  patient  needs,  and  should  continue  as  long  as  clini- 
cally indicated.  Doses  up  to  6 g/day  have  been  employed  in 
patients  with  severe  disease. 

Benign  Gastric  Ulcer:  The  current  recommended  adult  oral  dosage 
IS  150  mg  twice  a day. 

GERD:  The  current  recommended  adult  oral  dosage  is  150  mg 
twice  a day. 

Dosage  Adjustment  for  Patients  with  Impaired  Renal  Function:  On  the 

basis  of  experience  with  a group  of  subjects  with  severely  impaired 
renal  function  treated  with  ZANTAC,  the  recommended  dosage 
in  patients  with  a creatinine  clearance  less  than  50  ml/min  is 
150  mg  every  24  hours.  Should  the  patient’s  condition  require,  the 
frequency  of  dosing  may  be  increased  to  every  12  hours  or  even 
further  with  caution.  Hemodialysis  reduces  the  level  of  circulaf  mg 
ranitidine.  Ideally,  the  dosage  schedule  should  be  adjusted  so  that 
the  timing  of  a scheduled  dose  coincides  with  the  end  of  hemodialysis. 
HOW  SUPPLIED:  ZANTAC*  300  Tablets  (ranitidine  hydrochloride 
equivalent  to  300  mg  of  ranitidine)  are  yellow,  capsule-shaped 
tablets  embossed  with  "ZANTAC  300"  on  one  side  and  "Glaxo”  on 
the  other.  They  are  available  m bottles  of  30  (NDC  01 73-0393-40) 
and  unit  dose  packs  of  100  tablets  (NDC  0173-0393-47) 
ZANTAC"  150  Tablets  (ranitidine  hydrochloride  equivalent  to 
150  mg  of  ranitidine)  are  white  tablets  embossed  with  "ZANTAC 
150"  on  one  side  and  "Glaxo"  on  the  other.  They  are  available  in 
bottles  of  60  tablets  (NDC  0173-0344  42)  and  unit  dose  packs  of 
100  tablets  (NDC  0173-0344-47) 

Store  between  15°  and  30  C (59°  and  B6  F)  in  a dry  place.  Protect 
from  light.  Replace  cap  securely  after  each  opening. 

© Copyright  1983,  Glaxo  Inc.  All  rights  reserved  October  1986 
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THE  MYERS  CLINIC 

Philippi,  West  Virginia 

Radiology: 

Halberto  G.  Cruz,  M.  D. 

Surgery:  Pediatrics: 

J.  W.  Woodford,  M.  D.  E.  G.  Kreider,  M.  D. 

Boyd  R.  Wickizer,  M.  D.  Beth  E.  Rezet,  M.  D. 

Pathology: 

Fulvio  Franyutti,  M.  D. 

Internal  Medicine:  Family  Practice: 

Karl  J.  Myers,  Jr.,  M.  D.  Charles  L.  Arnett,  M.  D. 

Wm.  A.  SanPablo,  M.  D.  James  A.  Arnett,  M.  D. 

Gregg  J.  Fromell,  M.  D. 

Notice:  Seeking  Ob/Gyn  Board  Certified  or  Board  Eligible. 

Contact:  Lonnie  L.  Crane,  112  North  Woods  Street,  Philippi,  WV  26416.  (304)  457-2800. 

JAMES  T.  SPENCER,  JR.,  M.D. 

ROGER  P.  NICHOLS,  M.D. 

RONALD  L.  WILKINSON,  M.D.,  F.A.C.S. 
F.  THOMAS  SPORCK,  M.D.,  F.A.C.S. 
CHARLES  D.  CRIGGER,  M.D. 


AUDIOLOGY  SERVICES 
VINCENT  LUSTIG,  PH.D. 
GARY  HARRIS,  PH.D. 


A X 


EAR,  NOSE  SC  THROAT  ASSOCIATES 
OF  CHARLESTON,  INC. 


HEAD  AND  NECK  MEDICINE  AND  SURGERY 
OTORHINOLARYNGOLOGY 
OTOLARYNGIC  ALLERGY 

FACIAL  PLASTIC  AND 

RECONSTRUCTIVE  SURGERY 
BRONCHOESOPHAGOLOGY 
FORENSIC  OTOLOGY 


1314  VIRGINIA  ST.,  EAST  — P.O.  BOX  1628 
CHARLESTON,  WEST  VIRGINIA  25326-1628 
PHONE  342-0124 


Charleston 
Eye  Care 
Associates  Inc. 


George  E.  Toma,  M.D.,  FACS 


SURGICAL  CARE 
AND  TREATMENT 
FOR  DISEASES 
OF  THE  EYE 

311  Laidley  Street,  Suite  102 
Charleston,  WV  25301 
344-3937 


CATARACT  REMOVAL 


INTRAOCULAR  LENS  IMPLANT 

SURGICAL  CORRECTION  FOR 

NEARSIGHTEDNESS 

MEDICARE  ASSIGNMENT  ACCEPTED 

CHARGING  ONLY  WHAT  MEDICARE 
APPROVES  FOR  COVERED  SERVICES 


LASER  SURGERY  & THERAPY 
CORNEAL  TRANSPLANTS 
PERMANENT  COSMETIC 
EYELINER 


4430  Kanawha  Turnpike 
South  Charleston,  WV  25309 
768-0068 


CALL  TOLL  FREE  8:00  A.M.  - 4:00  RM.  (800)  344-3993 
24  HOUR  ANSWERING  SERVICE  — FREE  PARKING  AT  BOTH  LOCATIONS 
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THE  WHEELING  CLINIC 


WHEELING,  WEST  VIRGINIA  26003 


L.  L.  CLINE,  Executive  Director 

Wheeling,  234-2000  • St.  Clairsville,  695-2511  • New  Martinsville  area,  455-4588  • Wellsburg-Steubenville  area,  527-1230 


INTERNAL  MEDICINE 
General 

B.  L.  VanPelt,  M.  D. 

P.  R,  Hedges,  M.  D. 

R.  N.  Lewis.  M.  D.  (St.  Clairsville) 

M.  J.  Lohne,  M.  D.  (St.  Clairsville) 

R D.  Morris,  D.  O.  (New  Martinsville) 

C.  McCool,  M.  D.  (St.  Clairsville) 

Peripheral  Vascular  Disease 

J.  D.  Holloway,  M.  D. 


ORTHOPEDICS 

E.  L.  Barrett,  M.  D. 

R.  S.  Glass,  M.  D. 

UROLOGY 

D.  C.  Trapp,  M,  D. 

B.  M.  McCuskey,  M.  D. 

GYNECOLOGY 

R.  W.  Leibold,  M.  D. 

R.  T.  Brandfass,  M.  D 


NEUROLOGY 

H.  L.  Kettler,  M.  D. 

S.  G.  Christopher,  M.  D. 
W.  Zyznewsky,  M.  D. 

S.  Govindan,  M.  D. 
Neuropathology 
S.  Govindan,  M.  D. 


Cardiovascular 
A.  M.  Valentine,  M.  D. 

W.  E.  Noble,  M.  D. 

Gastroenterology 
T.  E.  Chvasta,  M.  D 
L R.  Cain,  M.  D. 

Hematology/Oncology 

C.  A.  Vasquez,  M.  D. 

Nephrology  Associates,  Inc. 

Pulmonary 

T.  V.  Burke,  M.  D 

Rheumatology 
M.  A.  Stevens,  M.  D 

GENERAL  SURGERY 

E.  C.  Voss,  M.  D. 

J.  H.  Mahan,  M.  D.  (St.  Clairsville) 
R.  L.  Cross,  M.  D.  (Martins  Ferry) 

THORACIC  AND 
CARDIOVASCULAR  SURGERY 

H.  Shackleford,  M.  D. 


OBSTETRICS  & GYNECOLOGY 

T.  A.  Athari,  M.  D. 

J.  W.  Campbell,  M.  D. 

C.  V.  Porter,  M.  D. 

OPHTHALMOLOGY 

W.  F.  Park,  M.  D. 

M.  E.  Nugent,  M.  D. 

R.  V.  Pangillnan,  M.  D 
C.  G.  Kirby,  M.  D. 

OTOLARYNGOLOGY/ 

MAXILLO-FACIAL  SURGERY 

W,  A.  Tiu,  M.  D. 

RADIOLOGY 

Valley  Radiologists,  Inc. 

FAMILY  PRACTICE 

R.  A.  Porterfield,  M.  D. 

(St.  Clairsville) 

G.  L.  Cholak,  M.  D.  (St.  Clairsville) 

E.  L.  Coffield,  M.  D.  (New  Martinsville) 

DERMATOLOGY 

M,  Baron,  M.  D 


PSYCHIATRY 

S.  D.  Ward,  M.  D. 

D.  H.  Smith,  M.  D. 

D.  P.  Hill,  M.  D. 

Pediatric  Psychiatry 
V.  stein,  M.  D, 

ANCILLARY  SERVICES 
Optical 

Speech  Therapy/ Audiology 
Counseling/Group  Therapy 
Biofeedback  Laboratory 
Electrology/Cosmelic  Therapy 
Electrocardiography 
Electroencephalography 
Roentgenology 
Pulmonary  Diagnostics  Lab 
Nutrition  Therapy 


PANHANDLE 
REHABILITATION 
SERVICES,  INC. 

MORT  K.  FARD,  M.  D. 

★ 

Practice  limited  to 
Rehabilitation  Medicine, 
Electromyography 
& Thermography 

★ 

Active  member  of  American 
Academy  and  congress  of 
Rehabilitation  Medicine  and 
American  Association  of 
Electromyography  & 
Electrodiagnosis  & American 
Academy  of  Thermology. 

★ 

Martinsburg,  WV  (304)  263-8411 


Medical  Directorship 
and 

Staff  Positions 
available  in  Abingdon, 
Marion,  and  Wytheville. 
Compensation  $80,000  to 
$100,000  with  professional 
liability  insurance  procured 
on  your  behalf. 

Contact:  Amy  O’Bryan, 
Coastal  Emergency  Services,  Inc., 
9327  Midlothian  Turnpike,  Ste.  2E, 
Richmond,  VA  23235 
(804)  320-7549,  (800)  552-6638  in  VA; 
(800)  551-1013  in  U.S. 


CHAPMAN 
PRINTING  CO. 
★ 

1565  HANSFORD  ST. 
CHARLESTON,  WV  25311 

PHONE:  341-0676 


CANCER. 
IT'S  SIMPLY  NOT 
WHAT  IT 
USED  TO  BE. 

Over  the  last  40  years,  research 
programs  supported  by  the  American 
Cancer  Society  have  made  increasing 
progress  in  the  treatment,  detection 
and  prevention  of  cancer. 

In  1986  alone,  the  Society  funded 
over  700  projects  conducted  by  the 
most  distinguished  scientists  and 
research  institutions  in  the  country. 

Which  is  why,  this  year,  hundreds 
of  thousands  of  people  will  be  suc- 
cessfully treated  for  the  disease. 

We  are  winning. 

But  we  need  you  to  help  keep  it 
that  way. 


AMERICAN 
V CANCER 
fSOQETY 

Help  us  keep  winning. 
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Classified 


MEDICAL  PRACTICE  SALES  AND  AP- 
PRAISALS. We  specialize  in  the  valuation 
and  selling  of  medical  practices.  It 
interested  in  buying  or  selling  a medical 
practice  contact  our  Brokerage  Division 
at  The  Health  Care  Group,  400  GSB  Build- 
ing, Bala  Cynwyd,  Pa.  19004  (215) 

667-8630. 


ENT  — Develop  solo  practice  in  semi- 
rural,  family-oriented  southern  Virginia 
town.  Supported  by  260  bed  hospital,  20  + 
primary  care  physicians  with  three  county 
drawing  area.  Outdoor  amenities  such  as 
hunting  and  fishing:  2 hours  from  6 major 
medical  schools.  Strong  compensation/ 
benefits  package  including  office  setup, 
overhead  contribution.  Contact  Bobby, 
Tyler  & Co.,  9040  Roswell  Rd.,  Atlanta,  GA 
30338.  Collect  404-641-6411. 


PHYSICIAN’S  ASSISTANT  — Free  adver- 
tising and  information  available  to  those 
interested  in  employing  a Physician’s  As- 
sistant. CONTACT:  PA  Placement  Service, 
West  Virginia  Association  of  Physician’s 
Assistants,  c/c  Michael  W.  Holt,  PA-C,  P.O. 
Box  1365,  Alderson-Broaddus  College, 
Philippi,  West  Virginia  26416,  or  call  (304) 
457-1700,  X.  230. 

GREAT  LAKES  ASS’N  OF  CLINICAL 
MEDICINE  PRESENTS: 

True  Preventive  Medicine 

“Nutrition  Is  Therapy”:  Jonathan  Wright, 
M.D.  of  Wright/Gaby  Foundation,  March  26- 
27  (IVa  days).  “Elemental  Medicine”:  In- 
ternational Congress  with  noted  speakers, 
March  27-28  (IV2  days).  Contact  Warren 


Delano,  24700  Center  Ridge  Road,  West- 
lake,  Ohio  44145.  (216)  835-1212. 


CREATIVE  CONCEPTS  — Medical/Sci- 
entific, Paper  Writing  Service,  Writing, 
help  in  researching.  Illustration,  and 
Photography.  Phone  (304)  242-7564  or 
(304)  232-0125.  120  Garvin’s  Lane, 

Wheeling,  WV  26003. 


FOR  RENT  — Medical  Office  space 
located  on  208  3rd  Avenue,  Montgomery, 
WV.  Modern  brick  building  situated  in 
heart  of  town;  premises  includes  large 
reception  area,  reception  office,  four  ex- 
amining rooms,  1 surgery  room,  two  execu- 
tive offices,  kitchen  lab,  central  air/heat. 
For  more  information,  call  Louis  Tabit,  JD 
at  (304)  442-5171. 


Huntington  Ear  Clinic,  inc. 

2537  THIRD  AVENUE  HUNTINGTON,  WV  25703-1692 

j 


JOSEPH  B.  TOUMA,  M.D.,  FACS 

Practice  Limited  to  Ear  and 
Balance  Disorders 


OTOLOGIC  SERVICES 

Ear  diseases  and  surgery 
Deafness 


AUDIOLOGY 

Robert  Shumate,  M.Ed.,  CCCA 

Certified  Clinical  Audiologist 

Lena  S.  Shumate,  M.Ed.,  CCCA 

Certified  Clinical  Audiologist 


Balance  Disorders 
Facial  Nerve  Disorders 
Tinnitus 

Forensic  Otology 


AUDIOLOGIC  SERVICES 

Complete  audiometric 
testing 

Newborn  & children 
testing 

Hearing  aid  evaluation, 
dispensing  & counseling 

Compensation  & 

Rehabilitation  testing 

Industrial  hearing  screening 

Central  Auditory  testing 


HUNTINGTON  TELEPHONE  NUMBER 
304-529-2407  — 304-522-8800 


PUTNAM/TEAYS  VALLEY  TELEPHONE  NUMBER 
304-757-8877 


SAINT  MARY'S  HOSPITAL 

2900  First  Avenue  — Huntington,  WV  25701  — Telephone:  304-526-1234 

Psychiatric  treatment  for  the  emotionally  disturbed.  Qualified  psychologists  and  sociai  workers  on  staff. 
Program  Includes:  Group  Therapy,  Psychotherapy,  Crisis  intervention.  Care  for  the  Acutely  Disturbed,  Sub- 
stance Abuse  and  Recreational  Therapy.  Well  trained  staff.  Forty-seven  beds. 


Medical  Staff  Members 


R.  A.  Edwards,  M.  D. 

697-7036 

L. 

C.  Smith,  M.  D. 

697-7036 

K.  M.  Fink,  M.  D 

525-8191 

M. 

M.  Bateman,  M.  D. 

526-0580 

R.  W.  Hibbard,  M.  D. 

525-9355 

R. 

A.  Kayser,  M.  D. 

529-1289 

D.  H.  Webb,  M.  D 

525-9355 

C. 

L.  McGahee,  M.  D. 

526-0580 

J.  Gallemore,  M.  D. 

526-0580 

B. 

M.  Hirani,  M.  D. 

523-2625 

J.  Corcella,  M.  D 

525-7851 

R. 

Kumar,  M.  D. 

529-2090 

J.  V.  Ottaviano,  M.  D. 

525-7851 

S. 

Y.  Marca,  M.  D. 

736-2216 

MARCH,  1987,  VOL.  83  149 


March  Advertisers 
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HIGHLAND  HOSPITAL 

300  56th  Street,  S.E.,  P.  O.  Box  4359 
Charleston,  West  Virginia  25364 

(304)  925-4756 

• Children’s  Pavilion 

• Adult  Psychiatry 

• Adolescent  Psychiatry 

• Geropsychiatry 

ALL  PROGRAMS  OFFER: 

Crisis  intervention  • Group  therapy  • Family  therapy  • Marital  counseling  • Individual 
therapy  • Occupational  therapy  • Recreational  therapy  • Special  care  for  the  acutely 
disturbed  patient  • Schooling  provided  on  Children’s  Pavilion  • Staffed  by  qualified 
psychiatrists  and  medical  consultants. 


ADULT  PSYCHIATRY 


Charles  C.  Weise,  M.  D.  925-2159 

Pablo  M.  Pauig,  M.  D.  343-8843 

Ralph  S.  Smith,  Jr.,  M.  D.  925-0349 

Lee  L.  Neilan,  M.  D.  925-3430 

Edmund  C Settle,  Jr.,  M.  D.  925-0624 


MEDICAL  STAFF 

ADULT  PSYCHIATRY 


Gina  Puzzuoli,  M.  CJ  925-6914 

John  P MacCallum,  M.  D.  925-6966 

Sid  Lerfald,  M.  D.  925-0004 

Elma  Bernardo.  M.  D 768-1212 

Steve  Kissinger,  M.  D.  925-6966 

Jerome  Massenburg,  M.  D.  925-0349 


CHILD  PSYCHIATRY 

Pablo  M.  Pauig,  M.  D.  343-8843 

Ralph  S.  Smith.  Jr.,  M.  D.  925-0349 

John  P.  MacCallum,  M.  D.  925-6966 


Serving  the  community  for  over  30  years 
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YOUR  ROCHE  REPRESENTATIVE 
WOULD  LIKE  YOU  TO  HAVE 
SOMETHING  THAT  WILL... 


. . . improve  patient  satisfaction  with  office  visits 
. . . improve  patient  compliance  with  your  instructions 
. . . reduce  follow-up  calls  to  clarify  instructions 


The  new  Roche  product  books 

• Offer  a supplement  to,  not  a substitute  for,  patient  contact 

• Support  your  specific  instructions  to  the  patient 

• Provide  a long-term  reinforcement  of  your  oral  counseling 

Because  you  are  the  primary  source  of  medical  information  for  your  patients, 
we  invite  you  to  look  over  the  Roche  Product  Booklets  shown  below  and  ask 
your  Roche  representative  for  a complimentary  supply  of  those  applicable  to 
your  practice. 


Medicines  that  matter  from  people  who  care 


coprnwro 

QExm:im 


Presenting 

the  winners  of  the  1987 

Roche  President’s  Achievement  Awards 


Hoffmann-La  Roche  is  pleased  to  honor  these  outstanding  sales  repre- 
sentatives, chosen  for  their  unparalleled  dedication  to  the  health-care 
field,  professionalism  and  consistent  high  level  of  performance.  Please 
join  us  in  congratulating  these  exceptional  individuals. 


Turn  to  the  preceding  page  and  find  out  how  your  award-winning 
Roche  representative  can  help  both  you  and  your  patients. 
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CofHmimtee  Blocks  Bills 


Imagine 

A MACHINE 
THAT CAN 
DO  THIS  TO 


We're  proud  to  announce  the  introduction  of  Extra- 
corporeal Shock  Wave  Lithotripsy  as  a new  feature  of  our 
kidney  stone  treatment  program.  This  new  device  makes 
it  possible  to  pulverize  and  eliminate  kidney  stones  witli- 
out  invasive  surgery.  Now  you  have  the  opportunity  to 
participate  in  this  state-of-the-art  procedure  at  CAMC's 
High  Tech  Center  here  in  Charleston,  West  Virginia. 

The  Lithotripter  uses  shock  waves  to  bombard  kid- 
ney stones  into  sand-like  particles  inside  the  body.  The 
residue  is  then  easily  passed.  Although  the  theory 
behind  Lithotripsy  is  simple,  the  process  is  precise.  The 
stone  is  pinpointed  inside  the  body  with  fluoroscopy 
and  shock  wave  firing  is  synchronized  witli  tlie  patient's 
heartbeat  by  electrocardiogram.  Usually,  the  entire  pro- 
cess takes  about  an  hour. 


As  you  can  imagine.  Lithotripsy  offers  many  benefits 
to  kidney  stone  patients.  The  process  is  less  painful, 
entails  fewer  side  effects,  and  recuperation  is  quicker 
than  with  conventional  surgery.  It's  even  less  expensive 
than  surgery. 

We're  encouraging  all  area  urologists  to  apply  for 
privileges  in  Extracorporeal  Shock  Wave  Litliotripsy  We 
invite  you  to  visit  CAMC  and  see  the  lithotripter  in 
action.  Come  and  learn  about  this  revolutionary  ther- 
apy which  is  the  wave  of  the  future  in  kidney  stone 
treatment.  We  will  happily  provide  you  with  a brochure 
for  your  use  as  well  as  brochures  for  your  patients. 

For  your  brochures  or  other  information  about 
Lithotripsy  and  our  kidney  stone  treatment  program, 
call  CAMC  at  1-800-654-0159. 


CAMC 

Charleston  Area  Medical  Center 
1-800-654-0159 
We  Care  For  West  Virginia 
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The  Volvo  odometer  can  reach  999,999  miles. 
Which  is  900,000  more  than  most  cars. 


GET  A LOT  OUT 
OF  AVDUO  WAGON. 


VOLVO 

A car  you  can  believe  in. 


See  VOLVO  at  TAG  GALYEAN 

1010  Washington  St.  East  — Heart  ’O  Town  Holiday  Inn 
Telephone  344-1776 

Based  on  '86  manufacturers  brochure  describing  '86  mrxiels. 


S 1986  VOLVO  NORTH  AMERICA  CORPORATION 


For  more  reasons  why  you 
should  buy  the  Volvo  240 
wagon,  stop  by  our  show- 
room for  a test  drive. 

Or  you  could  end  up  with 
a wagon  that  offers  a lot  less. 


ROOF  RACK  OPTIONAL 


McDonough 

Caperton 

Systems 


Now  serving  over  120  physicians 

We  offer  the  largest,  most  complete  selection  of  medical  office  management  systems 
and  services  available  to  physicians  in  West  Virginia.  Our  efforts  mean  you  have  a 
choice  . . . 

^ of  programs  including 

• Patient  Past  History/Lab 
Results/Treatment  Information 

• Statistical  Retrieval  and  Analysis 
of  Medical  Information 

• Patient  Billing  Preparation 

• Aged  Account  Information 

• Complete  Financial  and 
Management  Reporting 

• Insurance  Forms  Preparation 

of  hardware  including  IBM,  AT  & T,  and  IMS 
^ of  investment  levels  beginning  at  $9,995  with  upgrade  opportunity 
* of  purchase  or  lease  arrangements  to  meet  your  individual  business  needs 

^ of  total  hardware  and  software  support  for  the  life  of  the  system  provided  by  our 
own  trained  technicians 

^ of  a company  sincerely  interested  in  your  satisfaction  and  success  in  the  day- 
to-day  use  of  our  systems. 

We’re  your  systems  consultant  and  welcome  the  opportunity  to  discuss  your  individual 
concerns  and  questions.  Our  job  and  our  commitment  is  to  help  you  reduce  your  paper- 
work, increase  your  productivity  and  improve  your  cash  flow. 

MAKE  US  YOUR  CHOICE 

Call  us  at  744-2583 
or  write 

325  Sixth  Avenue 

South  Charleston,  West  Virginia  25303 
Bradley  E.  Layne,  President 


Authorized 
Value  Added 
Dealer 


Pereona) 

Compuiefs 


• Scheduling  Functions 

• Hospital  Census 

• Electronic  Claims  Submission 

• Word  Processing 

• Tailoring  by  Specialty 

• "Password”  Security  Protection 

• Remote  access,  including 
master  CN/CFF  capability. 


EDITOR 

Stephen  D.  Ward,  M.  D.,  Wheeling 
(Chairman,  Publication  Committee) 
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McDonough  Caperton  Insurance  Group's  new  corporate  office  building,  located  in  Charleston,  West  Virginia,  houses  over  150 
employees  and  serves  as  the  home  base  for  all  McDonough  Caperton  Insurance  Group  activity.  McDonough  Caperton  Insurance 
Group  also  maintains  office  facilities  in  eight  cities  throughout  West  Virginia,  Ohio,  Pennsylvania  and  Kentucky. 


McDonough 

Caperton 

Insurance 

Group 


Uniquely  capable  . . . Professionally  competent  . . . 

Serving  others  . . . Through  excellence. 


providing  a broad  range 
of  insurance  and  financial  services 
to  the  business  community, 
associations,  institutions, 
and  individuals. 


Among  the  10  Largest  Privately  Owned  Insurance  Brokers  in  the  United  States. 


Corporate  Headquarters;  One  Hillcrest  Drive,  East,  P.O.  Box  1551,  Charleston,  WV  25326.  Telephone:  (304)  346-0611. 
With  offices  in:  Beckley,  Charleston,  Fairmont,  Parkersburg,  Wheeling,  Pittsburgh,  Cleveland  and  Lexington,  KY. 


Before  prescribing,  see  complete  prescribing  information  in  SK&F  CO. 
literature  or  PO/?.  The  following  is  a brief  summary. 


WARNING 

This  drug  is  not  indicated  for  initial  therapy  of  edema  or  h^erten- 
sion.  Edema  or  hypertension  requires  therapy  titrated  to  the  individual. 
If  this  combination  represents  the  dosage  so  determined,  its  use 
may  be  more  convenient  in  patient  management.  Treatment  of  hyper- 
tension and  edema  is  not  static,  but  must  be  reevaluated  as  con- 
ditions in  each  patient  warrant. 


Contraindications:  Concomitant  use  with  other  potassium-sparing  agents 
such  as  spironolactone  or  amiloride.  Further  use  in  anuria,  progressive 
renal  or  hepatic  dysfunction,  hyperkalemia.  Pre-existing  elevated  serum 
potassium.  Hypersensitivity  to  either  component  or  otner  sulfonamide- 
derived  drugs. 

Warnings:  Do  not  use  potassium  supplements,  dietary  or  otherwise, 
unless  hypokalemia  develops  or  dietary  intake  of  potassium  is  markedly 
impairerl.  If  supplementary  potassium  is  needed,  potassium  tablets 
should  not  be  used.  Hyperkalemia  can  occur,  and  has  been  associated 
with  cardiac  irregularities.  It  is  more  likely  in  the  severely  ill,  with  urine 
volume  less  than  one  liter/day,  the  elderly  and  diabetics  with  suspected 
or  confirmed  renal  insufficiency.  Periodically,  serum  K+  levels  should  be 
determined.  If  hyperkalemia  develops,  substitute  a thiazide  alone,  restrict 
intake  Associated  widened  QRS  complex  or  arrhythmia  requires 
prompt  additional  therapy.  Thiazides  cross  the  placental  barrier  and 
appear  in  cord  blood.  Use  in  pregnancy  requires  weighing  anticipated 
benefits  against  possible  hazards,  including  fetal  or  neonatal  jaundice, 
thrombocytopenia,  other  adverse  reactions  seen  in  adults.  Thiazides 
appear  and  triamterene  may  appear  in  breast  milk.  If  their  use  is  essential, 
the  patient  should  stop  nursing.  Adequate  information  on  use  in  children 
is  not  available.  Sensitivity  reactions  may  occur  in  patients  with  or  with- 
out a history  of  allergy  or  bronchial  asthma.  Possible  exacerbation  or 
activation  of  systemic  lupus  erythematosus  has  been  reported  with 
thiazide  diuretics. 

Precautions:  The  bioavailability  of  the  hydrochlorothiazide  component  of 
'Dyazide'  is  about  50%  of  the  bioavailability  of  the  single  entity 
Theoretically,  a patient  transferred  from  the  single  entities  of  triamterene 
and  hydrochlorothiazide  may  show  an  increase  in  blood  pressure  or  fluid 
retention.  Similarly,  It  is  also  possible  that  the  lesser  hydrochlorothiazide 
bioavailability  could  lead  to  increased  serum  potassium  levels.  However, 
extensive  clinical  experience  with  'Dyazide'  suggests  that  these  conditions 
have  not  been  commonly  observed  in  clinical  practice.  Angiotensin- 
converting enzyme  (ACE)  inhibitors  can  elevate  serum  potassium;  use 
with  caution  with  Dyazide'.  Do  periodic  serum  electrolyte  determinatiohs 
(particularly  important  in  patients  vomiting  excessively  or  receiving 
parenteral  fluids,  and  during  concurrent  use  with  amphotericin  B or 
corticosteroids  or  corticotropin  [ACTH]).  Periodic  BUN  and  serum 
creatinine  determinations  should  be  made,  especially  in  the  elderly, 
diabetics  or  those  with  suspected  or  confirmed  renal  insufficiency. 
Cumulative  effects  of  the  drug  may  develop  in  patients  with  impaired  renal 
function.  Thiazides  should  be  used  with  caution  in  patients  with  impaired 
hepatic  function.  They  can  precipitate  coma  in  patients  with  severe  liver 
disease.  Observe  regularly  for  possible  blood  dyscrasias,  liver  damage, 
other  idiosyncratic  reactions.  Blood  dyscrasias  have  been  reported  in 
patients  receiving  triamterene,  and  leukopenia,  thrombocytopenia, 
agranulocytosis,  and  aplastic  and  hemolytic  anemia  have  been  reported 
with  thiazides.  Thiazides  may  cause  manifestation  of  latent  diabetes 
mellitus  The  effects  of  oral  anticoagulants  may  be  decreased  when 
used  concurrently  with  hydrochlorothiazide:  dosage  adjustments  may  be 
necessary.  Clinically  Insignificant  reductions  in  arterial  responsiveness 
to  norepinephrine  have  been  reported.  Thiazides  have  also  been  shown  to 
increase  the  paralyzing  effect  of  nondepolarizing  muscle  relaxants  such 
as  tubocurarine.  Triamterene  is  a weak  folic  acid  antagonist.  Do  periodic 
blood  studies  in  cirrhotics  with  splenomegaly.  Antihypertensive  effects 
may  be  enhanced  in  post-sympathectomy  patients.  Use  cautiously  in 
surgical  patients.  Triamterene  has  been  found  in  renal  stones  in  associa- 
tion with  the  other  usual  calculus  components.  Therefore,  'Dyazide' 
should  be  used  with  caution  in  patients  with  histories  of  stone  formation. 
A few  occurrences  of  acute  renal  failure  have  been  reported  in  patients 
on  'Dyazide'  when  treated  with  indomethacin.  Therefore,  caution  is 
advised  in  administering  nonsteroidal  anti-inflammatory  agents  with 
Dyazide'.  The  following  may  occur:  transient  elevated  BUN  or  creatinine 
or  both,  hyperglycemia  and  glycosuria  (diabetic  insulin  requirements  may 
be  altered),  hyperuricemia  and  gout,  digitalis  intoxication  (in  hypokalemia), 
decreasing  alkali  reserve  with  possible  metabolic  acidosis.  'Dyazide 
interferes  with  fluorescent  measurement  of  quinidine.  Hypokalemia  is 
uncommon  with  'Dyazide',  but  should  it  develop,  corrective  measures 
should  be  taken  such  as  potassium  supplementation  or  increased  dietary 
intake  of  potassium-rich  foods.  Corrective  measures  should  be  instituted 
cautiously  and  serum  potassium  levels  determined.  Discontinue  correc- 
tive measures  and  'Dyazide'  should  laboratory  values  reveal  elevated 
serum  potassium.  Chloride  deficit  may  occur  as  well  as  dilutional 
hyponatremia.  Concurrent  use  with  chlorpropamide  may  increase  the  risk 
of  severe  hyponatremia.  Serum  FBI  levels  may  decrease  without  signs 
of  thyroid  disturbance.  Calcium  excretion  is  decreased  by  thiazirfes. 
'Dyazide'  should  be  withdrawn  before  conducting  tests  for  parathyroid 
function.  Thiazides  may  add  to  or  potentiate  the  action  of  other  anti- 
hypertensive drugs.  Diuretics  reduce  renal  clearance  of  lithium  and 
increase  the  risk  of  lithium  toxicity. 

Adverse  Reactions:  Muscle  cramps,  weakness,  dizziness,  headache, 
dry  mouth:  anaphylaxis,  rash,  urticaria,  photosensitivity,  purpura,  other 
dermatological  conditions;  nausea  and  vomiting,  diarrhea,  constipation, 
other  gastrointestinal  disturbances;  postural  hypotension  (may  be 
aggravated  by  alcohol,  barbiturates,  or  narcotics).  Necrotizing  vasculitis, 
paresthesias,  icterus,  pancreatitis,  xanthopsia  and  respiratory  distress 
including  pneumonitis  and  pulmonary  edema,  transient  blurred  vision, 
sialadenitis,  and  vertigo  have  occurred  with  thiazides  alone.  Triamterene 
has  been  found  in  renal  stones  In  association  with  other  usual  calculus 
components.  Rare  incidents  of  acute  interstitial  nephritis  have  been 
reported  Impotence  has  been  reported  in  a few  patients  on  'Dyazide', 
although  a causal  relationship  has  not  been  established. 

Supplied:  ‘Dyazide’  Is  supplied  as  a red  and  white  capsule,  in  bottles  of 
100D  capsules;  Single  Unit  Packages  (unit-dose)  of  100  (Intended  tor 
Institutional  use  only);  In  Patlent-Pak™  unit-of-use  bottles  of  100. 

BRS-DZL42 


In  Hypertension*. . . 
When  Need  to 
Conserve  K+ 

Remember  the  Unique 
Red  and  White  Capsule: 
Your  Assurance  of  ^ 

SK&FQiMty^^^^a 


OT^-^Serum  K+  and  BUN  should  be  checked  periodically  (see  Warnings  and  Precautions). 


Potassium-  Sparing 

DYAZIDE 

25  mg  Hydrochlorothiazide/50  mg  Triamterene/SKF 

Over  20  Years  of  Confidence 


The  unique 
red  and  ^vliite 
Dyazide*  capsule: 
\6ur  assurance  of 
SK&F  quality. 


a product  of 

SK&F  CO. 

Carolina,  P.R.  00630 


©SK&F  Co,,  1983 


Effective  control  time  and  time  again' 

Effective  control  of  fasting  and  postprandial 
glucose — patient  after  patient,  meal  after  meal, 
year  after  year. 

Insulin  when  it's  needed 

Insulin  levels  are  rapidly  elevated  in  response  to  a 
meal,  then  return  promptly  to  basal  levels  after  the 
meal  challenge  subsides. 

Timed  to  minimize  risks 

Rapidly  metabolized  and  excreted,  with  an 
excellent  safety  profile.’  As  with  all  sulfonylureas, 
hypoglycemia  may  occur. 


In  concert  with  diet  in  non-insulin- 
dependent  diabetes  mellitus 


SYNCHRONIZED 
SULFONYLUREA  THERAPY 


Please  see  brief  summary  of  Glucotrol^  (glipizide) 
prescribing  information  on  next  page. 


RO0RIG 

A O'VtSior  of  Pfizer  Pnarmaceutica>s 
New  YorK  New  YorK  100^7 


Reference: 

1.  Sachs  R.  Frank  M.  Fishman  SK  Overview  of  clinical  experience  with  glipizide  In  Glipizide  A Worldwide  Review 
Princeton,  NJ.  Excerpia  Medica.  1984,  pp  163-172 

GLUCOTROL*  (glipizide)  Tablets 

Grief  Semeiari  of  Prescribing  Information 

INDICATIONS  AND  USAGE:  GLUCOTROL  is  indicated  as  an  adfunct  to  diet  for  the  control  of  hyperglycemia  in  patients 
with  non-insulin-dependent  diabetes  mellitus  (NIODM.  type  II)  after  an  adequate  trial  of  dietary  therapy  has  proved 
unsatisfactory 

CONTRAINDICATIONS;  GLUCOTROL  is  contraindicated  in  patients  with  known  hypersensitivity  to  the  drug  or  with 
diabetic  ketoacidosis,  with  or  without  coma,  which  should  be  treated  with  insulin 

SPECIAL  WARNING  ON  INCREASED  RISK  OF  CARDIOVASCULAR  MORTALITY;  The  administration  of  orai  hypogly- 
cemic drugs  has  been  reported  to  be  associated  with  increased  cardiovascular  mortality  as  compared  to 
treatment  with  diet  alone  or  diet  pius  insulin.  This  warning  is  based  on  the  study  conducted  by  the  University 
Group  Diabetes  Program  (UGOP).  a long  term  prospective  clinical  trial  designed  to  evaluate  the  effectiveness  of 
glucose-lowering  drugs  In  preventing  or  delaying  vascular  complications  in  patients  with  non-insulin-dependent 
diabetes.  The  study  involved  823  patients  who  were  randomly  assigned  to  one  of  tour  treatment  groups  {Diabetes, 
19,  supp  2 747-830. 1970). 

UGOP  reported  that  patients  treated  for  5 to  8 years  with  diet  plus  a hied  dose  of  tolbutamide  (1.S  grams  per  day) 
had  a rate  of  cardiovascular  mortality  approximately  2-1/2  times  that  of  patients  treated  with  diet  alone.  A 
significant  increase  in  total  mortality  was  not  observed,  but  the  use  of  tolbutamide  was  discontinued  based  on  the 
increase  in  cardiovascular  mortality,  thus  limiting  the  opportunity  tor  the  study  to  show  an  increase  in  overall 
mortality.  Despite  controversy  regarding  the  interpretation  of  these  results,  the  findings  of  the  UGOP  study  provide 
an  adequate  basis  tor  this  warning.  The  patient  should  be  informed  of  the  potential  risks  and  advantages  of 
GLUCOTROL  and  of  alternative  modes  of  therapy 

Although  only  one  drug  in  the  sulfonylurea  class  (tolbutamide)  was  included  in  this  study,  it  is  prudent  from  a 
safety  standpoint  to  consider  that  this  warning  may  also  apply  to  other  oral  hypoglycemic  drugs  in  this  class,  in 
view  of  their  close  similarities  in  mode  of  action  and  chemical  structure. 

PRECAUTIONS:  Renal  and  Hepatic  Disease;  The  metabolism  and  excretion  of  GLUCOTROL  may  be  slowed  m patients 
with  impaired  renal  and/or  hepatic  function  Hypoglycemia  may  be  prolonged  in  such  patients  should  it  occur 
Hypoglycemia:  All  sulfonylureas  are  capable  of  producing  severe  hypoglycemia  Proper  patient  selection,  dosage, 
and  instructions  are  important  to  avoid  hypoglycemia  Renal  or  hepatic  insufficiency  may  increase  the  risk  of 
hypoglycemic  reactions  Elderly,  debilitated  or  malnourished  patients  and  those  with  adrenal  or  pituitary  insufficiency 
are  particularly  susceptible  to  the  hypoglycemic  action  of  glucose-lowering  drugs  Hypoglycemia  may  be  difficult  to 
recognize  m the  elderly  or  people  taking  beta-adrenergic  blocking  drugs  Hypoglycemia  is  more  likely  to  occur  when 
caloric  intake  is  deficient,  after  severe  or  prolonged  exercise,  when  alcohol  is  ingested,  or  when  more  than  one 
glucose-lowering  drug  is  used 

Loss  of  Control  of  Blood  Glucose:  A loss  of  control  may  occur  in  diabetic  patients  exposed  to  stress  such  as  fever, 
trauma,  infection  or  surgery  It  may  then  be  necessary  to  discontinue  GLUCOTROL  and  administer  insulin 
Laboratory  Tests;  Blood  and  urine  glucose  should  be  monitored  periodically  Measurement  of  glycosylated  hemo- 
globin may  be  useful 

Information  for  Patients:  Patients  should  be  informed  of  the  potential  risks  and  advantages  of  GLUCOTROL.  of 
alternative  modes  of  therapy,  as  well  as  the  importance  of  adhering  to  dietary  instructions,  of  a regular  exercise 
program,  and  of  regular  testing  of  urine  and/or  blood  glucose  The  risks  of  hypoglycemia,  its  symptoms  and 
treatment,  and  conditions  that  predispose  to  its  development  should  be  explained  to  patients  and  responsible  family 
members  Primary  and  secondary  failure  should  also  be  explained 

Drug  Interactions;  The  hypoglycemic  action  of  sulfonylureas  may  be  potentiated  by  certain  drugs  including  non- 
steroidal anti-inflammatory  agents  and  other  drugs  that  are  highly  protein  bound,  salicylates,  sulfonamides,  chlo- 
ramphenicol. probenecid,  coumarins,  monoamine  oxidase  inhibitors,  and  beta  adrenergic  blocking  agents  In  vitro 
studies  indicate  that  GLUCOTROL  binds  differently  than  tolbutamide  and  does  not  interact  with  salicylate  or  dicumarol 
However,  caution  must  be  exercised  in  extrapolating  these  findings  to  a clinical  situation  Certain  drugs  tend  to 
produce  hyperglycemia  and  may  lead  to  loss  of  control,  including  the  thiazides  and  other  diuretics,  corticosteroids, 
phenothiazines.  thyroid  products,  estrogens,  oral  contraceptives,  phenytom.  nicotinic  acid,  sympathomimetics. 
calcum  channel  blocking  drugs,  and  isoniaztd  A potential  interaction  between  oral  miconazole  and  oral  hypoglycemic 
agents  leading  to  severe  hypoglycemia  has  been  reported  Whether  this  interaction  also  occurs  with  the  intravenous, 
topical,  or  vaginal  preparations  of  miconazole  is  not  known 

Carcinogenesis.  Mutagenesis,  Impairment  of  Fertility;  A 20-month  study  in  rats  and  an  16-month  study  in  mice  at 
doses  up  to  75  times  the  maximum  human  dose  revealed  no  evidence  of  drug-related  carcinogenicity  Bacterial  and 
in  VIVO  mutagenicity  tests  were  uniformly  negative  Studies  in  rats  of  both  sexes  at  doses  up  to  75  times  the  human 
dose  showed  no  effects  on  fertility 

Pregnancy;  Pregnancy  Category  C GLUCOTROL  (glipizide)  was  found  to  be  mildly  fetotoxic  m rat  reproductive  studies 
at  all  dose  levels  (5-50  mg/kg)  This  tetotoxicity  has  been  similarly  noted  with  other  sulfonylureas.  such  as 
tolbutamide  and  tolazamide  The  effect  is  perinatal  and  believed  to  be  directly  related  to  the  pharmacologic 
(hypoglycemic)  action  of  GLUCOTROL  In  studies  in  rats  and  rabbits  no  teratogenic  effects  were  found  There  are  no 
adequate  and  well  controlled  studies  in  pregnant  women  GLUCOTROL  should  be  used  during  pregnancy  only  if  the 
potential  benefit  justifies  the  potential  risk  to  the  fetus 

Because  recent  information  suggests  that  abnormal  blood  glucose  levels  during  pregnancy  are  associated  with  a 
higher  incidence  of  congenital  abnormalities,  many  experts  recommend  that  insulin  be  used  during  pregnancy  to 
maintain  blood  glucose  levels  as  close  to  normal  as  possible 

Noflteratogenic  Effects:  Prolonged  severe  hypoglycemia  has  been  reported  in  neonates  born  to  mothers  who  were 
receiving  a sulfonylurea  drug  at  the  time  of  delivery  This  has  been  reported  more  frequently  with  the  use  of  agents  with 
prolonged  half-lives  GLUCOTROL  should  be  discontinued  at  least  one  month  before  the  expected  delivery  date 
Nursing  Mothers;  Since  some  sulfonylurea  drugs  are  known  to  be  excreted  in  human  milk,  insulin  therapy  should  be 
considered  if  nursing  is  to  be  continued 

Pediatric  Use;  Safety  and  effectiveness  in  children  have  not  been  established 

ADVERSE  REACTIONS:  in  controlled  studies  the  frequency  of  serious  adverse  reactions  reported  was  very  low  Of 
702  patients.  11  8%  reported  adverse  reactions  and  in  only  1 5%  was  GLUCOTROL  discontinued 
Hypoglycemia:  See  PRECAUTIONS  and  OVERDOSAGE  sections 

Gastroirttestinal;  Gastrointestinal  disturbances,  the  most  common,  were  reported  with  the  following  approximate 
incidence  nausea  and  diarrhea,  one  in  70.  constipation  and  gastralgia.  one  m 100  Theyappearto  be  dose-related  and 
may  disappear  on  division  or  reduction  of  dosage  Chloestatic  jaundice  may  occur  rarely  with  sulfonylureas 
GLUCOTROL  should  be  discontinued  if  this  occurs 

Dermatologic;  Allergic  skin  reactions  including  erythema,  morbilliform  or  maculopapular  eruptions  urticaria, 
pruritus,  and  eczema  have  been  reported  in  about  one  in  70  patients  These  may  be  transient  and  may  disappear 
despite  continued  use  of  GLUCOTROL.  if  skin  reactions  persist,  the  drug  should  be  discontinued  Porphyria  cutanea 
tarda  and  photosensitivity  reactions  have  been  reported  with  sulfonylureas 

Hematologic;  Leukopenia,  agranulocytosis,  thrombocytopenia,  hemolytic  anemia,  aplastic  anemia,  and  pan- 
cytopenia have  been  reported  with  sulfonylureas 

Metabolic:  Hepatic  porphyria  and  disulfiram-like  alcohol  reactions  have  been  reported  with  sulfonylureas  Clinical 
experience  to  date  has  shown  that  GLUCOTROL  has  an  extremely  low  incidence  of  disulfiram-iike  reactions 
Endocrine  Reactions;  Cases  of  hyponatremia  and  the  syndrome  of  inappropriate  antidiuretic  hormone  (SIADH) 
secretion  have  been  reported  with  this  and  other  sulfonylureas 

Miscellaneous:  Dizziness,  drowsiness,  and  headache  have  been  reported  in  about  one  in  fifty  patients  treated  with 
GLUCOTROL  They  are  usually  transient  and  seldom  require  discontinuance  of  therapy 
OVERDOSAGE:  Overdosage  of  sulfonylureas  including  GLUCOTROL  can  produce  hypoglycemia  If  hypoglycemic 
coma  IS  diagnosed  or  suspected,  the  patient  should  be  given  a rapid  intravenous  injection  of  concentrated 
(50%)  glucose  solution  This  should  be  followed  by  a continuous  infusion  of  a more  dillute  (10%)  glucose  solution  at  a 
rate  that  will  maintain  the  blood  glucose  at  a level  above  100  mg/dL  Patients  should  be  closely  monitored  for  a 
minimum  of  24  to  46  hours  since  hypoglycemia  may  recur  after  apparent  clinical  recovery  Clearance  of  GLUCOTROL 
from  plasma  would  be  prolonged  in  persons  with  liver  disease  Because  of  the  extensive  protein  binding  of 
GLUCOTROL  (glipizide).  dialysis  is  unlikely  to  be  of  benefit 

DOSAGE  AND  ADMINISTRATION:  There  is  no  fixed  dosage  regimen  for  the  management  of  diabetes  mellitus  with 
GLUCOTROL.  in  general,  it  should  be  given  approximately  30  minutes  before  a meal  to  achieve  the  greatest  reduction 
in  postprandial  hyperglycemia 

Initial  Dose;  The  recommended  starting  dose  is  5 mg  before  breakfast  Geriatric  patients  or  those  with  liver  disease 
may  be  started  on  2 5 mg  Dosage  adjustments  should  ordinarily  be  in  increments  of  2 5-5  mg.  as  determined  by 
blood  glucose  response  At  least  several  days  should  elapse  between  titration  steps 
Maximum  Dose:  The  maximum  recommended  total  daily  dose  is  40  mg 

Maintenance:  Some  patients  may  be  effectively  controlled  on  a once-a-day  regimen,  while  others  show  better 
response  with  divided  dosing  Total  daily  doses  above  15  mg  should  ordinarily  be  divided 
HOW  SUPPLIED;  GLUCOTROL  is  available  as  white,  dye-tree,  scored  diamond-shaped  tablets  imprinted  as  follows 
5 mg  tablet— Pfizer  411  (NDC  5 mg  0049-4110-66}  Bottles  of  100, 10  mg  tablet— Pfizer  412  (NDC 10  mg  0049-4120-65) 
Bottles  of  100 

CAUTION:  Federal  law  prohibits  dispensing  without  prescription 

More  detailed  professional  information  available  on  request 


A division  of  Pfizer  Pharmaceuticals 
■ New  York,  New  York  10017 


**What  if  I told  you  there^s  a way  to  send  an 
exact  duplicate  of  a document y anywhere  that’s 
connected  by  phone  lines,  in  15  to  30  seconds?” 

You  would  be  impressed,  right?  And  you 
would  start  to  think  about  all  the  ways  you 
could  use  equipment  like  that. 

Like  saving  all  those  charges  on  over- 
night deliveries  for  example. 

Maybe  that’s  why  54%  of  the  Fortune 
1000  companies  use  Ricoh  facsimiles.  Ricoh 
invented  high-speed  digital  facsimile,  fax  for 
short.  And  Ricoh  has  been  the  number  1 
selling  high-speed  fax  for  the  past  eleven 
years. 

Expensive?  Not  really.  Quorum’s  full  line 
of  Ricoh  fax  equipment  provides  models 
designed  for  every  type  of  business.  Including 
portable  models  for  smaller  offices.  Plus,  we 
offer  a lease/purchase  plan  to  qualified 
buyers. 


Our  network  of  service  technicians  will 
assure  that  you  get  everything  you  need  in 
service  and  supplies  for  your  fax. 

Call  us,  let  us  demonstrate  what  Ricoh  fax 
can  do  for  you. 


"^Quorum 

MACHINES  FOR  BUSINESS 

Quorum  Corporation 
515  Hurricane  Road 
Hurricane,  WV  25526 

1-800-642-8585  In  West  Virginia 
1-800-624-8514  Outside  West  Virginia 
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Allscrips,  In-Office 
Pharmacy  Makes  Filling 
A Prescription  As  Easy 
As  Writing  One. 
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Mail  to:  Allscrips,  1033  Butterfield  Road, 
Vernon  Hills,  IL  60061-1360 


Please  send  information  on  Allscrips  In-Office 
Pharmacy  Systems  to: 


System 

Benefits 


Complete  name  brand  and 
high  quality  generic  drugs 
Custom  formulary  based 
upon  your  most  prescribed 
medications 
13  Modern,  environmentally  * 
controlled  packaging  * 

equipment  and  facilities 

^Child-resistant,  tamper- 
evident,  foil-sealed 
polyethylene  containers^ 
protect  medications  fron^ 
light  and  air  * 

Ready-to-dispense 
prescription  sizes 

Personalized  pre-printed 
labels  and  complete 
patient  record  system 
Proven  patient  marketing 
program 

Locking,  modular  cabinets 
can  be  stacked,  placed 
side  by  side  or  wall 
mounted 

•Ongoing  staff  training  and 
consultation  by 
professional  pharmacists 


Patient 

Benefits 


□One-stop  convenience 
□ No  waiting 
□Therapy  begins 
immediately 

^ CAssures  confidentiality 
iQ  Prices  comparable  to  or 
less  than  drugstores 


Practice 

Benefits 


□Improved  compliance  and 
closer  control  of 
prescriptions  and  refills 

□ Reduced  patient  care 
interruptions  due  to 
pharmacy  phone  calls 

□ In-office  diagnosis  and 
therapy  strengthens  doctor- 
patient  relationships 

□Minimal  office  overhead 

□Small  investment  and  rapid 
payback 

□ Immediate  revenue 
increase 


Office/Clinic  Name 

Address 

City  - 

State  Zip. 


Call  toll  free: 

1-800-654-0890 

In  Illinois: 

1-800-654-0893 
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Allscrips  Pharmaceuticals,  Inc. 


Elcomp...the  best  medical  office 
computer  system  is  now  even 
better  with  the  Flexible  Package™ 


Would  you  treat  only  the  symptoms,  If  you  knew 
there  was  a proven  cure? 


It’s  hard  to  cure  chronic  ailments 
like  runaway  accounts  receivable, 
backlogged  claim  processing,  poor 
collection  ratio— by  treating  only  the 
symptoms.  The  Flexible  Package 
from  Elcomp  Systems,  combined 
with  Data  General’s  Desktop  Gener- 
ation computers,  has  been  a proven 
cure  for  more  than  500  physicians 
since  1978. 

The  Flexible  Package  is  modular, 
which  means  you  can  tailor  the 
system  to  fit  your  practice’s  specific 
needs  without  any  programming 
changes.  We  will  train  your  staff  in 
the  operation  of  your  system,  and 
show  you  how  your  practice  can 
most  benefit  from  all  the  features  in 
your  Flexible  Package. 


The  Flexible  Package  cure  for 
medical  office  ailments: 

• Improved  cash  flow  through 
advanced  collection  methods  and 
delinquency  reporting 

• Account  Inquiries — demographic, 
insurance,  and  financial  information 
at  a touch 

• Accounts  Receivable  and  Man- 
agement Reports,  whenever  you 
need  them 

• Instantaneous  retrieval  of  patients’ 
procedures  and  diagnoses 

• Appointment  Scheduler,  to  help 
organize  your  day 

• Automatic  preparation  of  recall 
letters 

• Flexibility  to  design  your  own 
reports  with  the  Report  Generator 

• and  many  more  benefits. . . 


Elcomp  Systems  can  supply  the 
cure  for  your  practice  management 
ailments.  The  treatment  is  singular 
and  straightforward— to  give  you 
hardware,  software,  training,  and 
after-purchase  support  as  one 
package. 

Focus  on  curing  your  office  problems, 
not  just  relieving  the  symptoms. 

Call  Elcomp  today— you’ll  never 
feel  better. 


IrDataGeneral 


Personal 

Computers 


ELSCHF"  hs. 

Foster  Plaza  VII,  661  Andersen  Drive,  Pittsburgh,  PA  15220 
(800)  441  -8386 


Physicians  Always  Are 
Referring  lb  Our  Reputation. 


Radford,  Virginia 
1-800-368-3468 

Active  Medical  Staff: 

D.  Wilfred  Abse,  M.D.  Basil  E.  Roebuck,  M.D. 

lames  K.  Barnes,  M.D.  0.  LeRoyce  Royal,  M.D. 
Hal  G.  Gillespie,  M.D,  Morgan  E.  Scott,  M.D. 

G.  Paul  Hlusko,  M.D.  Don  L.  Weston,  M.D. 

Ronald  L.  Myers,  M.D. 


Physicians  refer  to  Saint 
Albans  because  of  our  excel- 
lent reputation  as  Virginia’s 
only  full-service,  private,  not- 
for-profit  psychiatric  hospital. 

Since  1916,  that  reputation 
has  been  built  on  compre- 
hensive care.  We  have  fully 
accredited  treatment  programs 
for  adults,  adolescents  and 
substance  abusers.  Specialized 
programs  for  senior  adults, 
the  treatment  of  eating  dis- 
orders, phobias  and  pain 
management  also  are  offered. 

Today,  the  cost  of  such  care 
is  on  the  conscience  of 
patients  and  physicians.  We 
keep  that  in  mind,  too,  and  are  proud  that  Saint  Albans  has  the  lowest  current  average 
patient  daily  charge  of  any  private  psychiatric  hospital  in  Virginia. 

When  you  refer  patients  to  Saint  Albans,  you  can  rely  on  our  reputation  for  the 
best  possible  care  at  the  lowest  possible  cost.  That’s  why  physicians  have  been  refer- 
ring to  us  with  confidence  for  70  years.  Call  today,  toll-free  1 -800-368-3468,  for  a 
free  brochure  on  Saint  Albans  Psychiatric  Hospital  or  write  to  “Reputation,”  P.O. 

Box  3608,  Radford,  VA  24143. 


Saint  Albans 
F^hiatric  IHospital 

Private,  Not-For-Profit,  Full-Service 
P^chiatric  Care 


Nobody  does  it  better. 


Copyright  © 1986  by  Roche  Products  Inc.  All  rights  reserved. 


Please  see  adjacent  page  for  summary  of  product  information. 


CRLecperience 
and  technology 


Unmatched  quality 
and  unequal^ 
dependability  in 
cardiology  and 
related  services. 


CRI,  Cardiac  Rehabilitation 
Institute,  blends  years  of 
experience  and  outstanding 
technological  capabilities  and 
expertise  to  deliver  cardiology 
and  related  services  that  are 
unmatched  for  quality, 
unequaled  for  accuracy, 
unstinting  in  dependability. 

CRI  puts  experience  and 
technology  to  work  for 
physicians  and  their  patients 
with  a team  of  dedicated 
professionals  who  work  hard 
applying  their  exceptional 
talents,  skills,  and  knowledge 
. . . board  certified  cardiologists, 
trained  cardiovascular  nurses, 
and  skilled  medical 
technologists  using  state-of- 
the-art  equipment,  advanced 
technologies,  and  proven 


methods  to  administer  and 
interpret  tests  and  procedures 
quickly  and  with  unmatched 
accuracy. 

CRI  provides  the  widest  range 
of  cardiology  and  related 
services; 

• Non-invasive  peripheral 
vascular  imaging 

• Echocardiography  (M-Mode, 
2D  and  Doppler) 

• Ultrasonic  abdominal  studies 


• Nuclear  cardiology  and 
stress  testing 

• Pulmonary  spirometry 

• Holter  monitoring 

• Mobile  units,  including 
NU-Car  40:  40  foot  nuclear 
cardiology  unit 

Depend  on  CRI,  Cardiac 
Rehabilitation  Institute... for 
the  technology  and  the 
professional  talents  that  get 
the  job  done  on  time, 
every  time. 


CARDIAC 

REHABILITATION 

INSTITLITE 

5438  Center  Avenue,  Pittsburgh,  PA  15232 
Phone:  412/682-6201 


CNAhasa 

longstandii^ 

commitment 
to  medical 
malpractice 
protection. 

The  CNA  Insurance  Companies 
have  been  committed  to  providing 
quality  malpractice  insurance  for 
over  15  years. 

One  reason  weTe  able  to  honor 
that  longstanding  commitment  is  our 
financial  strength.  CNA  has  grown  to 
the  l4th  largest  insurance  organiza- 
tion. And,  weTe  now  one  of  the  largest 
malpractice  insurers.  By  protecting 
thousands  of  medical  professionals, 
we  have  solid  expertise  in  underwrit- 
ing, claims  service  and  legal  defense. 

We’ve  made  a commitment  to 
offer  comprehensive,  quality  medical 
malpractice  protection  to  meet  the 
needs  of  physicians.  For  more  infor- 
mation, contact  the  CNA  program 
administrator  today. 

McDonough,  Caperton 
Association  Group 
One  Hillcrest  Drive,  E. 
Charleston,  WV  25332 
(304)346-0611 


V / 


The  W'VSMA/(;NA  Phy>icians  Protection  Program  l>  underwritten  by 
( .ontinental  (Casualty  (‘ompany  one  of  the  CNA  InMiranee  (a)mpanicv 


CNA 

For  All  the  Commitments  You  Make® 


Eye  Physicians 

and 

Surgeons 


SOUTH  C HARLESTON  OFFICE 


Keeping  Your  Family  In  Sight 


• DRY  EYE  SPECIALISTS 
• PEDIATRIC  VISION  CARE 
• CONTACT  LENSES 


• CATARACT  SURGERY 

• EYE  EXAMINATIONS 
• LASER  SURGERY 


CHARLESTON  OFFICE 


Muhib  S.  Tarakji,  M.I). 


Herbert  A.  Tipler,  M.D. 


Richard  C.  Rashid,  M.I). 


Metlicare  Assignment  accepted  on  M medicare  patients. 
C'har,tfin^  only  what  medicare  approves  for  covered 
services. 


FOR  APPOINTMENTS  CALL 

South  Charleston 

Across  the  street  from  ^ 

Thomas  Memorial  Hospital  lUO"lOl-L 

424  Division  Street 


Charleston 

CAMC/General  Division 
General  Medical  Pavilion, 
Suite  too 
41.5  Morris  Street 


There’s  never  been 
a better  time  for  her... 
and 

PREMARBM® 

(Conjugated  Estrogens  Tablets) 


Now  the  evidence  looks  better 
than  ever 


Significantly  reduced  risk  of 
endometrial  hyperplasia 

Endometrial  hyperplasia  was  significantly  reduced  when  pro- 
gestin was  added  to  PREMARIN  therapy  for  more  than  ten  days 
a month!  "^  The  risk  of  endometrial  hyperplasia  may  also  be 
reduced  through  cyclic  administration  of  unopposed,  low-dose 
PREMARIN. 


Effect  on  lipids — an  important  feature 

PREMARIN  used  alone  does  not  adversely  affect  lipid  levels.  In 
fact,  a clinical  study  has  shown  a significant  increase  in  HDL 
cholesterol — from  49.7  mg/dL  to  56.4  mg/dL — and  decrease  in 
LDL  cholesterol — from  165.1  mg/dL  to  138.1  mg/dL — after  one 
year  of  therapy  with  PREMARIN,  0.625  mg.^ 

Low-dose  control  of  menopausal  symptoms 

PREMARIN  effectively  relieves  vasomotor  symptoms,  such  as 
hot  flashes.  When  estrogen  deficiency  is  limited  to  atrophic 
vaginitis,  PREMARIN®  (conjugated  estrogens)  Vaginal  Cream 
restores  the  vaginal  environment  to  its  premenopausal  state. 


The  most  widely  used,  most  extensively 
studied  estrogen  worldwide. 


PREA/\AR1N‘ 

(Conjugated  Estrogens  Tablets) 

Most  trusted  for  more  reasons 


PREMARIN  is  indicated  for  moderate-to-severe  vasomotor  symptoms. 
Please  see  following  page  for  brief  summary  of  prescribing  information. 


For  moderate-to-severe 
vasomotor  symptoms 


For  atrophic  vaginitis 


PREMARIN® 

(Conjugated  Estrogens  Tablets) 


PREMARBM* 

(Conjugated  Estrogens) 


0.3  mg  0.625  mg 


The  appearance  of  these  tablets  is  a trademark  of  Ayerst  Laboratories. 


Vaginal 

Cream 

0.625mg/g 


BRIEF  SUMMARY  (FOR  FULL  PRESCRIBING  INFORMATION  ANO  PATIENT  INFORMATION.  SEE  PACKAGE 
CIRCULARS  ) 

PREMARIN*  Brand  of  conjugated  estrogens  tablets.  USP 

PREMARIN*  Brand  ol  conjugated  estrogens  Vaginal  Cream  in  a nonliquetying  base 


1 ESTROGENS  HAVE  BEEN  REPORTED  TO  INCREASE  THE  RISK  OF  ENDOMETRIAL  CARCINOMA 

Three  independent  case  control  studies  have  reported  an  increased  risk  of  endometrial  cancer  in 
postmenopausal  women  exposed  to  exogenous  estrogens  tor  more  than  one  year  This  risk  was  indepen- 
dent of  the  other  known  risk  tactors  tor  endometrial  cancer  These  studies  are  further  supported  by  the 
finding  that  incidence  rates  of  endometrial  cancer  have  increased  sharply  since  f 969  in  eight  different  areas 
of  the  United  States  with  population-based  cancer  reporting  systems,  an  increase  which  may  be  related  to 
the  rapidly  expanding  use  of  estrogens  during  the  last  decade  The  three  case  control  studies  reported  that 
the  risk  of  endometrial  cancer  in  estrogen  users  was  about  4 5 to  13  9 times  greater  than  in  nonusers  The 
risk  appears  to  depend  on  both  duration  of  treatment  and  on  estrogen  dose  In  view  of  these  findings,  when 
estrogens  are  used  tor  the  treatment  ot  menopausal  symptoms,  the  lowest  dose  that  will  control  symptoms 
should  be  utilized  and  medication  should  be  discontinued  as  soon  as  possible  When  prolonged  treatment  is 
medically  indicated . the  patient  should  be  reassessed  on  at  least  a semiannual  basis  to  determine  the  need 
for  continued  therapy  Although  the  evidence  must  be  considered  preliminary,  one  study  suggests  that 
cyclic  administration  of  low  doses  of  estrogen  may  carry  less  risk  than  continuous  administration,  it 
therefore  appears  prudent  to  utilize  such  a regimen  Close  clinical  surveillance  of  all  women  taking 
estrogens  is  important  In  all  cases  of  undiagnosed  persistent  or  recurring  abnormal  vaginal  bleeding, 
adequate  diagnostic  measures  should  be  undertaken  to  rule  out  malignancy  There  is  no  evidence  at  present 
that  'natural  estrogens  are  more  or  less  hazardous  than  "synthetic"  estrogehs  at  equiestrogenic  doses 

2 ESTROGENS  SHOULD  NOT  BE  USED  DURING  PREGNANCY 

The  use  ot  female  sex  hormones,  both  estrogens  and  progestogens,  during  early  pregnancy  may  seriously 
damage  the  offspring  It  has  beeh  shown  that  females  exposed  in  utero  to  diethylstilbestrol , a non-steroidal 
estrogen,  have  an  increased  risk  of  developing  in  later  lite  a form  of  vaginal  or  cervical  cancer  that  is 
ordinarily  extremely  rare  This  risk  has  been  estimated  as  not  greater  than  4 per  t.OOO  exposures 
Furthermore,  a high  percentage  of  such  exposed  women  (from  30%  to  90%)  have  been  found  to  have 
vaginal  adenosis,  epithelial  changes  of  the  vagina  and  cervix  Although  these  changes  are  histologically 
benign,  it  is  not  known  whether  they  are  precursors  of  malignancy  Although  similar  data  are  not  available 
with  the  use  of  other  estrogehs.  it  cannot  be  presumed  they  would  not  induce  similar  changes  Several 
reports  suggest  an  association  between  intrauterine  exposure  to  female  sex  hormones  and  congenital 
anomalies,  including  congenital  heart  delects  and  limb  reduction  defects  One  case  control  study  estimated 
a 4 7-fold  increased  risk  of  limb  reduction  detects  in  infants  exposed  in  utero  to  sex  hormones  (oral 
contraceptives,  hormone  withdrawal  tests  for  pregnancy,  or  attempted  treatment  for  threatened  abortion). 
Some  of  these  exposures  were  very  short  and  involved  only  a few  days  of  treatment  The  data  suggest  that 
the  risk  ot  limb  reduction  defects  in  exposed  tetuses  is  somewhat  less  than  1 per  1 ,000  In  the  past,  female 
sex  hormones  have  been  used  during  pregnancy  in  an  attempt  to  treat  threatened  or  habitual  abortion  There 
IS  considerable  evidence  that  estrogens  are  ineffective  tor  these  indications,  and  there  is  no  evidence  from 
well  controlled  studies  that  progestogens  are  effective  lor  these  uses  It  PREMARIN  is  used  during 
pregnancy,  or  if  the  patient  becomes  pregnant  while  taking  this  drug , she  should  be  apprised  ot  the  potential 
risks  to  the  fetus,  and  the  advisability  of  pregnancy  continuation 


DESCRIPTION:  PREMARIN  (conjugated  estrogens.  USP)  contains  a mixture  of  estrogens,  obtained  exclusively 
from  natural  sources,  blended  to  represent  the  average  composition  ol  material  derived  from  pregnant  mares' 
urine  It  contains  estrone,  equilin,  and  t7a-dihydroequilin.  together  with  smaller  amounts  of  17a-estradiol, 
equilenin . and  17a-dihydroequilenin  as  salts  ot  their  sulfate  esters  Tablets  are  available  in  0 3 mg , 0 625  mg  . 0 9 
mg.  1 25  mg,  and  2 5 mg  strengths  ol  conjugated  estrogens  Cream  is  available  as  0 625  mg  cbnjugated 
estrogens  per  gram 

INDICATIONS  AND  USAGE:  PREMARIN  (conjugated  estrogens  tablets,  USP)  Moderate-to-severe  vasomotor 
symptoms  associated  with  the  menopause  (There  is  no  evidence  that  estrogens  are  effective  for  nervous 
symptoms  or  depression  without  associated  vasomotor  symptoms  and  they  should  not  be  used  to  treat  such 
conditiohs ) Osteoporosis  (abnormally  low  bone  mass).  Atrophic  vaginitis  Kraurosis  vulvae  Female 
castration 

PREMARIN  (conjugated  estrogens)  Vaginal  Cream  is  indicated  in  the  treatment  of  atrophic  vaginitis  and 
kraurosis  vulvae  PREMARIN  HAS  N()T  BEEN  SHOWN  TO  BE  EFFECTIVE  FOR  ANY  PURPOSE  DURING  PREG- 
NANCY AND  ITS  USE  MAY  CAUSE  SEVERE  HARM  TO  THE  FETUS  (SEE  BOXED  WARNING). 

Concomitant  Progestin  Use:  The  lowest  effective  dose  appropriate  for  the  specific  indication  should  be  utilized 
Studies  of  the  addition  ot  a progestin  tor  7 or  more  days  of  a cycle  of  estrogen  administration  have  reported  a 
lowered  incidence  of  endometrial  hyperplasia  Morphological  and  biochemical  studies  of  the  endometrium 
suggest  that  10  to  13  days  of  progestin  are  needed  to  provide  maximal  maturation  of  the  endometrium  and  to 
eliminate  any  hyperplastic  changes  Whether  this  will  provide  protection  from  endometrial  carcinoma  has  not 
been  clearly  established  There  are  possible  additional  risks  which  may  be  associated  with  the  inclusion  of 
progestin  in  estrogen  replacement  regimens  (See  PRECAUTIONS  ) The  choice  of  progestin  and  dosage  may  be 
important,  product  labeung  should  be  reviewed  to  minimize  possible  adverse  effects 
CONTRAINDICATION^  Estrogens  should  not  be  used  in  women  (or  men)  with  any  of  the  following  conditions  1 
Known  or  suspected  cancer  ol  the  breast  except  in  appropriately  selected  patients  being  treated  for  metastatic 
disease  2 Known  or  suspected  estrogen-dependent  neoplasia  3 Known  or  suspected  pregnancy  (See  Boxed 
Warning),  4 Undiagnosed  abnormal  genital  bleeding  5 Active  thrombophlebitis  or  thromboembolic  disorders 
6 A past  history  of  thrombophlebitis,  thrombosis,  or  thromboembolic  disorders  associated  with  previous 
estrogen  use  (except  when  used  in  treatment  ot  breast  or  prostatic  malignancy). 

WARNINGS:  Long-term  continuous  administration  of  natural  and  synthetic  estrogens  in  certain  animal  species 
increases  the  frequency  of  carcinomas  of  the  breast,  cervix,  vagina,  and  liver  There  are  now  reports  that 
estrogens  increase  the  risk  of  carcinoma  ot  the  endometrium  in  humans  (See  Boxed  Warning ) At  the  present 
time  there  is  no  satisfactory  evidence  that  estrogens  given  to  postmenopausal  women  increase  the  risk  ot  cancer 
of  the  breast,  although  a recent  study  has  raised  this  possibility  There  is  a need  for  caution  in  prescribing 
estrogens  for  women  with  a strong  family  history  of  breast  cancer  or  who  have  breast  nodules,  fibrocystic 
disease,  or  abnormal  mammograms  A recent  study  has  reported  a 2-  to  3-fold  increase  in  the  risk  ot  surgically 
confirmed  gallbladder  disease  in  women  receiving  postmenopausal  estrogens 

Adverse  effects  ot  oral  contraceptives  may  be  expected  at  the  larger  doses  ot  estrogen  used  to  treat  prostatic  or 
breast  cancer  or  postpartum  breast  engorgement,  it  has  been  shown  that  there  is  an  increased  risk  ot  thrombosis 
in  men  receiving  estrogens  tor  prostatic  cancer  and  women  tor  postpartum  breast  engorgement  Users  ot  oral 
contraceptives  have  an  increased  risk  of  diseases,  such  as  thrombophlebitis,  pulmonary  embolism,  stroke,  and 
myocardial  infarction  Cases  of  retinal  thrombosis,  mesenteric  thrombosis,  and  optic  neuritis  have  been  reported 
in  oral  contraceptive  users  An  increased  risk  ot  postsurgery  thromboembolic  complications  has  also  been 
reported  in  users  ol  oral  contraceptives  If  feasible,  estrogen  should  be  discontinued  at  least  4 weeks  before 
surgery  of  the  type  associated  with  an  increased  risk  of  thromboembolism,  or  during  periods  ot  prolonged 
immobilization  6trogens  should  not  be  used  in  persons  with  active  thrombophlebitis,  thromboembolic  disor- 
ders, or  in  persons  with  a history  ot  such  disorders  in  association  with  estrogen  use  They  should  be  used  with 


caution  in  patients  with  cerebral  vascular  or  coronary  artery  disease  Large  doses  (5  mg  conjugated  estrogens 
per  day),  comparable  to  those  used  to  treat  cancer  of  the  prostate  and  breast,  have  beeh  shown  to  increase  the 
risk  of  nontatal  myocardial  infarction,  pulmonary  embolism  and  thrombophlebitis.  When  doses  of  this  size  are 
used,  any  ot  the  thromboembolic  and  thrombotic  adverse  effects  should  be  considered  a clear  risk 
Benign  hepatic  adenomas  should  be  Cbnsidered  in  estrogen  users  having  abdominal  pain  and  tenderness, 
abdominal  mass,  or  hypovolemic  shock  Hepatocellular  carcinoma  has  been  reported  in  women  taking  estrogen- 
containing  oral  contraceptives  Increased  blood  pressure  may  occur  with  use  of  estrogens  in  the  menopause  and 
blood  pressure  should  be  monitored  with  estrogen  use  A worsening  of  glucose  tolerance  has  been  observed  in 
patients  on  estrogen-containing  oral  contraceptives  For  this  reason,  diabetic  patients  should  be  carefully 
observed  Estrogens  may  lead  to  severe  hypercalcemia  in  patients  with  breast  cancer  and  bone  metastases 
PRECAUTIONS:  Physical  examination  and  a complete  medical  and  tamily  history  should  be  taken  prior  to  the 
initiation  of  any  estrogen  therapy  with  special  reference  to  blood  pressure,  breasts,  abdomen,  and  pelvic  organs, 
and  should  include  a Papanicolaou  smear  As  a general  rule,  estrogen  should  not  be  prescribed  for  longer  than 
one  year  without  another  physical  examination  being  performed  Conditions  intiuenced  by  fluid  retention  such  as 
asthma,  epilepsy,  migraine,  and  cardiac  or  renal  dysfunction,  require  caretui  observation  Certain  patients  may 
develop  manifestations  ot  excessive  estrogenic  stimulation,  such  as  abnormal  or  excessive  uterine  bleeding 
mastodynia,  etc  Prolonged  administration  ot  unopposed  estrogen  therapy  has  been  reported  to  increase  the  risk 
ol  endometrial  hyperplasia  in  some  patients  Oral  contraceptives  appear  to  be  associated  with  an  increased 
incidence  of  mental  depression  Patients  with  a history  of  depression  should  be  carefully  observed  Preexisting 
uterine  leiomyomata  may  increase  in  size  during  estrogen  use  The  pathologist  should  be  advised  ol  estrogen 
therapy  when  relevant  specimens  are  submitted  If  jaundice  develbps  in  any  patient  receiving  estrogen,  the 
medication  should  be  discontinued  while  the  cause  is  investigated  Estrogens  should  be  used  wilh  care  in  patients 
with  impaired  liver  tunclion,  renal  insufficiency,  metabolic  bone  diseases  associated  with  hypercalcemia,  or  in 
young  patients  in  whom  bone  growth  is  not  complete  If  concomitant  progestin  therapy  is  used,  potential  risks 
may  include  adverse  effects  on  carbohydrate  and  lipid  metabolism 
The  lollowing  changes  may  be  expected  with  larger  doses  of  estrogen: 
a Increased  sulfobromophthalein  retention 

b Increased  prothrombin  and  tactors  VII.  VIII,  IX,  and  X,  decreased  antithrombin  3;  increased  nor- 
epinephrine-induced  platelet  aggregability 

c Increased  thyroid  binding  globulin  (TBG)  leading  to  increased  circulating  total  thyroid  hormone,  as 
measured  by  PBI.  T4  by  column,  or  T4  by  radioimmunoassay  Free  T3  resin  uptake  is  decreased,  rellecting  the 
elevated  TBG,  free  T4  concehtration  is  unaltered 
d Impaired  glucose  tolerance 
e Decreased  pregnanediol  excretion 
f Reduced  response  to  metyrapone  test 
g Reduced  serum  folate  concentration 

h Increased  serum  triglyceride  and  phospholipid  concentration  As  a general  principle,  the  administration  ot 
any  drug  to  nursing  mothers  should  be  done  only  when  clearly  necessary  since  many  drugs  are  excreted  in  human 
milk 

ADVERSE  REACTIONS:  The  following  have  been  reported  with  estrogenic  therapy,  including  oral  contraceptives 
breakthrough  bleeding,  spotting,  change  in  menstrual  flow,  dysmenorrhea:  premenslrual-like  syndrome, 
amenorrhea  during  and  after  treatment,  increase  in  size  of  uferine  fibromyomata,  vaginal  candidiasis,  change  in 
cervical  erosion  and  in  degree  of  cervical  secretion,  cystitis-like  syndrome,  tenderness,  enlargement,  secretion 
(of  breasts):  nausea,  vomiting,  abdominal  cramps,  bloating,  cholestatic  jaundice:  chloasma  or  melasma  which 
may  persist  when  drug  is  discontinued,  erythema  multiforme:  erythema  nodosum:  hemorrhagic  eruption:  loss  ol 
scalp  hair:  hirsutism:  steepening  ot  corneal  curvature:  intolerance  to  contact  lenses,  headache,  migraine, 
dizziness,  mental  depression,  chorea,  increase  or  decrease  in  weight:  reduced  carbohydrate  tolerance,  aggrava- 
tion of  porphyria,  edema,  changes  in  libido 

ACUTE  OVERDOSAGE:  May  cause  nausea,  and  withdrawal  bleeding  may  occur  in  females 

DOSAGE  ANO  ADMINISTRATION: 

PREMARIN'  Brand  ot  conjugated  estrogens  tablets.  USP 

1 Given  cyclically  lor  short-term  use  only  For  treatment  ol  moderate  to  severe  vasomotor  symptoms,  atrophic 
vaginitis,  or  kraurosis  vulvae  associated  with  the  menopause  (0  3 to  1 25  mg  or  more  daily)  The  lowest  dose  that 
will  control  symptoms  should  be  chosen  and  medication  should  be  discontinued  as  promptly  as  possible 
Administration  snould  be  cyclic  (eg,  three  weeks  on  and  one  week  off)  Attempts  to  discontinue  or  taper 
medication  should  be  made  at  three-  to  six-mohth  intervals 

2 Given  cyclically  Female  castration  Osteoporosis  Female  castration— 1 25  mg  daily,  cyclically  Adjust 
upward  or  downward  according  to  response  of  the  patient  For  maintenance,  adjust  dosage  to  lowest  level  that 
will  provide  effective  control  Osteoporosis  —0  625  mg  daily  Administration  should  be  cyclic  (eg.  three  weeks 
on  and  one  week  off) 

Patients  with  an  intact  uterus  should  be  monitored  tor  signs  of  endometrial  cancer  and  appropriate  measures 
taken  to  rule  out  malignancy  in  the  event  ot  persistent  or  recurring  abnormal  vaginal  bleeding 

PREMARIN'  Brand  of  conjugated  estrog^ens  Vaginal  Cream 

Given  cyclically  lor  short-term  use  only  For  treatment  ot  atrophic  vaginitis  or  kraurosis  vulvae 
The  lowest  dose  that  will  control  symptoms  should  be  chosen  and  medication  should  be  discontinued  as 
promptly  as  possible 

Administration  should  be  cyclic  (eg,  three  weeks  on  and  one  week  off) 

Attempts  to  discontinue  or  taper  medication  should  be  made  at  three-to-six  month  intervals 
Usual  dosage  range  2 to  4 g daily,  intravaginally.  depending  on  the  severity  of  the  condition 
Treated  patients  with  an  intact  uterus  should  be  monitored  closely  tor  signs  ot  endometrial  cancer  and 
appropriate  diagnostic  measures  should  be  taken  to  rule  out  malignancy  in  the  event  of  persistent  or  recurring 
abnormal  vaginal  bleeding 
References: 

1.  Whitehead  Ml.  Townsend  PT,  Pryse-Oavies  J.  etal  Effects  of  estrogens  and  progestins  on  the  biochemistry  and 
morphology  ot  the  postmenopausal  endometrium  N EnglJ  Med  1981:305  1599-1605  2.  Palerson  MEL,  VVade- 
Evans  T,  Sturdee  (JW,  et  al  Endometrial  disease  after  treatment  with  oestrogens  and  progestogens  in  the 
climacteric  Br  Med  J 1980:280  822-824  1 Magos  AL,  Brincat  M.  Studd  JWW,  el  al  Amenorrhea  and 
endometrial  atrophy  with  continuous  oral  estrogen  and  progestogen  therapy  in  postmenopausal  women  Ohstet 
Gynecon985, 67  496-499  4.  Whitehead  Ml,  LaneG,  SiddleN.  etal  Avoidance  of  endometrial  hyperstimulation 
in  estrogen-treated  postmenopausal  women  Semin  Reprod  Endocrinol  1983.1  1:41-52  5.  Barnes  RB.  Roy  S, 
Lobo  RA  Comparison  ot  lipid  and  androgen  levels  after  conjugated  estrogen  or  depo-medroxyprogesterone 
acetate  treatment  in  postmenopausal  women  Ohstet  Gynecol  1985,66  216-219 

© 1986  Ayerst  Laboratories 


AYERST  LABORATORIES 

New  York,  NY  10017  T6194/886 


Ayerst^ 


Scientific  Newsfront 


AIDS — Related  Neuropathy 


JACK  E.  RIGGS,  M.  D. 

Department  of  Neurology'.  West  Virginia 
University  School  of  Medicine, 
Morgantown 

JOHN  S.  ROGERS  II,  M.  D. 

Department  of  Medicine.  W\  'U  School  of 
.Medicine 

SYDNEY  S.  SCHOCHET,  JR.,  M.  D. 
Department  of  Pathology’.  WVU  School  of 
Medicine 

LL  DWIG  GUTMANN,  M.  D. 

Department  of  Neurology.  WVU  School  of 
Medicine 


Peripheral  neuropathies  have 
been  associated  with  the  acquired 
immunodeficiency  syndrome  (AIDS) 
and  the  AIDS-related  complex 
(ARC),  and  may  herald  the  develop- 
ment of  these  disorders.  W''e  report 
the  clinical,  immunologic,  and  mor- 
phologic features  of  a 
dernyelinating  neuropathy  in  a 
ii-year-old  man  with  hemophilia 
16  months  prior  to  the  diagnosis  of 
AIDS. 

Although  AIDS  is  characterized 
by  immunosuppression,  the  early 
humoral  stimulation  that  occurs  in 
AIDS  may  trigger  the  development 
of  this  neuropathy.  Since  AIDS- 
related  neuropathy  is  frequently 
transient,  and  immunosuppressive 
therapy  may  be  hazardous  in  AIDS 
patients,  a noninterventional  ap- 
proach may  be  the  best  manage- 
ment of  AIDS-related  neuropathy. 

Finally,  the  evcduation  of 
peripheral  neuropathy  in  patients 
at  risk  for  human  immunodeficien- 
cy virus  (HIV)  infection  should  in- 
clude a test  for  HIV  antibodies. 

Peripheral  neuropathies  have 
been  associated  with  the  ac- 
quired immunodeficiency  syndrome 
(AIDS)  and  the  AIDS-related  com- 
plex (ARC).'^The  neuropathies  may 
precede  the  diagnosis  of  human  im- 
munodeficiency virus  (HIV)  infec- 
tion, and  are  frequently  tran- 
sient/ Limited  details  and  few  clues 


concerning  the  pathogenesis  of 
AIDS-related  neuropathies  have  been 
reported.'"*  We  have  studied  a pa- 
tient with  an  AIDS-related 
neuropathy  and  suggest  an  immune- 
mediated  pathogenesis. 

Case  Report 

A 33-year-old  man  with 
hemophilia  due  to  factor  VIII  defi- 
ciency was  admitted  for  evaluation 
of  peripheral  neuropathy.  Six 
months  prior  to  admission,  the  pa- 
tient developed  numbness  and  ting- 
ling in  his  distal  upper  extremities. 
Within  a couple  of  months,  the 
paresthesias  spread  to  the  lower  ex- 
tremities. Tw'o  months  prior  to  ad- 
mission, he  had  weakness  sufficient 
to  make  opening  tight  jar  lids 
difficult. 

On  examination  his  muscle  bulk 
was  normal  except  for  mild  atrophy 
of  the  extensor  digitorium  brevis 
muscles  in  his  feet.  Muscle  tone  was 
normal.  Muscle  strength  was  normal 
throughout  except  for  grade  5- 
(Medical  Research  Council  Scale) 
strength  of  the  interosseous  muscles 
in  the  hands.  Light  touch,  pin  prick, 
vibration,  position  and  temperature 
sensations  were  normal.  Muscle 
stretch  reflexes  were  absent 
throughout  except  for  trace  biceps 
reflexes  present  bilaterally. 

Motor  nerve  conduction  studies 
are  shown  in  the  Table.  The  evok- 

TABLE 


ed  compound  muscle  action  poten- 
tial amplitudes  were  normal.  Motor 
conduction  velocities  w^ere 
moderately  slowed.  Distal  motor 
latencies  were  prolonged.  No  block- 
ing with  proximal  stimulation  was 
seen.  F-wave  latencies  were  marked- 
ly prolonged.  No  sensory  nerve  ac- 
tion potential  could  be  elicited  with 
stimulation  of  the  sural,  median,  or 
ulnar  nerves.  Needle  elec- 
tromyographic examinations  of  the 
right  anterior  tibialis,  vastus 
medialis,  and  first  dorsal  in- 
terosseous muscles  w^ere  normal  ex- 
cept for  a few  fasciculations  in  the 
anterior  tibialis  muscle. 

A biopsy  specimen  from  the  right 
sural  nerve  demonstrated  mild 
segmental  demyelination  (Figure). 

No  inflammatory  cell  infiltrates  were 
seen  within  the  nerve  or  around 
blood  vessles  accompanying  the 
specimen  of  the  nerve. 

Additional  laboratory  studies  in- 
cluded white  blood  count  of 
2,500/mm^  with  41  per  cent 
segmented  neutrophils  and  46  per 
cent  lymphocytes,  hemoglobin  of 
13.6  gm/dl,  and  platelet  count  of 
128,000/mm\  CSF  examination 
demonstrated  six  erythrocytes/mm\ 
one  leukocyte/mm\  protein  of  6l 
mg/dl,  and  glucose  of  48  mg/dl. 
CSF-IgG  was  8 mg/dl.  CSF  protein 
electrophoresis  was  normal.  No  CSF 


Motor  Nerve  Conduction  Parameters. 


Nerve 

stimulated 


CMAP  (mv) 


Conduction 
velocity  (m/s) 


Distal  lateticy 
(ms) 


F-wave  latency 
(ms) 


Media 


Ulnar 


right 
left 
right 
left 

Peroneal-  right 
left 


4.8  (>4.2) 

3.9 

6.2  (>5.6) 

6.3 

1.6  (>2.2) 
1.2 


46.0  (>48) 

44.3 

39.0  (>45) 
^1.4 

28.3  (>38) 
26.9 


Normal  values  are  given  in  parentheses. 


8.6  (<4.2) 

6.-t 

3.6  (<3.^) 
4.0 

■’.2  «5.1) 
10.4 


38.8  (<31.4) 
•40.8 

40.8  (<33.5) 

35.6 

85.6  (<56.5) 
^8.0 
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oligoclonal  immunoglobin  bands 
were  detected.  Serum  IgG  was  1990 
mg/dl  (normal  639-1349).  Serum  IgA 
was  898  mg/dl  (normal  70-312). 
Serum  IgM  was  163  mg/dl  (normal 
36-352).  C3  was  72  mg/dl  (normal 
83-177).  C4  was  22  mg/dl  (normal 
15-45).  Erythrocyte  sedimentation 
rate  was  40  mm/hr.  Antinuclear  an- 
tibody and  rheumatoid  factor  were 
negative.  B,,  level  was  220  pg/ml 
(normal  180-900).  Serum  folate  was 
eight  ng/ml  (normal  is  greater  than 
three).  Bone  marrow  aspirate  and 
biopsy  specimens  demonstrated  nor- 
mal cellularity,  normal  maturation  of 
myeloid  and  erythroid  elements, 
and  increased  numbers  of 
megakaryocytes.  Circulating  immune 
complexes  measured  using  a 
polyethylene  gylcol  method  were 
111793  ug/ml  (normal  100-200). 
Cytomegalovirus  titers  in  the  CSF 
and  serum  were  less  than  1:8.  The 
T-Iymphocyte  helper  to  suppressor 
ratio  was  0.22  (normal  is  greater 
than  1.0). 

The  patient  was  diagnosed  as  hav- 
ing a chronic  inflammatory 


polyneuropathy.  No  treatment  was 
rendered.  Within  six  months  he  had 
complete  resolution  of  his  motor 
and  sensory  symptoms  and  his  mus- 
cle stretch  reflexes  returned. 

Sixteen  months  after  the  evalua- 
tion of  his  neuropathy,  he 
developed  a cough,  fever,  and 
pulmonary  infiltrate  on  chest  roent- 
genogram, and  was  diagnosed  as 
having  pneumocystis  carinii 
penumonia  by  lung  biopsy.  He  had 
antibodies  in  his  serum  to  HTLV-III 
as  tested  by  the  enzyme-linked  im- 
munosorbent assay  (ELISA),  and  a 
diagnosis  of  AIDS  was  made.  He 
died  four  months  later  due  to  com- 
plications of  AIDS.  Subsequent 
evaluation  of  serum  storecl  at  -70°C 
from  the  time  of  his  initial 
neuropathy  ev'aluation  was  positive 
for  HTLV-III  antibodies  as  tested  by 
ELISA  and  confirmed  by  the 
Western  blot  technique. 

Discussion 

Since  AIDS  is  characterized  by 
profound  immunosuppression,^  the 
occurrence  of  an  associated 


immune-mediated  neuropathy  may 
seem  at  first  paradoxical.  However, 
autoimmune  thrombocytopenia  is 
associated  with  AIDS.^  Additionally, 
Cullain-Barre  syndrome  has  been 
reported  in  immunosuppressed  con- 
ditions including  a renal  transplant 
patient  and  patients  with  Hodgkin's 
disease.’*^  Immunosuppression  has 
been  suggested  to  “trigger”  in  some 
manner  an  autoimmune  disease. 

In  AIDS,  there  are  humoral  im- 
mune abnormalties  including  early 
polyclonal  B-cell  activation  with 
elevated  levels  of  serum  IgC  and 
IgA^  and  elevated  levels  of  cir- 
culating immune  complexes.'"  The 
trigger  for  the  autoimmune 
phenomena  in  AIDS  may  be  related 
to  this  early  non-specific  stimulation 
of  B-cells  with  resulting  elevated 
levels  of  immunoglobin  and  cir- 
culating immune  complexes  rather 
than  the  immunosuppression  per  se. 

Our  patient  had  very  high  levels 
of  circulating  immune  complexes 
and  elevated  serum  IgC  and  IgA. 

The  high  incidence  of  circulating 
immune  complexes  in  chronic  im- 
mune thrombocytopenia  has  led  to 
the  speculation  that  chronic  im- 
mune thrombocytopenia  may  be  an 
immune-complex  disease.'"^  Similar- 
ly, the  high  incidence  of  circulating 
immune  complexes  in  patients  with 
Cullain-Barre  syndrome"  has  led  to 
speculation  regarding  humoral  fac- 
tors in  the  pathogenesis  of  this 
disease. Furthermore,  the  two 
disorders,  immune  throm- 
bocytopenia and  Cullian-Barre  syn- 
drome, have  been  reported  to  occur 
simultaneously  in  the  same  patient.'" 
Perhaps  the  thrombocytopenia  and 
neuropathy  associated  with  AIDS  are 
immune-complex  phenomena. 

AIDS-related  neuropathy  may  pre- 
sent as  a demyelinating 
polyneuropathy  as  demonstrated  in 
this  patient  and  suggested  by  others^ 
or  as  mononeuritis  multiplex  with 
epineural  and  endoneurial 
perivascular  inflammation. ■*  Two 
features  of  AIDS-related  neuropathy 
which  are  illustrated  by  this  patient 
and  from  other  patients  reported  in 
the  literature  merit  emphasis,’  * First, 
AIDS-related  neuropathy  frequently 
heralds  the  diagnosis  of  clinical 
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AIDS  or  ARC.  Second,  AIDS-related 
neuropathy  frequently  and  spon- 
taneously goes  into  remission.  This 
second  feature  is  extremely  impor- 
tant in  assessing  preliminary  reports 
concerning  interventional  treatment 
of  AIDS-related  neuropathy.'' 

Additionally,  since  the  treatment 
of  idiopathic  inflammatory 
neuropathies  often  involves  modali- 
ties that  produce  immunosuppres- 
sion, these  treatments  might  have 
devastating  effects  in  AIDS  patients 
who  are  already  immuno- 
suppressed.^ 

Finally,  this  case  illustrates  the  ap- 
parent need  to  include  testing  for 
the  HIV  antibody  in  individuals  at 
risk  for  HIV  infection  who  present 
with  peripheral  neuropathy. 
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A survey  of  the  prevalence  of 
genital  Chlamydia  trachomatis  infec- 
tion determined  by  a commercially 
available  enzyme-linked  im- 
munosorbent assay  (ELISA)  test  was 
undertaken  in  eight  clinics  in  three 
West  Virginia  counties.  A total  of 
528  patients  was  tested,  and  12.1 
per  cent  had  chlamydial  antigen 
detected. 

The  prevalence  of  positive 
Chlamydia  tests  was  lower  among 
patients  attending  family  planning 
clinics  than  among  those  attending 
sexually  transmitted  disease  clinics, 
a prenatal  clinic  or  a manpower 
training  program  clinic.  Women 
with  positive  tests  were  more  often 
asymptomatic  than  men.  In 
general,  symptomatic  patients  were 
more  likely  to  have  positive  tests 
than  were  those  without  symptoms. 


Younger  patients  of  either  sex 
regardless  of  race  were  more  likely 
to  have  positive  tests.  Ten  (15.9  per 
cent)  of  the  63  women  attending  a 
university-based  prenatal  clinic  had 
positive  tests.  The  majority  of  these 
women  were  young  nulliparous  in- 
dividuals who  did  not  receive 
prenatal  care  until  the  latter  half  of 
pregnancy. 

More  than  half  of  the  pregnant 
patients  treated  complained  of 
gastrointestinal  symptoms  while  on 
erythromycin  therapy.  Such  side  ef- 
fects could  lead  to  non-compliance. 

Genital  infection  with  Chlamydia 
trachomatis  is  conceded  to  be 
the  most  common  sexually  transmit- 
ted disease  of  bacterial  origin  in  the 
United  States.  In  men  it  causes 
non-gonococcal  urethritis  and 
epididymitis.  Women  infected  with 
this  organism  may  be  asymptomatic 
or  may  develop  mucopurulent  cer- 
vicitits  or  pelvic  inflammatory 
disease  with  a variety  of  potentially 
serious  sequelae  including  secon- 
dary peritonitis,  tubo-ovarian 
abscess,  infertility  or  ectopic 
pregnancy.  Genital  tract  infection 
with  C.  trachomatis  is  a reportable 
disease  in  some  states,  but  not  in 
West  Virginia  or  on  the  national 
level. 

While  many  surveys  of  prevalence 
have  been  performed  around 
the  United  States  and  in  other 
parts  of  the  world,  the  presence 
of  C.  trachomatis  in 
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West  Virginia  has  not  been  ade- 
quately assessed.  Culture  of  this 
obligate  intracellular  parasite  is  dif- 
ficult, but  recently  developed  an- 
tigen detection  methods  such  as 
enzyme-linked  immunosorbent  assay 
(ELISA)  methods  and  fluorescent  an- 
tibody staining  have  provided  alter- 
native methods  for  obtaining  such 
data. 

The  present  study  employed 
enzyme-linked  immunoassay  for  C. 
trachomatis  antigen  detection  in 
genital  tract  specimens.  The  pur- 
pose of  this  study  was  to  estimate 
the  prevalence  of  chlamydial  infec- 
tion in  West  Virginia  among  persons 
presenting  to  public  clinics  and  to 
identify  risk  groups  in  which 
screening  tests  may  be  especially 
useful. 

Materials  and  Methods 

Specimens  were  collected  at  eight 
centers  in  three  western  West 
\'irginia  counties  as  indicated  by 
Figure  1.  Each  testing  site  was 
associated  with  population  areas  of 
90,000  to  230,000.  Several  types  of 
clinics,  including  county  sexually 
transmitted  disease  clinics,  family 
planning  clinics,  an  obstetrical  clinic 
and  a center  city  manpower  training 
program  were  included.  Although 
the  clinics  were  in  metropolitan 
areas,  the  patients  served  in  these 
clinics  were  of  both  urban  and  rural 
origin. 


Figure  1.  Prevalence  of  chlamydia 
among  patients  attending  eight  clinics  in 
three  West  Virginia  counties  is  il- 
lustrated by  bars  in  the  counties  where 
the  clinics  are  located. 


14  19  24  29  3S 

AGE  GROUP 

Figure  2.  Prevalence  of  chlamydia  ac- 
cording to  age  group. 

The  patients  selected  for  culture 
included  all  of  those  presenting  to 
four  sexually  transmitted  disease 
clinics,  all  women  obtaining  prenatal 
care  at  an  obstetrical  clinic,  and  all 
patients  being  cultured  for  gonor- 
rhea at  two  family  planning  clinics 
and  a manpower  training 
center.  Culture  for  gonorrhea  is 
performed  in  the  family  planning 
clinics  on  all  women  at  their  first 
visit  and  any  woman  not  cultured 
within  the  past  year.  The  man- 
power training  site  routinely 
cultures  all  new  female  students. 

Test  material  for  chlamydia  screen- 
ing was  obtained  by  rotating  the 
swab  provided  in  the  test  kit  in  the 
anterior  urethra  of  males  or  in  the 
endocervix  of  female  patients.  The 
swab  was  returned  to  the  tube  from 
which  it  was  taken  and  transported 
to  the  state  Hygienic  Laboratory 
where  the  ELISA  (Chlamydiazyme) 
was  carried  out  according  to  the 
manufacturer’s  (Abbott  Laboratories, 
North  Chicago,  Illinois)  directions. 


The  presence  or  absence  of  symp- 
toms consistent  with  chlamydial  in- 
fection (such  as  urethritis  in  males 
or  cervical  inflammation  or 
mucopus  in  the  endocervix  of 
females)  was  recorded  along  with 
appropriate  demographic  informa- 
tion. Appropriate  therapy  was  pro- 
vided to  all  persons  with  a positive 
antigen  test  except  for  two  in- 
dividuals who  could  not  be  located. 

Results 

Between  April  and  mid-May, 

1986,  528  individuals  from  the  eight 
clinics  were  evaluated  for  the 
presence  of  the  C.  trachomatis  an- 
tigen. Of  those  tested  a total  of  64 
(12.1  per  cent)  was  positive.  The 
prevalence  of  chlamydial  antigen 
among  patients  in  the  eight  clinics 
ranged  from  4.8  per  cent  to  22.2 
per  cent  (Figure  1). 

The  relationship  of  the  prevalence 
of  infection  to  age  was  evaluated. 
The  age  of  all  patients  except  one 
was  known.  Figure  2 shows  that 
the  prevalence  of  chlamydial  infec- 
tion without  regard  for  the  presence 
of  symptoms  decreased  with  in- 
creasing age.  However,  only  four 
individuals  in  the  youngest  age 
group  were  screened.  Half  of  the 
positive  tests  were  obtained  from 
individuals  less  than  20  years  of 
age,  and  84.4  per  cent  of  positive 
tests  were  from  patients  under  25 
years. 

Table  1 shows  the  prevalence  of 
chlamydial  antigen  in  four  clinic 
types.  Because  of  the  demonstrated 
importance  of  age  in  relation  to  an- 
tigen prevalence,  the  proportion  of 
patients  in  each  type  of  clinic  who 
were  under  the  age  of  25  is  also  in- 
dicated. The  prevalence  of  antigen 
positivity  among  men,  all  of  whom 


TABLE  1 

Prevalence  of  Positive  Tests  for  Chlamydia  by  Clinic  Type,  West  Virginia  Chlamydia 
Survey,  1986. 


Clinic  Type 

Number 

Tested 

Number 
Positive 
(Per  CetU) 

Number  of  Patients 
Under  25  Years 
(Per  Cent) 

Sexually  Transmitted  Disease 
.Men 

8S 

10  (11.8) 

39  (45.9) 

Women 

75 

14  (18.7) 

36  (48.0) 

Prenatal  Care 

63 

10  (15.9) 

45  (71.4) 

Manpower  Training  Program 

"S 

15  (20.0) 

"5  ( 100) 

Family  Planning 

231 

15  ( 6.5) 

155  (67.1) 
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TABLE  2 

Prevalence  of  Positive  Tests  for  Chlamydia  According  to  Racial  and  Gender  Group- 
ings, West  Virginia  Chlamydia  Survey,  1986. 

% of  Males  % of  Females 

% 

A>itigen  Under  Antigen  Under  Antigen 

Racial  group  Positive  Age  25  Positive  Age  25  Positive 


Black 

13.5 

5-a.l 

15.2 

77.6 

14.8 

White 

10.6 

40.4 

11.0 

69.4 

11.0 

Other 

0 

0 

0 

0 

0 

All  Racial  Groups 

11.8 

45.9 

12.2 

71.6 

12.1 

were  seen  in  sexually  transmitted 
disease  clinics,  was  not  significantly 
different  from  the  prevalence  among 
women  seen  in  sexually  transmitted 
disease  clinics  (X*  =0.997,  p>0.05). 

The  prevalence  observed  in  the 
family  planning  clinics  was 
significantly  lower  than  in  all  other 
types  of  clinics  combined,  and 
lower  than  the  prevalence  among 
the  women  seen  in  sexually 
transmitted  disease  clinics  (X’=8.4l, 
p<().01)  even  though  more  of  the 
women  seen  in  family  planning 
clinics  were  under  age  25  than  were 
women  seen  in  sexually  transmitted 
disease  clinics  (X“=8.01, 
p<0.01).  The  prevalence  of 
positive  chlamydia  tests  among  pa- 
tients in  the  prenatal  clinic  was  as 
great  as  that  observed  among 
women  seen  in  the  sexually  trans- 
mitted disease  clinics.  The  patients 
screened  in  the  manpower  training 
group  were  young  (all  under  21)  and 
had  the  highest  prevalence  of 
chlamydial  antigen. 

Within  each  clinic  type,  except 
for  family  planning  clinics,  and 
among  both  men  and  women, 
prevalence  of  positive  antigen  tests 
was  higher  in  those  with  symptoms 
consistent  with  chlamydial  disease 
than  in  those  without  (16.7  per  cent 
versus  3.3  per  cent  in  men  and  18.8 

TABLE  3 

Characteristics  of  Pregnant  Patients 

Positive  for  Chlamydia  trachomatis 

Antigen. 


Range  Median 


Patient  age 

14-27 

19 

Gestational  age  (W'eeks) 

r-39 

30 

Gravidity 

1-4 

1 

Parity 

0-3 

0 

Number  of  consorts 

1-6 

3 

in  past  12  months 


per  cent  versus  9 9 per  cent  in 
women). 

Of  the  528  patients  screened,  443 
(84  per  cent)  were  women.  More 
of  the  patients  screened  were  white 
(364)  than  black  (162)  or  other  racial 
groups  (two).  Table  2 summarizes 
the  prevalence  of  chlamydia  accor- 
ding to  race  and  gender  regardless 
of  symptoms.  In  general,  asymp- 
tomatic and  symptomatic  black  men 
and  women  tested  were  more  likely 
than  white  men  and  women  to  be 
antigen  positive  at  sexually  transmit- 
ted disease  and  family  planning 
clinics,  but  the  differences  were 
small,  especially  when  the  younger 
age  of  the  black  patients  was  taken 
into  account. 

Pregnant  women  positive  for 
chlamydia  may  be  at  risk  for  giving 
birth  to  infants  affected  by  C. 
trachomatis.  Table  3 summarizes 
the  characteristics  of  the  pregnant 
patients  with  positive  tests.  One 
patient  was  referred  to  the  Marshall 
University  Obstetrical  Service  after 
obtaining  a positive  antigen  test  at 
another  clinic,  and  information  per- 
taining to  her  case  was  added  to  the 
10  cases  identified  by  screening  at 
Marshall  University  Obstetrical 
Service. 

As  with  other  patients  in  this 
survey,  the  majority  of  the  pregnant 
patients  w^ere  young;  six  of  the  11 
were  19  years  or  younger  and  all 
but  one  were  nulliparous.  Eight  of 
10  antigen-positive  pregnant  women 
from  whom  a sexual  history  was 
elicited  had  more  than  one  sexual 
partner  during  the  past  year,  and 
one  of  those  who  had  only  one  sex- 
ual partner  indicated  that  her  con- 
sort was  known  to  have  multiple 
sexual  partners.  Data  on  the 


number  of  consorts  of  the  antigen 
negative  women  were  not  available. 

The  majority  (62/64)  of  patients 
from  all  clinics  who  were  antigen 
positive  for  chlamydia  were 
treated.  The  usual  therapy  for 
chlamydia  in  the  non-pregnant  in- 
dividual is  tetracycline.  This  drug  is 
contraindicated  in  pregnancy, 
however.  The  Centers  for  Disease 
Control  guidelines  for  therapy  in  the 
pregnant  patient  recommend  500 
mg  erythromycin  stearate  given  four 
times  daily  for  seven  days.  Among 
the  10  pregnant  women  treated  with 
erythromycin  base  as  a result  of 
chlamydia  screening,  six  experienc- 
ed nausea  and  vomiting  and  two  of 
these  patients  described  the  symp- 
toms as  severe  and  were  unable  to 
continue  the  treatment  as  prescrib- 
ed. One  individual  was  hospitalized 
for  rehydration. 

Discussion 

Most  information  available  on  the 
prevalence  of  C.  trachomatis  in  the 
United  States  derives  from  studies 
done  in  large  urban  areas  and  in 
sexually  transmitted  disease 
clinics.  The  availability  of  the  en- 
zyme linked  immunosorbent  assay 
for  C.  trachomatis  antigen  made  it 
possible  to  obtain  an  estimate  of  the 
prevalence  of  Chlamydia  infection 
in  various  settings  in  West  Virginia. 

The  magnitude  of  the  Chlamydia 
problem  in  the  United  States  is  stag- 
gering; an  estimated  3,000,000  new 
cases  occur  annually.  As  with  other 
surveys,  our  data  support  the  con- 
cept that  the  young,  sexually  active 
individual  is  at  greatest  risk  for 
chlamydial  infection. 

The  different  prevalence  rates  in 
the  eight  clinics  may  have  been  due 
to  demographic  differences  in  the 
clientele  of  these  clinics.  For  exam- 
ple, the  prevalence  of  Chlamydia  in- 
fections is  expected  to  be  greater 
among  patients  attending  sexually 
transmitted  disease  clinics  than  in 
other  types  of  clinics. 

A substantial  number  of  antigen- 
positive patients  had  no  symptoms 
consistent  with  chlamydial  infec- 
tion. This  was  especially  pronounc- 
ed among  women.  The  role  of  the 
asymptomatic  carrier  in  perpetuating 
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gonococcal  infection  is  well  known, 
and  asymptomatic  chlamydial  infec- 
tion has  analogous  epidemiologic 
consequences. 

Infection  in  pregnancy  is  of 
special  concern  because  of  the  pro- 
found effects  the  organism  may 
have  on  neonates.'  Two  thirds  of 
infants  born  to  infected  mothers 
will  acquire  the  organism.  Half  of 
these  will  develop  conjunctivitis 
and  one  quarter  will  develop 
pneumonia.  The  data  obtained  im- 
ply that  if  testing  were  to  become 
widely  available  in  West  Virginia, 
young  pregnant  women  should  be 
targeted  for  screening.  Although 
there  must  be  caution  in  using  the 
11  antigen-positive  pregnant  patients 
to  make  generalizations,  the  majority 
of  these  women  had  multiple  sexual 
partners,  suggesting  that  a careful 
sexual  history  may  also  help  identify 
patients  who  would  benefit  from 
chlamydia  screening.  Obtaining  an 
accurate  sexual  history  depends  on 
the  physician’s  rapport  with  the  pa- 
tient and  requires  cultivating  patient 
trust. 

The  usefulness  of  chlamydial 
screening  depends  on  three  factors: 

1)  the  availability  of  an  accurate 
screening  test,  2)  the  cost  of  the 
test,  and  3)  definition  of  population 
groups  with  righ  risk  of  infection  or 
groups  which  will  derive  the 
greatest  benefit  from  the  pro- 
cedure. The  results  of  this  survey 
are  consistent  with  a prevalence  of 
15  to  20  per  cent  among  men  and 
women  with  symptoms  suggestive 
of  chlamydial  disease,  and  10  per 
cent  among  asymptomatic  women 
attending  public  clinics.  Younger 
age  and  a greater  number  of  sexual 
partners  are  associated  with  a higher 
prevalence. 

The  ELISA  used  in  this  study 
employs  a solid  phase  to  bind  and 
detect  chlamydial  antigen  through 
antigen-antibody  reaction  and  subse- 
quent enzymatic  color  development 
which  is  detected  spectrophoto- 
metrically.  There  are  several  advan- 
tages of  the  ELISA  method.  The 
results  are  determined  objectively, 
the  procedure  does  not  require  a 
highly  experienced  laboratorian,  the 
technique  is  applicable  to  large-scale 


testing  programs,  and  specimen 
transport  is  uncomplicated.  Disad- 
vantages include  the  inability  to 
assess  specimen  quality,  and  the 
four-hour  processing  time. 

The  predictive  value  of  antigen 
detection  methods  depends  on  the 
prevalence  of  Chlamydia 
trachomatis  in  the  population  under 
study.  Even  for  very  sensitive  and 
specific  assays,  the  predictive  power 
of  a positive  test  is  lower  in  a low- 
prevalence  population  than  in  a 
high-prevalence  population.  At  an 
observed  prevalence  of  15  per  cent, 
the  true  prevalence  of  disease  is 
calculated^  to  be  12  per  cent  based 
on  the  specificity  and  sensitivity 
data  reported  by  the  manufac- 
turer. The  manufacturer  of  the 
ELISA  kit  claims  that  the  sensitivity 
of  this  method  is  83  per  cent  with  a 
specificity  of  94  per  cent  when 
compared  to  culture."  Thus,  when 
the  situation  warrants  the  additional 
expense,  the  positive  predictive 
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value  of  screening  tests  may  be 
enhanced  by  culture  confirmation 
of  the  results. 

Given  the  findings  of  this  study, 
physicians  should  consider  the 
possibility  of  Chlamydia  in  symp- 
tomatic men  and  women  attending 
sexually  transmitted  disease  clinics, 
and  some  pregnant  patients.  It  is 
reasonable  to  counsel  private  pa- 
tients on  the  availability  of 
diagnostic  tests  for  chlamydia  and  to 
offer  such  a test  if  the  patient  re- 
quests it.  In  the  pregnant  woman 
who  has  had  multiple  sex  partners 
and  who  is  under  the  age  of  25, 
testing  is  warranted. 

Economically  disadvantaged 
populations  have  in  other  studies 
been  shown  to  be  at  increased  risk 


and,  conseciLiently,  evaluation  of 
socio-economic  status  should  be  in- 
cluded in  future  surveys  done  in 
■VC'est  Virginia. 

It  has  been  estimated  that  culture- 
based  screening  and  treatment  are 
cost-effective  in  pregnant  popula- 
tions in  which  the  maternal  infec- 
tion rate  is  six  per  cent.^  The  preg- 
nant population  we  have  studied  fits 
that  criterion,  although  it  may  be 
appropriate  to  undertake  a larger 
survey  of  pregnant  patients  to  pro- 
vide better  data  for  health  care  plan- 
ning. Additional  issues  which 
should  be  addressed  in  pregnant 
women  include  evaluation  of  the  ap- 
propriate time  to  screen  patients, 
and  the  rate  of  treatment  failure  and 
patient  noncompliance  due  to 
gastrointestinal  disturbance. 

Despite  the  limitations  in  the 
scope  of  this  study,  the  presence  of 
a substantial  chlamydia  problem  in 
"West  Virginia  is  demonstrated.  This 
will  require  the  attention  of  those 
involved  with  health  care  planning 
and  of  primary  care  physicians 
throughout  the  state. 
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Leadership:  Taking  Charge  Of  Change* 


One  of  the  essential  requirements 
for  the  preservation  of  our  pro- 
fessional autonomy  is  strong  and  ef- 
fective leadership.  This  means  ef- 
fective leadership  at  the  county 
society  level,  the  grass  roots  of 
medicine,  as  well  as  the  state  and 
national  levels.  Our  leaders  need  to 
be  informed  about  the  issues  facing 
medicine.  They  need  to  be  willing 
to  expend  the  energy  and  time  to 
develop  the  programs  and  policies 
which  organized  medicine  needs  in 
order  to  take  charge  of  the  changes 
occurring  in  our  society. 

At  the  state  level,  we  are  taking 
the  following  initiatives: 

1.  Presidents’  breakfast  meetings 
have  been  established  at  the 
Mid-Winter  and  Annual  Meetings 
of  the  West  Virginia  State 
Medical  Association.  These 
meetings  are  invaluable  for 
direct  communication  of  county 
officers  with  state  officers  about 
the  problems  and  needs  at  the 
county  level. 


2.  National  Leadership  Conferences 
sponsored  by  the  AMA  have 
been  excellent  in  my  ex- 
perience. We  must  encourage 
strongly  greater  participation  in 
these  conferences.  Two 
challenges  are  laid  down: 

a)  1 suggest  that  the  larger 
county  medical  societies  should 
pay  the  expenses  for  their  Presi- 
dent and  President  Elect  to  at- 
tend these  conferences.  Such  a 
policy  would  not  only  add  to 
the  desirability  of  being  an  of- 
ficer in  that  society,  but  will 
develop  significantly  stronger 
county  society  leadership. 

b)  I will  ask  the  Council  to 
authorize  two  scholarships  to 
the  AMA  Leadership  Conferences 
to  be  awarded  by  the  Executive 
Committee  to  officers  of  the 
smaller  county  societies  each 
year. 

3.  The  first-ever  WVSMA  Leader- 
ship Conference  will  be  held 
Saturday,  May  9,  at  the 
Charleston  House. 


This  conference  is  planned  for 
the  Executive  Committee,  Coun- 
cil members  and  all  county 
society  officers.  Any  interested 
WVSMA  member  will  be  warmly 
welcomed.  This  conference 
will  provide  up-to-date  informa- 
tion about  the  current  issues  fac- 
ing our  profession  and  provide  a 
forum  for  discussion.  It  is  my 
hope  that  from  these  con- 
ferences, policies  and  programs 
for  our  state  association  will  be 
developed.  These  initiatives  can 
be  acted  upon  at  our  Annual 
Meeting.  (Please  see  the  addi- 
tional article  in  this  issue  con- 
cerning the  details  of  this  new 
WVSMA  Leadership  Conference.) 

We  must  become  more  deliberate 
in  the  development  and  selection  of 
our  leaders.  Llninformed  and  un- 
committed leaders  are  a terrible 
burden  for  us  to  bear.  Leadership 
development  is  an  important  goal  of 
the  West  Virginia  State  Medical 
Association. 

— Charles  E.  Turner,  M.  D. 


■"Title  of  recent  AMA  Leadership  Conference 
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Editorials 


Committee  Blocks  Bills 


The  recent  legislative  session  was 
not  a satisfactory  one  for  the 
physicians  of  West  Virginia. 

The  key  committee  and  subcom- 
mittees in  the  House  and  Senate 
were  chaired  by  opponents  of  tort 
reform,  either  new  measures  or 
redefinition  of  those  laws  put  in 
place  last  year. 

Despite  this,  with  the  help  of 
several  sympathetic  legislators,  we 
were  able  to  bring  to  the  Senate 
Judiciary  Committee  two  measures 
which  would  lower  the  pain  and 
suffering  cap  to  $500,000  and  pro- 
vide structured  payment  of 
awards.  Both  were  defeated  by 
eight-to-seven  votes. 


There  was  ample  support  in  both 
the  Senate  and  the  House,  and,  in 
addition  to  our  own  legislative 
package,  individual  legislators  pro- 
posed a number  of  bills  ranging 
from  penalties  for  frivolous  law  suits 
to  the  establishment  of  statewide  ar- 
bitration proceedings.  These,  too, 
were  blocked  at  the  committee 
level. 

The  insurance  industry  didn’t 
help  our  cause,  seeming  to  agree 
with  the  legislative  premise  that  tort 
reform  cannot  be  shown  to  have  a 
direct  impact  on  the  affordability  of 
liability  insurance.  The  vice  presi- 
dent of  one  of  our  major  carriers 
was  asked  by  a representative  of  the 
Insurance  Commissioner’s 


office  if  further  tort  reform  would 
result  in  stabilization  of  insurance 
costs  in  West  Virginia.  He  respond- 
ed, “We  take  no  stand  on  tort 
reform.” 

It  seems  increasingly  clear  that 
the  long-standing  proposal  by 
Governor  Moore  to  remove  the  ad- 
judication of  claimed  medical 
negligence  from  the  adversarial  civil 
justice  system  through  a state- 
managed  insurance  plan  is  the  ra- 
tional approach. 

There  is  an  opportunity  for  the 
West  Virginia  Legislature  to  adopt 
milestone  legislation  in  this 
area.  We  will  need  to  make  a lot  of 
legislative  contacts  during  this  com- 
ing summer  and  fall. — DZM. 


Pat  A.  Tuckwiller,  R.I.P. 


West  Virginia  Medicine  lost  one 
of  its  most  articulate  and 
vigorous  voices  for  medical  educa- 
tion in  Doctor  Pat  Tuckwiller,  who 
died  December  12,  1986. 

He  was  the  mover  behind  the 
West  Virginia  Joint  Council  on 
Teaching  Hospitals,  which  although 
no  longer  active,  provided  the  im- 
petus for  student  clerkships  in 
hospitals  throughout  West  Virginia. 

He  believed  in  the  concept  of 
“lifelong  education  for  physicians,” 
and  attended  virtually  all  major  con- 
tinuing medical  education  programs 
year  in  and  year  out. 

Pat  was  an  effective,  if  occasional- 
ly prickly,  committee  member. 

Once  convinced  of  the  soundness 


of  his  own  position,  he  didn’t 
negotiate. 

He  loved  to  challenge  persons 
who  began  statements  “I  don’t  think 
we  can ” 

But  anyone  who  worked  with  Pat 
soon  became  convinced  of  his 
sincerity,  his  integrity,  and  his  lack 
of  patience  for  the  foolish  or  the 
faint-hearted  among  his  peers. 

By  contrast,  he  was  very  tolerant 
of  patient  shortcomings  and  had  a 
lifelong  career  interest  in 
psychosomatic  medicine. 

Socially,  he  was  a gracious  and 
charming  man.  He  and  his  wife, 
Carline,  loved  to  travel,  and  made 


trips  interesting  and  exciting  for 
travelling  companions. 

He  received  the  first  distinguished 
alumnus  award  from  his  alma  mater, 
the  West  Virginia  University  School 
of  Medicine,  but  was  somewhat  em- 
barrassed by  the  fuss  and  attention 
given  him. 

Several  months  before  his  death, 
he  was  honored  by  the  regional 
branch  of  the  American  College  of 
Physicians,  which  gave  him  its 
Laureate  Award. 

He  was  dedicated  to  his  fine  fami- 
ly, to  his  group  practice,  to  his  pa- 
tients, and  to  his  fellow  physi- 
cians. No  more  could  be  asked  of 
anyone.  Pat  Tuckwiller  gave  his  all. 

—DZM. 


The  Publication  Committee  is  not  responsible  for  the  authenticity  of  opinion  or  statements  made 
by  authors  or  in  communications  submitted  to  this  Journal  for  publication.  The  author  shall  be  held 
entirely  responsible.  Editorials  printed  in  The  Journal  do  not  necessarily  reflect  the  official  position 
of  the  West  Virginia  State  Medical  Association. 
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Poison  Awareness 


E\ery  30  seconds  a child  is 
poisoned  somewhere  in  the 
United  States.  That  means  over  one 
and  one  fourth  million  children 
under  six  each  year  come  into  con- 
tact with  a potentially  lethal 
substance. 

The  most  common  cause,  accor- 
ding to  both  national  and  state 
statistics,  is  prescription  and  other 
pharmaceutical  products,  followed 
in  order  by  cleaning  substances, 
plants,  cosmetics  and  personal  care 
products,  bites  and  stings  and 
pesticides. 

“Part  of  that  exposure  may  be  ex- 
plained by  our  lifestyle,"  explained 
Terri  DeFazio,  Education  Coor- 
dinator of  The  West  Virginia  Posion 
Center. 

“The  majority  of  American 
families  who  have  young  children  at 


home  are  families  where  both 
parents  work,  or  they  are  single- 
parent families.  That  means  today’s 
parents  don't  have  the  time  their 
own  parents  had  to  teach  safety  at 
home." 

The  West  Virginia  Poison  Center’s 
objectiv^e,  then,  is  to  make  that 
teaching  simple  and  less  time  con- 
suming. To  accomplish  that,  the 
Center,  operated  by  the  West 
Virginia  University  School  of  Phar- 
macy, has  launched  an  education 
program  to  increase  the  poison 
awareness  level  of  parents  and  other 
adults  and  to  help  hem  better  teach 
poison  prevention  at  home. 

Additionally,  an  inexpensive 
booklet  entitled  “Take  Time  To 
Teach  Poison  Prevention”  is 
available  through  the  Poison  Center 
and  participating  groups. 


Center  Director  Gregory  P.  Wedin, 
Pharm.D.,  reports  that  nearly  12,000 
calls  were  received  in  West  Virginia 
last  year.  Of  that  number  only  15 
per  cent  needed  to  be  referrecl  on 
to  a health  facility,  and  no  deaths  of 
children  through  accidental  poison- 
ings were  reported. 

Funds  for  the  center’s  operation 
come  from  the  Office  of  Emergency 
Medical  Services  of  the  West 
Virginia  Department  of  Health  and 
the  West  Virginia  University  School 
of  Pharmacy.  A total  of  23  hospitals 
throughout  the  state  also  provide 
support  by  participating  in  its 
member  treatment  hospital  pro- 
gram. Additional  support  comes 
from  public  donations. 

— Guest  Editorial  by 

West  Virginia  Poison  Center, 

Charleston 


Our  Readers  Speak 


50-Year  Certificates  Appreciated 


Editor's  Note:  The  following 

were  addressed  to  President  Charles 
E.  Turner,  M.D.,  in  regard  to 
U"U5d/d’5  first  ''50-year-plus"  lun- 
cheon for  state  doctors  fanuary  24 
in  Charleston  (see  March  Journal). 

Thank  you  so  much  for  for- 
warding the  Certificate  of 
Appreciation. 

Mrs.  Ralsten  and  1 were  sorely 
disappointed  that  the  weather  acted 
so  badly  for  us  on  the  day  of  the  lun- 
cheon; we  just  did  not  feel  at  all 


safe  in  trying  to  negotiate  the  Turn- 
pike on  that  day. 

1 have  derived  much,  much 
satisfaction  and  pleasure  from  my 
ministrations  to  the  sick  and  injured 
through  the  years  of  my  practice. 

W'ith  kindest  regards  from  both  of 
us,  and  with  best  wishes  to  you, 

^ Sincere!}'  yours, 

M.  M.  Ralsten,  M.  D. 
ir  Hill  Park  Drive 
Becklev,  WV  2S801 


I wish  to  thank  you  and  the  West 
Virginia  State  Medical  Association 


Honorary  Membership  Acknowledged 


Editor's  Note:  The  following 

was  addressed  to  WVSMA  Coun- 
cil. Doctor  Gilmore  was  WVSMA 
President  in  19^4-~'5. 

Notice  of  your  action  taken 
Eebruary  8,  1987,  in  voting 

unanimously  to  grant  honorary 
membership  in  the  West  Virginia 
State  Medical  Association  is  receiv- 


ed with  a very  warm  heart.  I will 
cherish  this  recognition. 

The  honors  that  naturally  flowed 
from  the  activities  leading  to,  during 
and  following  leadership  of  this 
organization  would  have  been  more 
than  sufficient  reward  for  the 
sacrifices  of  energy,  time  and  in- 
come during  those  times. 


for  the  certificate  recognizing  my 
50-plus  years.  My  wife  and  I had 
planned  to  attend  until  the  snowfall 
two  days  prior  to  the  meeting,  mak- 
ing the  roads  too  hazardous  to  at- 
tempt the  trip  down  that  Eriday. 
Since  1 spent  46  years  in  Arlington 
and  only  the  past  nine  and  one  half 
in  West  Virginia,  1 feel  especially 
pleased  to  get  this  from  you. 

Your  fellow  W'est  Virginian, 

Alfred  M.  Palmer,  M.  D. 
p.  o.  Box  116 
Augusta,  'X  V 26"’0-i 


Honorarx’  membership  is  an  unex- 
pected reward  which  will  live  with 
man}'  fond  memories  of  those  who 
are  the  West  Virginia  State  Medical 
Association. 

Gratefully  yours, 

^X'illiam  E.  (Bill)  Gilmore,  M.  D. 

Physicians  Office  Building 
606  18th  Street 
Parkersburg,  'VC'\'  26101 
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General  News 


JCAH  President  To  Keynote  ’87  Annual  Meeting 


The  President  of  the  Joint  Com- 
mission on  Accreditation  of 
Hospitals  will  deliver  the  opening 
Thomas  L.  Harris  Address  for  the 
1987  WVSMA  Annual  Meeting. 

Dr.  Dennis  S.  O’Leary  of  Chicago 
will  speak  on  “Future  Trends  in 
Quality  of  Care  Evaluation”  Monday 
morning,  August  10. 

He  also  will  participate  in  a 
following  panel  discussion,  with  his 
topic  to  be  “Changing  Relationships 
Between  Hospitals  and  Physicians.” 

The  1987  coiwention  will  be  held 
Saturday  through  Tuesday,  August 
8-11,  at  the  Greenbrier. 

Harvard,  Cornell  Graduate 

Doctor  O’Leary,  born  in  Kansas 
City,  iMissouri,  received  his  B.A. 
degree  from  Harvard  College  in 
i960  and  his  M.D.  from  Cornell 
University  in  1964.  Following  two 
years  of  internal  medicine  training  at 
the  University  of  Minnesota 
Hospital,  he  completed  his  residen- 
cy at  Strong  Memorial  Hospital  in 
Rochester,  New  York,  and  then  serv- 
ed an  additional  year  as  chief  resi- 
dent in  medicine  and  fellow  in 
hematology.  He  is  board  certified 
both  in  internal  medicine  and  in 
hematology. 

After  three  years  as  Director  of 
the  Coagulation  Research  Laboratory 
at  'Walter  Reed  Army  Institute  of 
Research,  Doctor  O’Leary  joined  the 
faculty  and  staff  at  the  George 
Washington  University  Medical 
Center  in  1971.  During  his  15  years 
at  George  Washington,  he  achieved 
the  academic  rank  of  Professor  of 
Medicine  and  assumed  various  ad- 
ministrative responsibilities  in- 
cluding Associate  Dean  for  Graduate 
Medical  Education  and  Medical 
Director  for  the  University  Hospital 
and  for  the  faculty  practice 
plan.  From  1977  through  1985,  he 


Dennis  S.  O’Leary,  M.  D. 


held  the  senior  management  posi- 
tion of  Dean  for  Clinical  Affairs  and 
served  as  Vice  President  of  the 
George  Washington  L’niversity 
Health  Plan,  an  academic  HMO. 

Hospital  Spokesman 

In  1981,  Doctor  O’Leary  received 
national  attention  for  his  role  as 
hospital  spokesman  following  the  at- 
tempted assassination  of  President 
Reagan.  In  recognition  of  his  per- 
formance, he  received  resolutions  of 
commendation  from  both  the 
American  Medical  Association  and 
the  American  Hospital  Association  as 
well  as  a number  of  other  awards. 

Highly  active  in  a variety  of  pro- 
fessional activities,  including  PSRO 
and  liability  insurance  company 
board  responsibilities,  Doctor 
O’Leary  has  served  both  as  Presi- 
dent and  as  Chairman  of  the  Board 
of  the  District  of  Columbia  Medical 
Society;  he  was  also  a founding 
member  of  the  National  Capital  Area 
Health  Care  Coalition.  Since  1980, 
he  has  lectured  widely  on 


hospital/medical  education,  and 
medicine  and  media  relations.  In 
1986,  he  completed  service  as  the 
first  Chairman  of  the  Editorial  Ad- 
visory Board  for  Medical  Staff 
News. 

Doctor  O’Leary  is  a Fellow  of  the 
American  College  of  Physician  Ex- 
ecutives and  a member  of  both  the 
American  Medical  Association  and 
the  American  College  of  Physi- 
cians. He  became  President  of  the 
Joint  Commission  on  Accreditation 
of  Hospitals,  Chicago,  in  April,  1986. 

Other  Speakers 

It  was  announced  previously  that 
Peter  B.  Cotton,  M.  D., 
gastroenterologist  from  Duke 
University,  will  be  one  of  the 
speakers  for  the  general  scientific 
session  Monday  morning. 

Dr.  William  S.  Hotchkiss,  also  as 
announced  earlier,  will  address  the 
opening  session  of  the  House  of 
Delegates  Sunday  morning,  August 
9.  Doctor  Hotchkiss,  a thoracic 
surgeon  from  Chesapeake,  Virginia, 
will  be  installed  as  AMA  President  in 
June. 

The  condensed  1987  convention 
schedule  calls  for  business  meetings 
on  Saturday,  August  8;  the  first 
House  session  Sunday  morning, 
with  free  time  Sunday  afternoon; 
the  official  opening  of  the  conven- 
tion, scientific  session  and  meetings 
of  specialty  societies  Monday;  and 
the  second  House  session  Tuesday, 
with  adjournment  at  noon. 

The  President’s  Reception  will  be 
held  Sunday  evening.  Receptions 
for  exhibitors,  West  Virginia  Univer- 
sity and  Medical  College  of  Virginia 
alumni  are  scheduled  Monday  even- 
ing, followed  by  a dance  with  music 
by  Bo  Thorpe  and  his  Orchestra. 

Additional  program  developments 
and  speakers  will  be  announced  in 
The  Journal  and  WESGRAM. 
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Role  players  depicting  an  “impromptu”  intervention  with  the  spouse  of  an  im- 
paired physician  are,  from  left,  Mrs.  Diane  Weaver,  Kingwood,  as  the  “wife,”  and  Drs. 
David  Z.  Morgan,  Morgantown,  and  James  C.  Comerci,  Wheeling,  as  “intervenors.” 


Impaired  Physicians:  Part  2 

Treatment  Response  Good 


Editor's  Note:  This  is  the  second 

and  concluding  part  of  this  arti- 
cle. Tart  1 appeared  in  the  March 
Journal. 

In  Part  1,  we  learned  how  the 
WVSMA’s  Impaired  Physician  Com- 
mittee (IPC),  it  is  hoped,  can 
“catch”  impaired  physicians  and 
keep  them  from  being  referred  to 
the  Association’s  Judicial  Commis- 
sion for  disciplinary  action. 

The  IPC  does  not  treat  the 
person — just  facilitates  the  treat- 
ment. If  impaired  physicians  accept 
treatment,  their  IPC  records  do  not 
even  go  to  the  Judicial  Commission. 

Just  how  widespread  is  physician 
impairment?  “Last  year,  1,50U  doc- 
tors had  to  stop  nationwide  because 
of  alcohol,”  said  Dr.  Thomas  A.  Hay- 
mond  of  Reedsville,  an  IPC 
member.  Doctor  Haymond  was 
frank  about  being  a former  impaired 
physician,  telling  the  Physicians’  Ses- 
sion audience  during  the  Mid-Winter 
Clinical  Conference  in  January,  “1 
probably  would  have  been  dead  by 
now  if  I hadn’t  been  intervened  on 
11  years  ago.”  Doctor 


Haymond  participated  as  the  “im- 
paired physician”  in  two  role- 
playing  episodes  showing  the 
“right”  way  and  the  “wrong”  way 
to  conduct  an  intervention. 

It  was  observed  that  physicians 
are  “intelligent  people”  and  respond 
well  to  treatment  when  im- 
paired. Dr.  Allen  H.  Roher  of 
Morgantown,  an  IPC  member,  noted 
that  “Fifty  per  cent  of  people  in  the 
general  population  get  well;  in  doc- 
tors, the  figure  approaches  80  per 
cent.” 

If  a physician  refuses  treatment 
and  is  beyond  hope,  the  IPC  files  a 
complaint  against  the  physician  with 
the  Judicial  Commission.  “The 
Judicial  Commission  then  will  meet 
after  the  complaint  is  filed  . . .,” 
said  Stephen  D.  Ward,  M.  D.,  of 
Wheeling,  Chairman.  “We  will 
decide  what  action  to  take:  a private 
reprimand,  or  a public  reprimand, 
which  is  published  in  the  state  Jour- 
nal; there  can  be  a probation  of 
membership  not  to  exceed  two 
years,  and  there  can  be  a suspension 
or  expulsion. 

“We’re  required  to  report  a 
change  in  membership  status  to  the 


state  Board  of  Medicine.  At  this 
point,  the  illness  becomes 
public.  The  physician  then  faces 
possible  suspension  of  his  license.” 

Dr.  Harry  S.  Weeks,  Jr.,  Wheeling, 
a member  of  the  state  Board  of 
Medicine,  said  the  board  has  two 
functions — licensing  and 
discipline.  From  1960  until  about 
1976,  he  continued,  there  were  nine 
M.  D.s  on  the  Board.  As  a result  of 
“political  and  social  pressures,”  the 
board  makeup  has  now  changed  to 
eight  M.  D.s  and  seven  non- 
physicians. “One  role  this  commit- 
tee (IPC)  can  play  in  the  future  is 
educating  members  of  the  true 
nature  of  the  problems  we  are  deal- 
ing with,”  he  commented. 

Doctor  Weeks  said  all  complaints 
to  the  Board  are  now  public 
information. 

H.  Wayne  Dickison,  M.S.,  Certified 
Addiction  Counselor  from  the 
Wheeling  Clinic,  said  the  interven- 
tion model  demonstrated  during  the 
Mid-Winter  Conference  is  used  na- 
tionwide and  also  by  the  state 
Bar.  “It  is  a simple  model.  It  can 
grow  to  provide  a network  of  train- 
ed intervenors  around  the  state. 

“You  should  be  proud  to  have  the 
resources  you  have  mustered  so 
quickly,”  he  added,  referring  to  the 
IPC  and  Judicial  Commission  set  up 
by  WVSMA  last  year.  “Some  states 
have  been  trying  for  decades  to  get 
a program  off  the  ground.” 

Physicians  wishing  to  report  a 
case  of  suspected  impairment 
should  contact  a local  member  of 
the  IPC  or  call  the  WVSMA  of- 
fice. Members  of  the  IPC  not  men- 
tioned above  are  Drs.  Kenneth  M. 
Fink,  Huntington,  Chairman;  Jean  P. 
Cavender  and  Susann  Lea  Lovejoy 
(resident).  Charleston;  Robert  D. 

Hess  and  William  N.  Walker,  Jr., 
Clarksburg,  and  C.  Rollynn  Sullivan 
and  Pamela  J.  Sullivan  and  Patricia 
W.  Williams,  Morgantown. 

Doctors  willing  to  volunteer  as  in- 
terv'enors  should  contact  Doctor 
Fink  or  the  WVSMA  office. 
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Health  Policy  Agenda 

Private/Public  Sector 
Maps  Health  Care  Plan 


Editor's  Note:  The  Health  Policy 

Agenda  for  the  American  People  is 
an  historic,  private  and  puhlic  sec- 
tor effort  to  develop  a comprehen- 
sive framework  for  the  development 
of  health  policy  in  the  United  States 
into  the  next  century.  While  the 
HPA  was  initiated  by  the  American 
Medical  Association  in  early  1982, 
it  soon  became  an  autonomous  ef- 
fort of  all  the  H2  participating 
organizations  with  highly  diverse 
perspectives  cm  health  care. 

The  Health  Policy  Agenda  for  the 
American  People  (HPA)  recommend- 
ed on  February  23  a series  of  broad 
policy  initiatives  that  form  a 
framework  for  improving  health 
care  in  the  United  States.  The  HPA 
said  immediate  attention  will  be  on 
providing  information  to  enable 
people  to  become  better  health  care 
consumers,  defining  a basic  benefits 
package  as  a benchmark  for 
evaluating  insurance  plans,  and  in- 
creasing funding  for  biomedical 
research. 

The  announcement  “marks  a 
significant  step  toward  closing  a 
critical  gap  in  our  nation's  health 
care  policy,"  said  Diane  B.  McCarthy, 
Chairperson  of  the  HPA  Implementa- 
tion Committee.  “The  HPA 
represents  a positive  effort  to  ad- 
dress America’s  long-term  health 
care  policy  needs  in  comprehensive 
terms,  and  provides  a process  for 
improving  the  nation's  health  care 
system.” 

The  172  HPA  organizations  con- 
stitute a broad  cross-section  of  the 
major  stakeholders  in  health  care, 
including  the  health  professions,  in- 
surers, hospitals,  consumer  organiza- 
tions, business  groups,  and  state  and 
federal  government.  The  policy 
recommendations  are  in  a report 
that  was  developed  over  the  five 
years  by  working  groups  drawn 
from  HPA’s  membership. 


“The  key  motivation  for  HPA  par- 
ticipating organizations  is  that 
through  a combination  of  federal, 
state  and  private  sector  actions,  no 
American  is  denied  access  to  ciuality 
medical  care  because  of  his  or  her 
inability  to  pay,”  said  McCarthy. 

“■W'hat  sets  this  effort  apart  from 
other  health  policy  endeavors,"  said 
Joseph  F.  Boyle,  M.D.,  Chairman  of 
the  HPA  Steering  Committee,  “is 
that  the  work  of  the  Health  Policy 
Agenda  does  not  end  with  the 
release  of  a report.  An  Implementa- 
tion Committee,  comprised  of  HPA 
participants,  will  carry  out  the  key 
recommendations.'’ 

Critical  Issues  Addressed 

The  HPA  report  contains  195 
policy  recommendations  in  all  major 
areas  of  health  care.  The  recom- 
mendations are  grouped  under 
seven  broad  chapters: 

1.  Supplying,  distributing  and 
educating  health  professionals; 

Report,  Other  HPA 
Material  Available 

Interested  organizations  and  in- 
dividuals can  order  copies  of  the 
HPA  report  by  contacting  the  HPA 
office  at  312/645-4399. 

Copies  of  HPA  news  releases  are 
available  from  The  Journal  (call 
925-0342)  on  HPA  Backgrounder; 
Questions  and  Answ^ers;  HPA  Par- 
ticipating Organizations,  and  on  the 
following  HPA  position  state- 
ments: Medicaid,  Medicare,  Pro- 
vider Responsibility  for  Cost- 
Effective  Health  Care,  Health  in  the 
■^^orkplace.  Research  Funding, 
Educating  Health  Professionals, 
Catastrophic  and  Long-Term  Health 
Care,  Basic  Benefit  Package,  Patient 
Compensation  Eund,  and  New 
Technologies  and  Ethical  Decision- 
Making. 


2.  Providing  technology  and 
facilities;  3.  Organizing  health  care 
resources;  4.  Communi-cating 
health  information; 

5.  Ensuring  quality;  6.  Paying  for 
health  care  services;  and 

Preparing  for  the  future  through 
research. 

Each  chapter  provides  an  exten- 
sive discussion  of  relevant  issues, 
followed  by  a series  of 
recommendations. 

McCarthy  said  the  report 
represents  a synthesis  of  viewpoints 
derived  from  the  disparate  positions 
on  issues.  The  HPA  process  en- 
couraged participants  to  discuss 
issues  until  a consensus  was  reach- 
ed. "While  in  most  cases  the  final 
result  was  agreed  upon  by  all,  there 
were  times  when  individual  dif- 
ferences were  not  reconcil- 
ed. Some  partici-pants  formally 
submitted  separate  views  which  are 
included  in  the  final 
report.  Regardless  of  their  views  on 
individual  recommendations,  all  par- 
ticipants concurred  on  the  impor- 
tance of  the  effort. 

HPA  Policy  Recommendations 

The  HPA  report  includes  several 
wide-ranging  reforms.  Recommen- 
dations in  key  issue  areas  indue: 

• Programs  to  collect  and  publish 
information  which  permits  con- 
sumers to  compare  the  cost  and 
type  of  services  provided  by 
competing  providers. 

• Development  of  a basic  health 
care  benefits  package  which 
will  serve  as  a benchmark  for 
consumers  in  evaluating  in- 
surance coverage,  and  will  per- 
mit government  policymakers 
to  assess  the  adequacy  of 
public  sector  programs. 

• An  annual  10-per  cent  increase 
in  federal  funding  for  basic  and 
applied  biomedical  research  for 
the  remainder  of  the  decade. 

• Extension  of  Medicaid  benefits 
to  millions  of  Americans  who 
fall  below  the  poverty  line,  but 
are  not  currently  covered  by 
Medicaid. 

(Continued  on  Next  Page) 


APRIL,  1987,  VOL.  83  179 


(Continued  From  Page  179) 

• Reforms  in  the  Medicare  pro- 
gram to  ensure  its  solvency  as 
an  entitlement  program  for 
senior  citizens,  the  disabled, 
and  persons  with  end-stage 
renal  disease. 

• Initiation  of  a demonstration 
study  of  a patient  compensa- 
tion fund  to  serve  as  an  alter- 
native to  the  legal  (tort)  system 
for  recovery  of  damages  for 
medically- related  injuries 
resulting  from  professional 
negligence  or  poor  outcomes 
not  resulting  from  negligence. 

• Programs  to  improve  health  at 
the  worksite  and  facilitate 
greater  health  communications 
between  employers  and 
workers. 

• A recommendation  for  third- 
party  coverage  of  catastrophic 
and  long-term  health  care  costs. 

• Educational  initiatives  to  im- 
prove health  care  professionals’ 
skills  and  knowledge  in  such 
areas  as  patient  relations  and 
ethics. 

Implementation  Efforts 

An  Implementation  Committee, 
made  up  of  representatives  from 
HPA  participating  organizations,  will 
launch  a sustained  and  non-partisan 
effort  to  carry  out  the  report’s 
reccommendations. 

“The  Implementation  Committee 
will  work  to  carry  out  the  report’s 
recommendations  through  a variety 
of  strategies,’’  McCarthy  said.  These 
strategies  will  include  public  infor- 
mation campaigns,  demonstration 
projects,  curricula  design,  legislative 
recommendations  and  additional 
research. 

A key  role  of  the  Implementation 
Committee  will  be  to  stimulate  the 
formation  of  coalitions  concerned 
with  pursuing  the  implementation 
of  particular  recommendations. 

The  Implementation  Committee  will 
also  help  organize  and  coordinate 
coalition  activities. 

“The  coalition  effort  is  a logical 
extension  of  the  HPA  policy-making 


process,"  McCarthy  said.  ' It  provides 
a means  by  which  interested  groups 
may  bring  their  viewpoints  together, 
seek  consensus  on  specific 
policy  proposals,  and  then  work  in 
concert  to  carry  out  their  shared 
goals.” 

Doctor  Boyle  said  the  HPA  par- 
ticipants believe  that  the  report’s 
recommendations,  when  im- 
plemented, would  dramatically  im- 
prove health  care  in  the  United 
States. 


Surgeons  To  Meet 

The  ’W'est  Virginia  Chapter, 
American  College  of  Surgeons  will 
hold  its  Annual  Spring  Meeting, 

April  30  — May  2 at  The  Greenbrier 
in  'White  Sulphur  Springs.  Dr. 
Donald  Ferguson,  Professor  and  Act- 
ing Chairman,  Department  of 
Surgery  at  Ohio  State  University,  will 
be  the  guest  lecturer.  He  will  speak 
on  “New  Approaches  to  Surgical  Im- 
munology’’ and  “State  of  the 
Art:  Clinical  Transplantation  1987.” 


1987  Nominations 
Committee  Named 

Dr.  John  B.  Markey  of  Charleston 
will  be  Chairman  of  the  1987 
■WVSMA  Committee  on  Nomina- 
tions, President  Charles  E.  Turner, 

M.  D.,  announced. 

Other  committee  members  will  be 
Drs.  Derrick  L.  Latos,  Wheeling; 
Erancisco  D.  Sabado,  Jr.,  Martins- 
burg;  Michael  M.  Stump,  Elkins; 
Michael  A.  Morchead,  Parkersburg; 
Mel  P.  Simon,  Pt.  Pleasant;  Norman 
Wa\  ne  Tavlor,  Beckley,  and  David  F. 
Bell,  Jr.,  Bluefield. 

In  accordance  with  the  WVSMA 
constitution  and  bylaws,  the  Com- 
mittee on  Nominations  consists  of 
district  Councilors  and  the  Junior 
Councilor-At-Large,  who  serves  as 
Chairman. 

In  1987,  an  odd-numbered  year, 
the  Councilors  serving  on  the 
Nominations  Committee  during  the 
Annual  Meeting  at  the  Greenbrier 
August  8-11  come  from  odd- 
numbered  districts.  Councilor 
districts  which  have  more  than  one 
Councilor  are  represented  by  the 
senior  Councilor  in  point  of  service. 


Guest  faculty  for  the  West  Virginia  Urological  Society  spring  seminar  March  7-8  in 
Charleston  were,  from  left,  Drs.  Jack  L.  Summers,  Northeastern  Ohio  Universities, 
Akron;  Victor  A.  Politano,  University  of  Miami  (Florida),  and  William  L.  Furlow,  Mayo 
Clinic.  “Male  Sexual  Dysfunction”  was  the  discussion  subject  for  the  meeting.  Dr. 
Rocco  A.  Morabito  of  Huntington  was  elected  Society  President  to  succeed  Dr.  Rafael 
Molina,  also  of  Huntington. 
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WVSMA’s  First  Leadership 
Conference  Scheduled  May  9 


A Leadership  Conferenee  will  be 
launehed  by  WVSMA  Saturday,  May 
9,  at  the  Charleston  House  Holiday 
Inn  in  Charleston  beginning  at 
11  A.  M. 

The  first-ever  WVSMA  event  was 
planned  by  President  Charles  E. 
Turner,  M.  D.,  and  will  be  patterned 
after  the  annual  AMA  Leadership 
Conference  in  Chicago.  Doctor 
Turner  has  called  the  leadership  con- 
ferences he  has  attended  “excellent.” 

The  WVSMA  Leadership  Con- 
ference is  planned  for  members  of 
the  Executive  Committee  and  Coun- 
cil, and  Presidents  and  Secretaries  of 
all  component  medical  societies. 
Any  interested  member  will  be 
“warmly  welcomed,”  President 
Turner  said. 

The  conference  will  feature 
presentations  and  discussions  of 
both  national  and  state  issues  con- 
fronting medicine:  DRGS,  man- 


datory assignment,  tort  reforms, 
adolescent  health  initiatives,  AIDS, 
licensing  matters,  peer  review,  com- 
petition in  health  care,  etc.  The 
luncheon  session  will  feature  a 
motivational  presentation  on 
leadership. 

Speakers  invited  to  participate  in- 
clude key  state  legislative  leaders  and 
AMA  senior-level  staff  as  well  as  our 
own  leadership  and  staff. 

Watch  WESGRAM  for  further 
details  and  announcements  of 
specific  speakers  as  they  are 
confirmed. 

The  registration  fee,  wdiich  will 
cover  the  cost  of  refreshments  and 
lunch,  will  be  $12.  Officers,  leaders 
and  interested  members  are  urged  to 
register  by  April  20  by  sending 
checks,  payable  to  West  Virginia 
State  Medical  Association,  to 
WVSMA,  P.  O.  Box  4106,  Charleston, 
WV  25364. 


o 

o 

J-U  Poetry 
'y  Corner 

Sonnet  to  Spring 

Earth  has  once  again  gone  through 
Chilly  fall  and  winter  blue. 

Now  she  happily  displays 
Warm  and  sunny  April  days. 

Flowers  bursting  into  color 

Are  bringing  happiness;  and  pallor 

Now  retreats  with  greatest  haste. 

Earth,  her  winter  cloak  put  by, 

With  bright  sun  in  a cloudless  sky 

Displaying  all  her  brilliant  hues, 

Is  bringing  now  her  greatest  news; 

That  spring  is  here;  and  soon  to 
come 

Is  summer,  with  a cummerbimd 
Of  flowers  girdling  round  her 
waist. 

E.  Leon  Linger,  M.  D. 
Clarksburg 


Shameless  Spring 

Shameless  spring  spreads  its  scanty 
green  clad  limbs 

and  with  a languorous  stretch 
begins  its  shady  rhythms 

knowing  full  well  its  erotic  dance 
tempts  beyond  control 
my  winter  puritanic  soul. 

Stephen  D.  Ward,  M.  D. 
Wheeling 


We  request  physician  contributions  to 
Poetry  Corner.  Submissions  should  be 
addressed  to  Stephen  D.  Ward,  M.  D., 
Editor,  The  West  Virginia  Medical 
Journal,  Box  4106,  Charleston  25364. 


Loss  Control 

A half-day  loss  control  seminar  for 
office  managers,  nurses  and  other 
personnel  is  scheduled  May  13  at 
Lakeview  Inn  in  Morgantown.  For 
additional  information,  call  Candy 
Sayre  at  WVSMA,  304-925-0342. 


Seminar  For  Death 
Inquiry  April  25 

The  second  Medicolegal  Investiga- 
tion of  Death  Seminar  will  be  held 
Saturday,  April  25,  at  the  Pathology 
Amphitheatre,  Basic  Sciences 
Building,  West  Virginia  Lhiiversity 
School  of  Medicine,  Morgantown. 

The  seminar  is  designed  for 
medical  examiners  and  coroners,  in- 
vestigating police  officers  and  pro- 
secuting and  state’s  attorneys.  The 
topics  are  believed  to  be  of  interest 
to  emergency  room  physicians, 
emergency  room  nurses,  and  those 
involved  with  sexual  assault  and 
domestic  violence  prevention  and 
counseling  in  community  programs 
and  shelters. 

Sponsors  are  the  Office  of  the 
Chief  Medical  Examiner-North  Cen- 
tral Region,  State  of  West  Virginia; 
WVU  Department  of  Pathology, 

West  Virginia  Deputy  Sheriffs 
Association,  West  Virginia  Chiefs  of 
Police  Association,  Jess  S.  Renedo, 


M.  D.,  Ohio  County,  West  Virginia, 
Medical  Examiner,  and  the  WVU  CME 
Office. 


State  Ranks  High 
In  PAC  Giving 

West  Virginia  ranked  seventh  in 
the  nation  in  the  category  of  largest 
increase  in  membership  for  1986 
WESPAC/AMPAC  (West  Virginia 
Medical  Political  Action  Commit- 
tee/American Medical  Political  Action 
Committee)  contributions. 

This  was  revealed  in  a recent  AM- 
PAC  release  of  numerical  listings  of 
states  in  various  categories  of 
measuring  the  contributions. 

West  Virginia  ranked  as  follows  in 
the  other  categories: 

• Sustainer  Increase  (those  giving 
$100  or  more),  9 

• Members  to  Potential  Number 
of  Memberships,  12 

• Total  Contributions,  32 

• Contributions  Per  Member,  34 

• All  categories,  19. 
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Continuing 

Education 

Activities 


Here  are  the  continuing  medical 
education  activities  listed  primarily 
'oy  the  Marshall  I'niversity  and  West 
\’irginia  I’niversity  Schools  of 
Medicine  for  part  of  1987,  as  com- 
piled by  Ernest  W.  Chick,  M.  D.,  ML’ 
Director  of  Continuing  Medical 
Education;  Robert  E.  Kristofeo, 

'VC'VU  Assistant  to  the  Dean/Continu- 
ing Medical  Education;  J.  Zeb 
NX’right,  Ph.D.,  Director  of  Continu- 
ing Education  Outreach  and  Com- 
munity Affairs,  WVLI  Charleston 
Division;  and  Sharon  Hall,  Director 
of  Continuing  Education,  Charleston 
Area  Medical  Center  (also  in  charge 
of  VCA’U  Charleston  Division  on- 
campus  CME).  The  schedule  is 
presented  as  a convenience  for 
physicians  in  planning  their  continu- 
ing education  program.  (Other  na- 
tional, state  and  district  medical 
meetings  are  listed  in  the  Medical 
Meetings  Department  of  The 
Journal.) 

The  program  is  tentativ'e  and  sub- 
ject to  change.  It  should  be  noted 
that  weekly  conferences  also  are 
held  on  the  \X'\T’  Morgantown, 
Charleston  and  Wheeling  cam- 
puses. Eurther  information  about 
CME  activities  may  be  obtained  by 
calling  Doctor  Chick  at  (304) 
S26-0515;  Kristofeo,  (30-t)  293-3937; 
Wright,  (304)  347-1243;  and  Hall, 
(304)  348-9580. 

West  Virginia  University 

April  3-4,  Morgantown,  Recent  Ad- 
vances in  the  Diagnosis  & Manage- 
ment of  Liv'er  Disease 
April  9,  Charleston,  Angioplasty  for  the 
Noncardiologist 

April  10-11,  Charleston,  Angioplasty 
Update  ’87  — A Demonstration 
Course 

April  10-12,  Morgantown,  Hypnosis 
Workshop 


April  25,  Morgantown,  Medicolegal  In- 
vestigation of  Death  Seminar 

April  29,  Charleston,  Eifth  Annual  WV 
Conference  on  Infectious  Diseases 

April  29-May  2,  Hot  Springs,  VA,  Total 
Hip  Replacement  (Morgantown  CME 
Office) 

June  5,  Charleston,  Eine  Needle 
Aspiration 

June  6,  Charleston,  Elexible  Sig- 
moidoscop\’ 

June  13,  Charleston,  Cardiology 
l^pdate 

July  25-26,  Charleston,  Advanced  Car- 
diac Life  Support 

August  8,  Charleston,  Searching 
iMedline — A Guide  for  the  Health 
Professional 

Regularly  Scheduled  Continuing 
Education  Outreach  Programs 
from  WVU  Medical  Center- 
Charleston  Division/CAMC 

Beckley,  Southern  W.  \'a.  Clinic,  4th 
Thursday,  5:30  to  7:30  P M.  — April 
23.  “Medical  Management  of  Morbid 
Obesity,”  Stephen  Grubb,  M.  D. 

Cabin  Creek,  Cabin  Creek  Medical 
Center,  Dawes,  2nd  Thursday,  8-10 
A.  i\l.  — April  19,  “Alpha  1 Antitryp- 
sinase  Deficiency,”  Robert  Crisalli, 
M.  D. 

Gassaway,  Braxton  Co.  Memorial 
Hospital,  1st  Wednesday,  T9  P.  M.  — 
April  1,  “Bronchogenic  Carcinoma,” 
Robert  Spain,  M.  D. 

May  6,  “Noninvasive  Peripheral  Vas- 
cular Disease,”  Ali  AbuRahma,  M.  D. 

Greenbrier,  Library,  Greenbrier 
Clinic,  3rd  Tuesday,  4-5  P M.  — April 
21,  “Update  for  Internists  Who  Con- 
duct General  Gynecological  Ex- 
aminations,” Daniel  Mairs,  M.  D. 

May  19,  “Early  Diagnosis  of  Prostate 
Cancer  & Related  Male  Urologic 
Problems,”  James  Lane,  M.  D. 

Madison,  Boone  iMemorial  Hospital 
Conference  Room,  2nd  Tuesday,  T9 
P.  M.  — April  14,  “Llpdate  Newer  An- 
tibiotics,” Elizabeth  Eunk,  M.  D. 
May  12,  “Bronchogenic  Car- 
cinomas,” Robert  Spain,  M.  D. 


June  9,  “Primary  Care  of  Patients 
With  Common  Psychiatric  Prob- 
lems,” Martin  Kommor,  M.  D. 

Oak  Hill,  Plateau  Medical  Center 
(Oyler  Exit,  N 19)  4th  Tuesday, 
7-9  P.  M.  — April  28,  “Update  COPD 
<S;  Pulmonary  Testing,”  Mahendra 
Patel,  M.  D. 

Summers  ville,  Su  m me  rsville 
Memorial  Hospital,  1st  Tuesday, 
6:30-8:30  P M.  — April  7,  “Update 
Nephrology,”  Mary  Lou  Lewis, 
M.  D. 

May  5,  “Pharmacologic  & Related 
Problems  in  Caring  for  the  Elderly,” 
David  Elliott,  Pharm.  D. 

Welch,  Stev'ens  Clinic  Hospital,  3rd 
’'Wednesday,  12  Noon-2  P.  M.  — 
April  15,  “Common  Dermatological 
Problems  of  Adolescents,”  H. 
Richard  Reynolds,  M.  D. 

Whitesville,  Raleigh-Boone  Medical 
Center,  4th  Wednesday,  11  A.  M.- 
1 P.  M.  — April  22,  “Early  Diagnosis 
of  AIDS  by  the  Primary  Care  Physi- 
cian," Patrick  Robinson,  M.  D. 

Williamson,  Williamson  Memorial 
Hospital,  1st  Thursday,  6:30-8:30 
PM.  — April  2,  “Rational  Antibiotic 
Therapy,”  Patrick  Robinson,  M.  D. 


Clarksburg  CME 
Program,  April 

Eollowing  are  one-hour  CME  con- 
ferences for  April  scheduled  at 
United  Hospital  Center  in  Clarksburg 
through  the  Eamily  Practice 
Residency: 

April  6,  “G1  Conference;”  April  8, 
Opportunistic  Infections;”  April  l4, 
“Chronic  Mononucleosis;”  April  20, 
“Contact  Dermatitis;”  April  22, 
“Cancer  Conference;”  April  28, 
“Asthma;”  April  29,  “Treament  of 
Shock;”  and  April  30,  “Radiologic 
Diagnosis  of  Common  Outpatient 
Eracture.” 

Eor  additional  information,  call 
(304)  624-7589. 
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AMA  President  Elect  William  S.  Hotchkiss,  M.  D.,  left,  presents  a 1986  membership 
award  to  WVSMA  President  Charles  E.  Turner,  M.  D.,  during  the  AMA’s  1987  National 
Leadership  Conference  in  February  in  Chicago.  The  award  was  given  to  WVSMA  for 
exceeding  its  prior  year  AMA  membership  for  the  eighth  consecutive  year. 


Journal  Survey 
Response  Urged 

Some  200  doctors  around  the 
state  were  scheduled  to  receive  a 
West  Virginia  Medical  Journal 
readership  survey  questionnaire 
form  in  April.  Survey  recipients  are 
urged  to  complete  and  return  the 
short  forms  which  will  help  in 
evaluating  The  Journal.  The  ques- 
tionnaires are  being  circulated  by 
Health  Industries  Research,  ''X'ilton, 
Connecticut,  for  the  State  Medical 
Journal  Advertising  Bureau,  the 
Chicago  agency  which  secures  na- 
tional advertising  for  some  30  state 
medical  journals,  including  West 
Virginia. 


Doctors’  Day 

The  West  Virginia  Chapter, 
American  College  of  International 
Physicians  Auxiliary  celebrated  the 
third  state  Doctors’  Day  at  the 
Charleston  Civic  Center  March 
7.  This  event  was  observed  with 


international  foods,  raffles,  musical 
entertainment  by  different  per- 
formers, dancing,  and  pinning  a 
flower  on  the  doctors. 

The  incumbent  President,  Donna 
Gaal  of  Charleston,  continued  this 
growing  event  which  was  started  by 
the  founding  President,  Judy  Bofill 
(Mrs.  Rano  S.)  of  Man,  in  1985. 

The  ACIP  is  an  organization 
of  foreign  medical  graduates  in  the 
state,  and  the  President  is  Dr.  Jose 
Canario  of  St.  Albans. 


Correction 

Medical  student  recipients  of 
loans  for  1986-87  at  West  Virginia 
University  from  the  "VCA’SMA- 
Charlie  Lewis  Loan  Fund  were  an- 
nounced June  11,  1986. 

The  statement  that  M’VU  had 
not  yet  announced  its  loan 
recipients  in  a story  appearing  in 
the  March  Journal  (Page  129)  was 
incorrect.  The  story  stated, 
mistakenly,  that  the  Charlie  Lewis 
loan  recipients  at  Marshall  Univer- 
sity School  of  Medicine  were  the 
“first  announced.” 


Medical 
Meetings 


April 


2-7 — .\m.  College  of  Physicians.  New 
Orleans. 

5-11 — .\m.  Academy  of  Neurology.  New 
York. 

10-11 — Southern  Medical  .Jtssoc.  (clinical 
postgraduate  conference),  Washington.  DC. 

10-12 — ^\!C'\AAFP  Scientific  Assembly, 
Charleston. 

26-29 — Academy  of  Ophthalmology 
40th  Annual  National  Spring  Meeting.  White 
Sulphur  Springs. 

30-May  2 — \XA'  Chapter,  Am.  College  of 
Surgeons,  XChite  Sulphur  Springs. 

May 


9- 15  — .Am.  Gastrointestinal  Assoc.  Chicago. 

10- 13 — ^.Am.  Thoracic  Society.  New  Orleans. 

14-17 — .Am.  Geriatrics  Society,  New 
Orleans. 

17-20 — .Am.  Ophthalmological  Society,  San 
Diego. 

17-21 — Am.  Urological  Assoc,  Anaheim, 
Calif 

19 — -Am.  Medical  Student  Assoc,  New 
Orleans. 

22-25 — Academy  of  Otolaiyngology — 
Head  & Neck  Surgery.  'White  Sulphur 
Springs. 

27-30— .Am.  College  of  Sports  Medicine,  Las 
Vegas. 

June 


1-5 — International  Conference  on  .AIDS. 
Washington.  DC. 

9-12 — International  Congress  on  Ethics  in 
Medicine.  New  York. 

August 

8-11 — 120th  Annual  Meeting,  WV  State 
Medical  Assoc,,  WTiite  Sulphur  Springs. 

September 


14-17 — .A.AFP.  San  Francisco. 

October 


11-16 — -Am.  College  of  Surgeons,  San 
Francisco. 

15-18 — .Ajm.  Society  of  Internal  Medicine. 

For  More  Information  . . . 

Contact  The  Journal  for  additional 
information  about  most  of  the  above 
meetings.  Call  (304)  925-0342. 
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WVU  Medical 
Center  News 


West  Virginia 
^1%  University 


Compiled  from  material  furnished  hy  the 
Medical  Center  Neivs  Service.  Morgantown. 
VC  Va. 


Michael  J.  Lewis,  M.  D.,  Ph.D. 


Family  Practice 
Head  Appointed 

Michael  J.  Lewis,  the  new  Chair- 
man, is  no  newcomer  to  the  Depart- 
ment of  Family  Practice.  He 
entered  the  residency  program  there 
after  his  graduation  in  1974  from 
WVU’s  medical  school,  and  returned 
in  1985  to  join  the  faculty  as  an 
associate  professor  after  a decade  in 
private  practice  in  St.  Marys. 

Following  a search  committee’s 
recommendation  and  after  serving 
in  the  post  on  an  interim  basis. 
Doctor  Lewis  was  appointed 
February  1 to  succeed  John  W. 
Traubert.  Doctor  Traubert  directed 
the  department  from  1973  until  last 
spring  when  he  was  named 
Associate  Dean  for  Student  Affairs  in 
the  School  of  Medicine. 

Before  he  entered  medical  school. 
Doctor  Lewis  had  received  a 
master’s  degree  and  his  doctorate  in 


chemical  engineering  from  Virginia 
Polytechnic  Institute  and  State 
University,  and  worked  in  research 
and  development  for  Union  Carbide 
Corporation.  He  said  he  found 
these  experiences  excellent 
background  for  his  WVU  medical 
school  studies,  remarking  in  a re- 
cent interview  that  "there  is  no 
more  complex  chemical  system  than 
the  human  body.” 

NX'hile  in  private  practice,  he  serv- 
ed as  Chair  of  the  Infection  Control 
Committee  and  the  Department  of 
Internal  Medicine  at  St.  Joseph’s 
Hospital  in  Parkersburg. 

After  Doctor  Lewis  returned  to 
WVU  as  a faculty  member,  he 
designed  and  implemented  the 
School  of  Medicine’s  Medical  Access 
and  Referral  System  (MARS),  a 
heavily-used  communications  link 
between  Medical  Center  physicians 
and  health  care  professionals  in  the 
state  or  from  neighboring  service 
areas.  He  also  serves  on  the  school’s 
.Admissions  and  Ethics  committees. 

A diplomate  of  the  National  Board 
of  Medical  Examiners  and  the 
American  Board  of  Family  Practice, 
he  is  on  the  board  of  the  Preferred 
Medical  Care  Network  of  West 
Virginia  and  Co-Chair  of  the  Loss 
Control  Committee  of  the  West 
Virginia  State  Medical  Association. 

He  has  published  in  the  West 
Virginia  Medical  Journal,  the  Jour- 
nal of  Adolescent  Medicine,  and  the 
Journal  of  Catalysis.  Some  of  his 
conference  presentation  topics  have 
included  diabetes,  kawasaki  disease, 
and  toxic  shock  syndrome. 

He  is  a membert  of  Alpha  Omega 
Alpha  honor  medical  society,  Alpha 
Eta  engineering  honorary,  Phi  Lamb- 
da Upsilon  chemistry  honorary,  and 
Sigma  Xi  science  honorary. 


Cancer  Center 
Grant  Presented 

A grant  of  $4.5  million  for  the  se- 
cond phase  of  construction  of  the 
Mary  Babb  Randolph  Cancer  Center 
at  ^’VU  was  presented  at  the 
Medical  Center  in  February  by  U.S. 
Senator  Robert  C.  Byrd.  This 
brings  the  total  federal  funding  for 
the  facility  to  $8.8  million. 

Byrd  gave  WVU  officials,  in- 
cluding University  President  Neil 
Bucklew,  a letter  from  Health  and 
Human  Services  Secretary  Otis  R. 
Bowen  which  approves  the  1987 
grant  to  the  West  \4rginia  Board  of 
Regents. 

In  receiving  the  award.  President 
Bucklew  said  the  money  allocated 
so  far  “assures  that  the  physical 
facility  will  become  a reality  by  pro- 
viding the  bricks  and  mortar.”  He 
said  additional  resources  will  be 
necessary  for  the  operation  of  the 
program  itself,  but  that  ground- 
breaking for  the  Cancer  Center 
should  begin  by  late  spring  or  early 
summer. 

“I  think  that  while  we’re  doing  it, 
we  should  have  a facility  that  will 
serve  West  Virginia  cancer  service 
and  research  for  many,  many  years 
to  come,”  he  said.  “It’s  being  built 
in  such  a manner  that  the  third  and 
fourth  phases,  if  they  are  successful, 
can  be  accommodated  to  that  facili- 
ty, or  expansions  of  that  facility.” 

The  Cancer  Center  will  be  located 
adjacent  to  the  current  hospital  and 
close  to  the  new  Ruby  Memorial 
Hospital. 

Byrd,  who  is  a member  of  the 
Senate  Appropriations  Committee, 
indicated  that  more  federal  funds 
could  be  forthcoming  for  the  final 
two  stages  of  the  project. 
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Consider  the 
causative  organisms. . . 


250-mg  Pulvules®  t.i.d. 
offers  effecfiveness  againsf 
fhe  major  causes  of  bacferial  bronchifis 

Haemophilus  influenzae,  H influenzae,  Streptococcus  pneumoniae.  Streptococcus  pyogenes 

(ampicillin-susceptible)  (ampicillin-resisfant) 


Note:  Ceclor"  is  contraindicated  in  patients  with  known  allergy 
to  the  cephalosporins  and  should  be  given  cautiously  to  penicillin- 
allergic  patients. 


Penicillin  is  the  usual  drug  of  choice  in  the  treatment  and 
prevention  of  streptococcal  infections,  including  the  prophylaxis 
of  rheumatic  fever.  See  prescribing  information. 


C©ClOr*  (cefaclor) 

Summary.  Consult  the  package  literature 
for  prescribing  information. 

Indications:  Lower  respiratory  infections, 
including  pneumonia,  caused  by  sus- 
ceptible  strains  of  Streptococcus  pneu- 
moniae. Haemophilus  influenzae,  and 
S.  pyogenes  (group  A beta-hemolytic 
streptococci). 

Contraindications:  Known  allergy  to 
cephalosporins. 

Warnings:  CECLOR  SHOULD  BE  ADMIN- 
ISTERED CAUTIOUSLY  TO  PENICILLIN- 
SENSITIVE  PATIENTS.  PENICILLINS 
AND  CEPHALOSPORINS  SHOW  PARTIAL 
CROSS-ALLERGENICITY.  POSSIBLE 
REACTIONS  INCLUDE  ANAPHYLAXIS. 

Administer  cautiously  to  allergic 
patients. 

Pseudomembranous  colitis  has  been 
reported  with  virtually  all  broad-spectrum 
antibiotics.  It  must  be  considered  in 
differential  diagnosis  of  antibiotic- 


associated  diarrhea.  Colon  flora  is  altered 
by  broad-spectrum  antibiotic  treatment, 
possibly  resulting  in  antibiotic-associated 
colitis. 

Precautions: 

• Discontinue  Ceclor  in  the  event  of 
allergic  reactions  to  it. 

• Prolonged  use  may  result  in  overgrowth 
of  nonsusceptible  organisms. 

• Positive  direct  Coombs'  tests  have 
been  reported  during  treatment  with 
cephalosporins. 

• in  renal  impairment,  safe  dosage  of 
Ceclor  may  be  lower  than  that  usually 
recommended.  Ceclor  should  be  admin- 
istered with  caution  in  such  patients. 

• Broad-spectrum  antibiotics  should  be 
prescribed  with  caution  in  individuals 
with  a history  of  gastrointestinal 
disease,  particularly  colitis. 

• Safety  and  effectiveness  have  not  been 
determined  in  pregnancy,  lactation,  and 
infants  less  than  one  month  old.  Ceclor 


penetrates  mother’s  milk.  Exercise 
caution  in  prescribing  for  these  patients. 

Adverse  Reactions:  (percentage  of 
patients) 

Therapy-related  adverse  reactions  are 
uncommon.  Those  reported  include: 

• Gastrointestinal  (mostly  diarrhea):  2.5%. 

• Symptoms  of  pseudomembranous 
colitis  may  appear  either  during  or  after 
antibiotic  treatment. 

• Hypersensitivity  reactions  (including 
morbilliform  eruptions,  pruritus,  urticaria, 
erythema  multiforme,  serum-sickness- 
like reactions):  1 .5%;  usually  subside 
within  a tew  days  after  cessation  of 
therapy.  These  reactions  have  been 
reported  more  frequently  in  children 
than  in  adults  and  have  usually  occurred 
during  or  following  a second  course  of 
therapy  with  Ceclor.  No  serious  sequelae 
have  been  reported.  Antihistamines 
and  corticosteroids  appear  to  enhance 
resolution  of  the  syndrome. 


• Cases  of  anaphylaxis  have  been  reported, 
half  of  which  have  occurred  in  patients 
with  a history  of  penicillin  allergy. 

• Other:  eosinophilia,  2%;  genital  pruritus 
or  vaginitis,  less  than  1%. 

Abnormalities  in  laboratory  results  of 

uncertain  etiology 

• Slight  elevations  in  hepatic  enzymes. 

• Transient  fluctuations  in  leukocyte 
count  (especially  in  infants  and  children) 

• Abnormal  urinalysis;  elevations  in  BUN 
or  serum  creatinine 

• Positive  direct  Coombs'  test 

• False-positive  tests  for  urinary  glucose 
with  Benedict’s  or  Fehling’s  solution  and 
Clinitest ' tablets  but  not  with  Tes-Tape  " 
(glucose  enzymatic  test  strip,  Lilly) 

© 1986,  ELI  LILLY  AND  COMPANY  [060485LR] 
Additional  inlormalion  available  lo  the 
piolession  on  reddest  from  Ell  Lilly  and 
Company.  Indianapolis.  Indiana  46285 

Eli  Lilly  Industries,  Inc. 
Carolina,  Puerto  Rico  00630 
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MU  School  OF 
Medicine  News 


Compiled  from  material  furnished  hy  the  Of- 
fice of  University  Relations.  Marshall 
University. 


Coury,  Turner 
To  Address  Seniors 

Dr,  John  J.  Coury,  Jr.,  President  of 
the  American  Medical  Association, 
and  Dr.  Charles  E.  Turner,  President 
of  the  West  Virginia  State  Medical 
Association,  will  address  School  of 
Medicine  seniors  in  graduation  week 
events  May  7 and  8. 

Doctor  Coury  will  present  the 
ceremonial  Last  Lecture  at  7:30  PM. 
Thursday,  May  7,  in  Marshall's  Smith 
Recital  Hall.  Doctor  Turner  will 
speak  at  the  school’s  Investiture 
Ceremony  at  8 P.M.  Friday,  May  8,  at 
the  Huntington  Civic  Center.  All  in- 
terested persons  are  invited  to  the 
events  and  the  receptions  which 
follow. 

Born  in  Wheeling,  Doctor  Coury 
now  lives  in  Port  Huron,  Michigan, 
where  he  is  a general  and  pediatric 
surgeon.  Before  being  elected 
President  of  the  AMA,  he  had  serv- 
ed for  10  years  on  its  Board  of 
Trustees,  becoming  the  board’s  Vice- 
Chairman  in  1981  and  its  Chairman 
in  1983.  He  also  was  a delegate  to 
the  AMA  House  of  Delegates. 

He  received  his  M.D.  degree  from 
Case  Western  University  School  of 
Medicine,  and  in  1985  received  an 
honorary  Doctor  of  Science  degree 
from  his  undergraduate  alma  mater, 
Washington-Jefferson  College  of 
Pennsylvania. 

Doctor  Turner,  elected  WVSMA 
President  in  1986,  is  a member  of 
the  Huntington  Internal  Medicine 
Group,  Inc.,  and  has  been  a Clinical 
Professor  of  Medicine  at  MLi  since 
1977.  An  internist-gastroenter- 
ologist, he  received  his  under- 
graduate degree  from  MU  and  his 


M.D.  degree  from  West  Virginia 
University  School  of  Medicine. 

He  serves  on  the  staffs  of  Cabell 
Huntington  Hospital  and  St.  Mary’s 
Hospital,  and  is  a consultant  for  the 
Huntington  Veterans  Administration 
Medical  Center. 


Medical  Student 
Spouses  Organize 

Spouses  of  medical  students  have 
formed  the  Marshall  University 
Medical  Students  Auxiliary  (see 
photo). 

The  2 2 -member  group,  which  has 
met  informally  for  several  years,  was 
formally  organized  in  November 
with  assistance  from  state  and  local 
Auxiliary  leaders  Linda  Turner,  Max- 
ine Baur,  and  Ruth  Gilbert.  It  is 
recognized  as  a chapter  of  the  Na- 
tional American  Medical  Association 
Auxiliary,  with  support  from  the 
local  Cabell  County  section. 


The  group’s  support  and  service 
projects  have  included  giving 
School  of  Medicine  tours,  hosting  a 
welcome  coffee  for  spouses  of  new 
students,  and  preparing  Christmas 
baskets  for  needy  families.  Plans 
call  for  offering  social  events,  fund- 
raisers, and  community/health  pro- 
jects each  semester. 


Mufson  Receives 
ACP  Scholarship 

Dr.  Maurice  A.  Mufson,  Chairman 
of  Medicine,  has  received  the 
American  College  of  Physicians’  A. 
Blaine  Brower  Traveling  Scholarship. 

Doctor  Mufson  will  use  the 
scholarship  to  spend  a month  this 
summer  continuing  his  studies  with 
Dr.  Erling  Norrby  of  the  Karolinska 
Institute  in  Sweden.  The  two  will 
extend  their  research  into 
characterizing  respiratory  syncytial 
virus  using  monoclonal  antibodies. 


Spouses  of  medical  students  have  formed  the  Marshall  University  Medical  Students 
Auxiliary.  Officers  are,  from  left,  Tammie  Kirk,  Secretary;  Sherri  Boster,  Treasurer; 
Vicki  Stone,  President;  Kara  Hurst,  First  Vice  President,  and  Cheryl  Molina,  Second 
Vice  President.  — photo  by  Rick  Have 
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‘Lhii^  in  the  city 
is  lone^enongh... 
with  herpes  it’s  like 
solitary  confinement: 


ZOVIRAX 

(acydovir) 

CAPSULES 


Prevent  genital  herpes 
recurrences 
month  after  month  with 
daily  therapy. 

(In  controlled  studies,  recurrences  were 
totally  prevented  for  4 to  6 months  in  up  to 
75%  of  patients.) 


Please  see  last  page  of  this  advertisement  for 
brief  summary  of  prescribing  information. 


ZOVIRAX 

(acyclovir) 

CAPSULES 

Help  free  your 
patients  from 
recurrences. 


Daily  therapy 

Coping  with  genital  herpes  is 
rarely  easy.  For  some,  the 
worst  part  is  the  pain  and 
disconifort  of  frequent  attacks 
— month  after  month,  year 
after  year.  For  others,  the 
emotional  burden  presents  a 
more  difficult  problem,  leading 
to  social  isolation,  anxiety,  and 
diminished  self-esteem. 

Prevent  or reduce 
recurrences 

Although  your  patients  have 
to  live  with  herpes,  they 
shouldn’t  have  to  suffer.  Daily 
therapy  with  ZOVIRAX 
CAPSULES  can  help  free 
them  from  the  cycle  of 
recurrent  genital  herpes.  For 
many,  one  capsule  three  times 
a day  can  suppress  recurrences 
completely  while  on  therapy. 


Generally 
weU  tolerated 

Daily  therapy  with  ZOVIRAX 
CAPSULES  is  generally  well 
tolerated.  The  most  frequent 
adverse  reactions  reported 
during  clinical  trials  were 
headache,  diarrhea,  nausea/ 
vomiting,  vertigo,  and 
arthralgia. 

The  physical  and  emotional 
difficulties  posed  by  genital 
herpes  are  unique  for  each 
patient.  The  frequency  and 
severity  of  recurrent  episodes, 
as  well  as  the  emotional 
impact  of  the  disease,  should 
be  considered  when  selecting 
daily  therapy  with  ZOVIRAX 
CAPSULES. 

Please  see  brief  summary  of 
prescribing  information  on  next  page. 


Prevent  recurrences 
month  after  month* 

ZOVIKAX 

(acyclovir) 

CAPSULES 

Brief  Summary 

INDICATIONS  AND  USAGE:  Zovirax  Cap- 
sules are  indicated  for  the  treatment  of  initial 
episodes  and  the  management  of  recurrent  epi- 
sodes of  genital  herpes  in  certain  patients. 

The  severity  of  disease  is  variable  depending 
upon  the  immune  status  of  the  patient,  the  fre- 
quency and  duration  of  episodes,  and  the  degree 
of  cutaneous  or  systemic  involvement.  These 
factors  should  determine  patient  management, 
which  may  include  symptomatic  support  and 
counseling  only,  or  the  institution  of  specific 
therapy.  The  physical,  emotional  and  psycho- 
social difficulties  posed  by  heipes  infections  as 
well  as  the  degree  of  debilitation,  particularly  in 
immunocompromised  patients,  are  unique  for 
each  patient,  and  the  physician  should  deter- 
mine therapeutic  alternatives  based  on  his  or 
her  understanding  of  the  individual  patient’s 
needs.  Thus  Zovirax  Capsules  are  not  appropri- 
ate in  treating  all  genital  herpes  infections.  The 
following  guidelines  may  be  useful  in  weighing 
the  benefit/risk  considerations  in  specific  disease 
categories: 

First  Episodes  (primary  and  nonprimary  infec- 
tions — commonly  known  as  initial  genital 
herpes): 

Double-blind,  placebo-controlled  studies  have 
demonstrated  that  orally  administered  Zoviraix 
significantly  reduced  the  duration  of  acute  infec- 
tion (detection  of  virus  in  lesions  by  tissue  cul- 
ture) and  lesion  healing.  The  duration  of  pain 
and  new  lesion  formation  was  decreased  in 
some  patient  groups.  The  promptness  of 
initiation  of  therapy  and/or  the  patient’s  prior 
exposure  to  Herpes  simplex  virus  may  influence 
the  de^ee  of  benefit  from  therapy.  Patients  with 
mild  disease  may  derive  less  benefit  than  those 
with  more  severe  episodes.  In  patients  with  ex- 
tremely severe  episodes,  in  which  prostration, 
central  nervous  system  involvement,  urinary 
retention  or  inability  to  take  oral  medication  re- 
quire hospitalization  and  more  aggressive  man- 
agement, therapy  may  be  best  initiated  with 
intravenous  Zovirax. 

Recurrent  Episodes: 

Double-blind,  placebo-controlled  studies  in 
patients  with  frequent  recurrences  (6  or  more 
^isodes  per  year)  have  shown  that  Zovirax 
(Capsules  given  for  4 to  6 months  prevented  or 
reduced  the  frequency  and/or  severity  of  recur- 
rences in  greater  than  95%  of  patients.  Clinical 
recurrences  were  prevented  in  40  to  75%  of  pa- 
tients. Some  patients  experienced  increased 
severity  of  the  first  episode  following  cessation 
of  therapy;  the  severity  of  subsequent  episodes 
and  the  effect  on  the  natural  history  of  the 
disease  are  still  under  study. 

The  safety  and  efficacy  of  orally  administered 
acyclovir  in  the  suppression  of  frequent  episodes 
of  genital  herpes  have  been  established  only  for 
up  to  6 months.  Chronic  suppressive  therapy  is 
most  appropriate  when,  in  the  judgement  of  the 
physician,  the  benefits  of  such  a regimen  out- 
weigh known  or  potential  adverse  effects.  In 
general,  Zovirax  Capsules  should  not  be  used  for 
the  suppression  of  recurrent  disease  in  mildly 
affects  patients.  Unanswered  questions  con- 
cerning the  human  relevance  ot  in  vitro  muta- 
genicity studies  and  reproductive  toxicity 
studies  in  animals  given  very  high  doses  of  acy- 
clovir for  short  periods  (see  Carcinogenesis, 
Mutagenesis,  Impairment  of  Fertility)  should  be 
borne  in  mind  when  designing  long-lJerm  man- 
agement for  individual  patients.  Discussion  of 
these  issues  with  patients  will  provide  them  the 
opportunity  to  weigh  the  potential  for  toxicity 
against  the  severity  of  their  disease.  Thus,  this 
regimen  should  be  considered  only  for  appropri- 
ate patients  and  only  for  six  months  until  the 
results  of  ongoing  studies  allow  a more  precise 
evaluation  of  the  benefit/risk  assessment  of 
prolonged  therapy. 

Limited  studies  have  shown  that  there  are  cer- 
tain patients  for  whom  intermittent  short-term 
treatment  of  recurrent  episodes  is  effective.  This 


approach  may  be  more  appropriate  than  a sup- 
pressive regimen  in  patients  with  infrequent 
recurrences. 

Immunocompromised  patients  with  recurrent 
herpes  infections  can  be  treated  with  either 
intermittent  or  chronic  suppressive  therapy. 
Clinically  significant  resistance,  although  rare, 
is  more  likely  to  be  seen  with  prolonged  or  re- 
peated therapy  in  severely  immunocompromised 
patients  with  active  lesions. 
CONTRAINDICATIONS:  Zovirax  Capsules 
are  contraindicated  for  patients  who  develop 
hypersensitivity  or  intolerance  to  the  compo- 
nents of  the  formulation. 

WARNINGS:  Zovirax  Capsules  are  intended  for 
oral  ingestion  only. 

PRECAUTIONS:  General:  Zovirax  has  caused 
decreased  spermatogenesis  at  high  doses  in  some 
animals  and  mutagenesis  in  some  acute  studies 
at  high  concentrations  of  drug  (see  PRECAU- 
TIONS — Carcinogenesis,  Mutagenesis, 
Impairment  of  Fertility).  The  recommended  dos- 
age and  length  of  treatment  should  not  be  ex- 
c^ded  (see  DOSAGE  AND  ADMINISTRATION). 

Exposure  of  Herpes  simplex  isolates  to  acy- 
clovir in  vitro  can  lead  to  the  emergence  of  less 
sensitive  viruses.  The  possibility  of  the  appear- 
ance of  less  sensitive  viruses  in  man  must  be 
borne  in  mind  when  treating  patients.  The  rela- 
tionship between  the  in  vitro  sensitivity  of 
Herpes  simplex  virus  to  acyclovir  and  clinical 
response  to  therapy  has  yet  to  be  established. 

Because  of  the  possibility  that  less  sensitive 
virus  may  be  selected  in  patients  who  are  receiv- 
ing acyclovir,  all  patients  should  be  advised  to 
take  particular  care  to  avoid  potential  transmis- 
sion of  virus  if  active  lesions  are  present  while 
they  are  on  therapy.  In  severely  immunocompro- 
mised patients,  the  physician  should  be  aware 
that  prolonged  or  repeated  courses  of  acyclovir 
may  result  in  selection  of  resistant  viruses 
which  may  not  fully  respond  to  continued  acy- 
clovir therapy. 

Drug  Interactions:  Co-administration  of  pro- 
benecid with  intravenous  acyclovir  has  been 
shown  to  increase  the  mean  half-life  and  the 
area  under  the  concentration-time  curve. 
Urinary  excretion  and  renal  clearance  were 
correspondingly  reduced. 

Carcinogenesis,  Mutagenesis,  Impairment 
of  Fertility:  Acyclovir  was  tested  in  lifetime 
bioassays  in  rats  and  mice  at  single  daily  doses 
of  50, 150  and  450  mg/kg  given  by  gavage.  There 
was  no  statistically  significant  difference  in  the 
incidence  of  tumors  between  treated  and  control 
animals,  nor  did  acyclovir  shorten  the  latency  of 
tumors.  In  2 in  vitro  cell  transformation  assays, 
used  to  provide  preliminary  assessment  of  poten- 
tial oncogenicity  in  advance  of  these  more  defini- 
tive life-time  bioassays  in  rodents,  conflicting 
results  were  obtained.  Acyclovir  was  positive 
at  the  highest  dose  used  in  one  system  and  the 
resulting  morphologically  transformed  cells 
formed  tumors  when  inoculated  into  immuno- 
suppressed,  sjmgeneic,  weanling  mice.  Acyclovir 
was  negative  in  another  transformation  system 
considered  less  sensitive. 

In  acute  studies,  there  was  an  increase,  not 
statistically  simificant,  in  the  incidence  of 
chromosomal  damage  at  maximum  tolerated 
parenteral  doses  of  100  mg/kg  acyclovir  in  rats 
but  not  Chinese  hamsters;  higher  doses  of  500 
and  1000  mg/kg  were  clastogenic  in  Chinese 
hamsters.  In  addition,  no  activity  was  found 
after  5 days  dosing  in  a dominant  lethal  study  in 
mice.  In  6 of  11  microbial  and  mammalian  cell 
assays,  no  evidence  of  mutagenicity  was  ob- 
served. At  3 loci  in  a Chinese  hamster  ovary  cell 
line,  the  results  were  inconclusive.  In  2 mam- 
malian cell  assays  (human  lymphocytes  and 
L5178Y  mouse  lymphoma  cells  in  vitro),  positive 
responses  for  mutagenicity  and  chromosomal 
damage  occurred,  but  only  at  concentrations  at 
least  400  times  the  acyclovir  plasma  levels 
achieved  in  man. 

Acyclovir  has  not  been  shown  to  impair  fertil- 
ity or  reproduction  in  mice  (450  mg/kg/day,  p.o.) 
or  in  rats  (25  mg/kg/day,  s.c.).  At  50  mg/kg/day 
s.c.  in  the  rat,  there  was  a statistically  sig- 
nificant increase  in  post-implantation  loss,  but 
no  concomitant  decrease  in  litter  size.  In  female 
rabbits  treated  subcutaneously  with  acyclovir 
subsequent  to  mating,  there  was  a statistically 
significant  decrease  in  implantation  efficiency 
but  no  concomitant  decrease  in  litter  size  at  a 
dose  of  50  mg/kg/day.  No  effect  upon  implanta- 
tion efficiency  was  observed  when  the  same  dose 
was  administered  intravenously.  In  a rat  peri- 
and  postnatal  study  at  50  mg/kg/day  s.c.,  there 
was  a statistically  significant  decrease  in  the 
^oup  mean  numbers  of  corpora  lutea,  total 
implantation  sites  and  live  fetuses  in  the  F i 
generation.  Although  not  statistically  signifi- 


cant, there  was  also  a dose  related  decrease  in 
group  mean  numbers  of  live  fetuses  and  implan- 
tation sites  at  12.5  mg/kg/day  and  25  mg/kg/day, 
s.c.  The  intravenous  administration  of 
100  mg/kg/day,  a dose  known  to  cause  obstruc- 
tive nephropathy  in  rabbits,  caused  a significant 
increase  in  fetal  resorptions  and  a corresponding 
decrease  in  litter  size.  However,  at  a maximum 
tolerated  intravenous  dose  of  50  mg/kg/day  in 
rabbits,  there  were  no  drug-related  reproductive 
effects. 

Intraperitoneal  doses  of  320  or  80  mg/kg/day 
acyclovir  given  to  rats  for  1 and  6 months,  re- 
spectively, caused  testicular  atrophy.  Ttesticular 
atrophy  was  persistent  through  the  4-week  post- 
dose recovery  phase  after  320  mg/kg/day;  some 
evidence  of  recovery  of  sperm  production  was 
evident  30  days  postdose.  Intravenous  doses  of 
100  and  200  mg/kg/day  acyclovir  given  to  dogs 
for  31  days  caused  aspermatogenesis.  Tfesticles 
were  normal  in  dogs  given  50  mg/kg/day,  i.v.  for 
one  month. 

Pregnancy:  Teratogenic  Effects:  Pregnancy 
Category  C.  Acyclovir  was  not  teratogenic  in  the 
mouse  (450  mg/kg/day,  p.o.),  rat  (50  mg/kg/day, 
s.c.)  or  rabbit  (50  mg/kg/day,  s.c.  and  i.v).  There 
are  no  adequate  and  well-controlled  studies  in 
pregnant  women.  Acyclovir  should  not  be  used 
during  pregnancy  unless  the  potential  benefit 
justifies  the  potential  risk  to  the  fetus.  Although 
acyclovir  was  not  teratogenic  in  animal  studies,, 
the  drug’s  potential  for  causing  chromosome 
breaks  at  high  concentration  should  be  taken 
into  consideration  in  making  this  determination. 
Nursing  Mothers:  It  is  not  known  whether  this 
drug  is  excreted  in  human  milk.  Because  many 
drugs  are  excreted  in  human  milk,  caution 
should  be  exercised  when  Zovirax  is  adminis- 
tered to  a nursing  woman.  In  nursing  mothers, 
consideration  should  be  given  to  not  using  acy- 
clovir treatment  or  discontinuing  breastfeeding. 
Pediatric  Use:  Safety  and  effectiveness  in 
children  have  not  been  established. 

ADVERSE  REACTIONS  — Short-Term 
Administration:  The  most  frequent  adverse 
reactions  reported  during  clinical  trials  were 
nausea  and/or  vomiting  in  8 of  298  patient  treat- 
ments (2.7%)  and  headache  in  2 of  298  (0.6%). 
Less  frequent  adverse  reactions,  each  of  which 
occurred  in  1 of  298  patient  treatments  (0.3%), 
included  diarrhea,  dizziness,  anorexia,  fatigue, 
edema,  skin  rash,  leg  pain,  inguinal  adenopathy, 
medication  taste  and  sore  throat. 

Long-Tferm  Administration:  The  most  frequent 
adverse  reactions  reported  in  studies  of  daily 
therapy  for  3 to  6 months  were  headache  in  33  of 
251  patients  (13.1%),  diarrhea  in  22  of  251 
(8.8%),  nausea  and/or  vomiting  in  20  of  251 
(8.0%),  vertigo  in  9 of  251  (3.6%),  and  arthralgia 
in  9 of  251  (3.6%).  Less  frequent  adverse  reac- 
tions, each  of  which  occurred  in  less  than  3%  of 
the  251  patients  (see  number  of  patients  in 
parentheses),  included  skin  rash  (7),  insomnia. 
(4),  fatigue  (7),  fever  (4),  palpitations  (1),  sore 
throat  (2),  superficial  thrombophlebitis  (1), 
muscle  cramps  (2),  pars  planitis  ( 1 ),  menstrual 
abnormality  (4),  acne  (3),  lymphadenopathy  (2), 
irritability  (1),  accelerated  hair  loss  (1),  and 
depression  (1). 

DOSAGE  AND  ADMINISTRATION:  TVeat- 
ment  of  initial  genital  herpes:  One  200  mg  cap- 
sule every  4 hours,  while  awake,  for  a total  of 
5 capsules  daily  for  10  days  (total  50  capsules). 

Cnronic  suppressive  therapy  for  recur- 
rent disease:  One  200  mg  capsule  3 times  daily 
for  up  to  6 months.  Some  patients  may  require 
more  drug,  up  to  one  200  mg  capsule  5 times 
daily  for  up  to  6 months. 

Intermittent  Therapy:  One  200  mg  capsule 
every  4 hours,  while  awake,  for  a total  of  5 
capsules  daily  for  5 days  (total  25  capsules). 
Therapy  should  be  initiated  at  the  earliest  sign 
or  symptom  (prodrome)  of  recurrence. 

Patients  With  Acute  or  Chronic  Renal  Im- 
pairment: One  200  mg  capsule  every  12  hours  is 
recommended  for  patients  with  creatinine  clear- 
ance slO  ml/min/1.73/m2. 

HOW  SUPPLIED:  Zovirax  Capsules  (blue, 
opaque)  containing  200  mg  acyclovir  and  printed 
with  “Wellcome  ZOVIRAX  200’’-  Bottles  of  100 
(NDC-0081-0991-55)  and  unit  dose  pack  of  100 
(NDC-0081-0991-56). 

Store  at  15°-30°C  (59°-86°F)  and  protect  from 
light. 


♦In  controlled  studies , recurrences  were  totally 
prevented  for  4 to  6 months  in  up  to  75%  of  patients. 
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County 
Societies 

CABELL 

The  Cabell  County  Medical  Socie- 
ty met  February  12  in  Barboursville 
at  the  Holiday/Gateway  Inn. 

Dr.  Charles  E.  Turner  of  Hun- 
tington, President  of  the  State 
Medical  Association,  discussed 
legislation  pending  both  in  Congress 
and  the  State  Legislature. 

Dr.  Gary  M.  Tolley  introduced 
discussion  of  the  Cabell  County 
Medical  Arbitration  Plan,  which 
would  “provide  an  alternate  dispute 
resolution  process  for  medical 
malpractice  claims  other  than  the 
traditional  jury-based  tort  system.’’  A 
vote  on  the  plan  is  anticipated  at 
the  next  meeting. — Martin  R. 
Klemperer,  M.  D.,  Secretary. 


McDowell 

The  McDowell  County  Medical 
Society  met  February  11  at  Stevens 
Clinic  Hospital  in  Welch. 

Dr.  David  Z.  Morgan  of  Morgan- 
town, immediate  Past  President  of 
the  State  Medical  Association,  was 
the  guest  speaker.  He  was  accom- 
panied by  Bob  Jackson,  a senior 
medical  student  at  WVU. 

Doctor  Morgan  talked  to  us  of  the 
plans  and  prospects  of  WVSMA  as 
to  legislative  efforts,  both  in  general 
and  specifically  as  to  tort  reform. 

— R.  O.  Gale,  M.  D.,  Secretary. 


MINGO 

Dr.  Harry  S.  Weeks,  Jr.,  of  Wheel- 
ing was  guest  speaker  for  the 
meeting  of  the  Mingo  County 
Medical  Society  February  11  at 
Williamson  Memorial  Hospital. 

Doctor  Weeks,  Medical  Director  of 
the  West  Virginia  Medical  Institute  in 
Charleston,  talked  about  the  In- 
stitute and  DRGs. 

New  officers  were  elected.  — 
Diane  E.  Shafer,  M.  D., 
Secretary-Treasurer. 


MONONGALIA 

Augie  Petrola,  Director,  Depart- 
ment of  Energy,  Morgantown  Energy 
Technology  Center,  was  the  speaker 
for  the  meeting  of  the  Monongalia 
County  Medical  Society  February  3. 

The  Society  approved  a motion 


and  two  resolutions  which,  respec- 
tively: 1.  supports  state  seat  belt 
legislation,  2,  sets  up  a new  liaison 
committee  of  members  representing 
the  private  medical  community  and 
the  academic  community  to  meet 
regularly  to  explore  differences  of 
opinion  and  common  areas  of  in- 
terest, all  with  the  intent  of  pro- 
viding improved,  available  and  less 
costly  care  to  patients,  and  3.  op- 
poses certain  pending  state  legisla- 
tion (HB  2394)  relating  to  recovery 
of  corneas  for  transplant.  — Robert 
L.  Murphy,  Executive  Secretary. 


WESTERN 

Dr.  Charles  E.  Turner,  President  of 
WVSMA,  and  Mrs.  Turner,  President 
of  the  State  Auxiliary,  were  guests  at 
the  meeting  of  the  Western  Medical 
Society  February  10  in  Spencer  at 
Roane  General  Hospital. 

Doctor  Turner  gave  a detailed  and 
comprehensive  talk  regarding  ac- 
tivities of  the  Medical  Association  to 
support  tort  reform  and  other  pro- 
jects. He  also  went  into  detail  about 
the  program  of  the  state  PPO  and 
the  possibilities  for  its  future. 

Doctor  Turner  urged  Society 
members  to  call  their  state  delegates 
and  senators  concerning  support  for 
legislative  measures  backed  by 
WVSMA.— Ali  H.  Morad,  M.  D., 
Secretary. 

Obituaries 


DONALD  W.  POPESCU,  M.  D. 

Dr.  Donald  W.  Popescu, 

Charelston  internist,  died  February 
15  at  his  home.  He  was  54. 

Doctor  Popescu  was  a 16-year 
resident  of  Charleston,  formerly  of 
Romania. 

He  w'as  Chief  of  the  Department 
of  Internal  Medicine  at  St.  Francis 
Hospital  in  Charleston. 

Doctor  Popescu  was  a member  of 
the  American  Society  of  Internal 
Medicine,  Kanawha  Medical  Society, 
West  Virginia  State  Medical  Associa- 
tion and  American  Medical 
Association. 

Survivors  include  the  wife,  Mrs. 
Melania  Popescu;  a daughter, 

Adriana  Popescu  of  Charleston,  and 
two  sisters,  Mrs.  Charlotte  Son  of 
South  Charleston  and  Mrs.  Alice 
Gray  of  Calgary,  Canada. 


New  Members 


The  following  physicians  were 
welcomed  in  February  as  new 
members  of  the  West  Virginia  State 
Medical  Association: 

Cabell 

John  W.  Leidy,  Jr.,  M.  D.,  Department 
of  Medicine,  Marshall  University 
School  of  Medicine,  Huntington  25701, 
Endocrinology,  Internal  Medicine 
Amos  Wilkinson,  M.  D.,  P.  O.  Box 
366,  Huntington  25708,  Ophthal- 
mology 

Central 

Jeffrey  Bowers,  M.  D.,  P.  O.  Box  466, 
Webster  Springs  26288 

McDowell 

Gary  Piekarek,  M.  D.,  P.  O.  Box  666, 
Gary  24836 

Students 

John  A.  DeLuca,  P O.  Box  222,  WVU 
School  of  Medicine,  Morgantown 
26505 

Greg  England,  P.  O.  Box  224,  WVU 
Medical  Center,  Morgantown  26505 
Keith  L.  Hassan,  Apartment  901-4, 
445  Oakland  Street,  Morgantown 
26505 

Rey  T.  Pangilinan,  P.  O.  Box  l6l, 
WVU  Medical  Center,  Morgantown 
26505 

William  D.  Pippin,  2950  Auburn 
Road  10-E,  Huntington  25701 

Laura  B.  Summers,  P.  O.  Box  183, 
WVU  Medical  Center,  Morgantown 
26505 

Christian  L.  Traynelis,  P.  O.  Box  188, 
WVU  Medical  Center,  Morgantown 
26505 

Irene  J.  Zervos,  P.  O.  Box  199,  WVLI 
Medical  Center,  Morgantown  26505 
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How  MoreThan 2000 Doctors 
Have  Eased  The  Pain 
Of  Managing  A Practice. 


If  your  practice  is  like  a lot  of  others, 
you  often  spend  more  time  on  office 
problems  than  on  the  health  problems  of 
your  patients. 

Our  one  easy-to-use,  fully-integrated 
computer  system  can  take  care  of  billing, 
provide  financial  updates,  help  you  market 
your  practice.  And  give  you  more  time  to  do 
what  you  went  to  medical  school  for. 

“Medic  continues  to  be  the  best 
system  for  our  ciients.” 

Thomas  Booth,  president  of  The  PM  Group, 
Battle  Creek,  Michigan 

When  this  nationally-recognized 
medical  consulting  firm  recommends  a 
product  to  their  clients,  you  know  it’s  been 
carefully  scrutinized.  After  reviewing  over 
60  medical  systems.  The  PM  Group  judged 
our  system  to  be  the  best.  And  the  one  that 
offers  the  best  support  and  service. 

“it’s  heiped  our  cash  f iow 
tremendousiy.” 

Mike  Griga,  general  manager  of  Mayfield 
Neurological  Institute,  Cincinnati,  Ohio 
Changing  the  billing  system  from  once 
a month  to  once  a week  is  Just  one  way 
Medic  has  improved  the  bottom  line  of  the 
nation’s  largest  neurosurgery  group.  Our 
system  can  ease  the  process  of  sending 


statements  and  reduce  the  number  of 
uncollected  bills.  Plus,  our  easy-to- 
understand  printouts  help  you  keep  better 
track  of  your  financial  condition. 

“When  iightning  knocked  out  our 
system,  Medic  worked  through  the 
night  to  get  it  up  and  running  quickiy.” 

Doug  Speak,  assistant  administrator  of 
Suncoast  Medical  Clinic,  St.  Petersburg, 
Florida 

We’ll  do  whatever  it  takes  to  keep  your 
system  working.  Day  or  night.  We  have  a 
toll-free  STAT  line  to  handle  questions  and 
problems.  And  there’s  a STAT  PLUS  line 
from  our  support  center  to  your  system 
for  software  updates  and  diagnoses. 

So  if  you’re  looking  to  increase  the 
efficiency,  productivity  and  profitability  of 
your  practice,  take  a look  at  the  Medic 
Computer  System. 

Over  2000  physicians  in  more  than 
600  practices  throughout  the  U.S.  are 
calling  it  a minor  medical  miracle. 


lAmeiffc 

ml  computer  systems 


6601  Six  Forks  Road,  Suite  150 
Raleigh,  North  Carolina  27609 


Telephone  toll-free:  1-800-334-8534 
North  Carolina:  919-847-8102 

Other  offices:  Cincinnati,  Ann  Arbor 
Orlando,  Pittsburgh,  Richmond 

r Please  tell  me  how  Medic  Computer 
Systems  can  help  my  practice. 

I Name 

I 

I Address 

I City 

I 

I State Zip 

Phone ( ) 

I Number  of  physicians  in  practice 

I 

I Specialty 

I Medic  Computer  Systems 

I 6601  Six  Forks  Rd.,  Suite  150 

I Raleigh,  North  Carolina  27609 


ACCREDITED  SYMPOSIUM 

on  the 

MANAGEMENT 
of  the  SWOLLEN  LEG 

A Clear  Direction  for  Clinical  Evaluation 
in  an  Innovative  Educationai  Format 

Venous  disease  is  often  misdiagnosed,  and  the  fact  that  it  is  controllable  by 
conservative  management  is  not  widely  recognized.  This  symposium  presents  practical, 
comprehensive  information  presented  by  leading  vascular  surgeons  on  how 
to  diagnose,  treat  and  control  venous  disorders.  The  program  includes; 

• 

Pathophysiology  and  Medical  Treatment  of  Swollen  Leg 
Lymphedema 

Non-invasive  Diagnostic  Procedures  and  Venous  Reconstruction 

• 

An  Information  Manual 

The  Management  of  Swollen  Leg  Symposium  is  accredited  by  the 
Eastern  Virginia  Medical  School. 

July  24,  1987 

The  Cavalier  Hotel,  Virginia  Beach,  Virginia 
Keynote  Speakers; 

Stanley  O.  Snyder,  M.D.;  John  J.  Cranley,  Jr.,  M.D.; 

W.  Andrew  Dale,  M.D.;  George  Johnson,  Jr.,  M.D.;  Jock  R.  Wheeler,  M.D. 

Sponsored  by  Camp  International,  Inc.  and  Eastern  Virginia  Medical  School. 


For  more  information,  contact; 

Camp  International,  Inc.,  Isabelle  S.  Firestone,  Director  of  Medical  Informatics 
P.O.  Box  89,  Jackson,  Ml  49204,  (517)  787-1600 


. . . but  in  every  legislative  session,  they  consider  over  500  bills 
that  determine  the  kind  of  care  you  can  provide  to  your  patients! 


Medicine’s  views  on  these  important  issues  are  critical  to  ensuring  that  good  legislation  becomes  law 
— and  that  bad  legislation  doesn’t.  WESPAC  helps  make  sure  that  our  views  are  heard! 

WESPAC  supports  legislative  candidates  whose  voting  records  and  personal  philosophies  clearly  indi- 
cate a willingness  to  listen  to  and  support  medicine’s  views.  By  supporting  WESPAC,  you’ll  be  helping 
to  see  that  the  non-physicians  in  the  Legislature  continue  to  receive  the  best  medical  advice  on  legis- 
lation which  affects  our  patients  and  our  profession! 


Enclosed  is  my  personal  check  for  □ $50  Regular  member 

□ $100  Sustainer  member. 

Please  enroll  me  as  a member  of  WESPAC  and  AMPAC. 

Name 

Address 

City State Zip 

Send  to:  WESPAC,  P.  O.  Box  4106,  Charleston,  WV  25364 


Contributions  are  not  limited  to  the  suggested  amount.  Neither  the  AMA  nor  the  WVSMA  will  favor  or  disadvantage  anyone  based  upon  the  amounts 
of  or  failure  to  make  pac  contributions.  Contributions  are  subject  to  the  limitations  of  FEC  Regulations  (Federal  Regulations  require  this  notice) 
and  the  WV  State  Election  Laws. 


Some  people 
are  dying  to 


betm. 


A 


nd  without  effective  professional 
intervention,  too  many  of  them  will. 

Being  thin,  after  all,  is  the  American  ideal.  As  thin 
os  men  and  women  in  television  commercials. 
Able  to  wear  size  6 clothes  like  a fashion  model. 
The  message  is  everywhere  and  the  pressure 
to  conform  is  powerful. 


For  some  it  is  deadly.  To  lose  weight  they  may 
refuse  food  to  the  point  of  starvation.  Or  they  may 
eat  uncontrollably,  then  induce  vomiting  to  prevent 
weight  gain.  These  eating  disorders,  anorexia 
and  bulimia,  ore  outward  signs  of  severe 
emotional  illness. 

Harding  Hospital  offers  a multi-disciplinary 
approach  to  the  treatment  of  eating  disorders.  Its 
campus-like  setting  creates  a controlled  milieu  in 
which  the  patient  relearns  healthful  eating  habits. 

If  you  have  a patient  who  hasn't  responded  to 
outpatient  therapy,  Harding  Hospital's  Eating 
Disorders  Center  may  be  the  answer.  Call  or 
write  us  today. 


Harding  Hospital 


445  East  Dublin-Granville  Road  ■ Worthington,  Ohio  43085  ■ 614/885-5381 


the  Eije  and  Ear  Clink 

of  Charleston,  Inc. 

The  Laser  Surgery  Center 


SPECIALISTS  IN 

EYE  EAR  NOSE  and  THROAT  SURGERY 


• 35-bed  JCAH  Accredited 

Hospital 

• Ambulatory  Care/ 

Same  Day  Surgery 

• Laser  Surgery  Specialists 

• Facial  Plastic  Surgery 

• Cataract  Surgery/ 

Lens  Implant 


MEDICAL  AND  SURGICAL  SERVICES  PROVIDED  THROUGH 


EYE  EAR  NOSE  and  THROAT  PHYSICIANS 
& SURGEONS  OF  CHARLESTON,  INC. 


OPHTHALMOLOGISTS  OTOLARYNGOLOGISTS 


Milton  J.  Lilly,  Jr.,  MD 
Robert  E.  O'Connor,  MD 
Moseley  H.  Winkler,  MD 
Samuel  A.  Strickland,  MD 
James  W.  Caudill,  MD 


Romeo  Y.  Lim,  MD 
Nabil  A.  Ragheb,  MD 
R.  Austin  Wallace,  MD 


EENT 

John  A.  B.  Holt,  MD 


FREE  PARKING 

MEDICARE  ASSIGNMENT  ACCEPTED 


1306  KANAWHA  BOULEVARD,  EAST 
P.O.  BOX  2271 

CHARLESTON,  WEST  VIRGINIA  25328 
TELEPHONE:  (304)  343-4371 
TOLL  FREE:  (800)  642-3049  (WV) 


LOOK  NO  FURTHER 
FOR  FINANCIAL 
DIRECTION! 


One  Financial  Place  Financial  and  Trust 

Kanawha  Valley  Bank,  NA.,  Charleston.  WV 
Security  Bank,  Huntington,  WV 
Citizens  National  Bank,  Martinsburg.  WV 
Farmers  A Merchants  Bank,  Morgantown,  WV 
New  River  Banking  &.  Trust,  Oak  Hill.  WV 


services  are  available  through  these  (^One 

Mercer  County  Bank,  Princeton.  WV 
Seneca  National  Bank,  Ronceverte,  WV 
The  Bank  of  St.  Albans,  St  Albans,  WV 
First  National  Bank,  Terra  Alta.  WV 


ALL  THE  PROFESSIONAL  FINANCIAL  AND  TRUST  SERVICES 
FOR  YOUR  PERSONAL  AND  BUSINESS  NEEDS 
ARE  IN  ONE  PLACE  . . . 

ONE  FINANCIAL  PLACE. 

NOW  AT  ALL  THE  ONE  VALLEY  BANKS  IN  WEST  VIRGINIA. 


Our  Financial  and  Trust  Services  include: 

• Personal  Asset  Management 

• Corporate  Funds  Management 

• Trusts  and  Estates 

• Estate  Settlement  for  Personal 
Executors 


• Private  Investment  Services 

• Financial  and  Estate  Planning 

• Corporate  Trusteeship  Services 

• Employee  Benefit  and  Retirement 
Plan  Administration 


Valley  Banks 


Dx:  recurrent 


for. 


MeRpecin-L® 


herpes  labialis 

“HERPECIN-L  is  my  treatment  of  choice  for 
perioral  herpes.”  GP,  NY 

“HERPECIN-L  appears  to  actually  prevent  the 
blisters  . . . used  soon  enough.”  DDS,  MN 

“HERPECIN-L^.  . . a conservative  approach 
with  low  risk/high  benefits.”  MD,  FL 

“Used  at  prodromal  symptoms  . . . blisters 
never  formed  . . . remarkable.”  DH,  MA 

“(In  clinical  trials) , . . response  was  dramatic. 
HERPECIN-L  . .proven  far  superior.”  DDS,  PA 

“All  patients  claimed  shorter  duration  ...  at 
prodromal  symptoms  . . . HERPECIN-L 
averted  the  attacks.”  MD,  AK 


OTC.  See  P.D.R.  for  information.  For  samples  to  make 
your  own  clinical  evaluation,  write:  Campbell  Laboratories, 
Inc.,  P.O.  BOX  812-MD,  FDR  STATION,  NEW  YORK,  N.Y. 
10150 


In  West  Virginia  HERPECIN-L  is  available  at  all  Fruth,  Nelson, 
Revco,  RiteAid  and  SupeRx  and  other  select  pharmacies. 


To  showyou  how  many 
hypertensives  stayed  on 

INDERAE  LA 

(PROPRANOLOL  HCl) 

after  a major  nationwide  trial... 
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60,073 patients  (90%)  who  started  on 
INDERAL  LA  stayed  on  INDERAL  LA: 


Surprising?  Not  recilly. 

Because  most  patients  on  INDERAL  LA  (propranolol  HCl)  don't  even  know 
it's  working. 

A recent  double-blind,  placebo-controlled,  crossover  study  in  138  hyper- 
tensive patients^  revealed  that  INDERAL  LA  has  a side  effects  profile 
unsurpassed  by  atenolol  or  metoprolol  — which  shows  how  well-tolerated 
once-daily  INDERAL  LA  can  be. 


Sole  therapy  or  concomitant  therapy? 

Fifty-nine  percent  of  the  time,  INDERAL  LA  stood  on  its  own. 


The  patients  in  the  nationwide  compliance  trial  were  no  different  from  yours 
Generally  when  the  antihypertensive  regimen  is  complicated,  compliance 
may  become  a problem.  So,  the  effectiveness  of  INDERAL  LA  as  once-daily 
monotherapy  is  a big  plus.  Of  the  remaining  hypertensives  in  the  program, 
36%  were  controlled  merely  with  the  addition  of  a diuretic  to  INDERAL  LA. 


For  the  noncompliant  patients  in  your  practice,  INDERAL  LA  may 
well  be  the  answer. 

Almost  20,000  of  the  patients  in  the  nationwide  compliance  trial  were  identi- 
fied as  having  been  noncompliant  with  their  previous  antihypertensive 
therapy.  Their  physicians  reported  that  88%  showed  improved  compliance 
when  placed  on  once-daily  INDERAL  LA. 


Control,  comfort,  and  compliance 


Like  conventional  INDERAL  Tablets,  INDERAL  LA  should  not  be  used 
in  the  presence  of  congestive  heart  failure,  sinus  bradycardia,  cardio- 
genic shock,  heart  block  greater  than  first  degree,  and  bronchial  asthma. 

'After  a 30-day  trial  with  INDERAL  LA,  physicians  reported  that  90% 
of  the  patients  would  remain  on  INDERAL  LA. 


INDERAL  LA 


ONCE-DAiLY 


LONG  ACTING 
CAPSULES 


The  one  you  know  best 
keeps  looking  better 


Please  see  next  page  lor  brief  summary  of  prescribing  information. 


The  one  you  know  best  keeps  looking  better 


BRIEF  SUMMARY  (FOR  FULL  PRESCRIBING  INFORMATION.  SEE  PACKAGE  CIRCULAR  ) 
INDERAL'  LA  brand  of  propranolol  hydrochloride  (Long  Acting  Capsules) 
DESCRIPTION.  Inderal  LA  is  formulaled  lo  provide  a sustained  release  of  propranolol 
hydrochloride  Inderal  LA  is  available  as  80  mg,  120  mg,  and  160  mg  capsules 
CLINICAL  PHARMACOLOGY.  INDERAL  is  a nonseleclive  bela-adrenergic  receptor  block- 
ing agent  possessing  no  other  autonomic  nervous  system  activity  It  specifically  competes  with 
beta-adrenergic  receptor  slimulaling  agents  lor  available  receptor  sites  When  access  to 
beta-receptor  sites  is  blocked  by  INDERAL,  the  chronotropic,  inotropic,  and  vasodilator  re- 
sponses to  beta  adrenergic  stimulation  are  decreased  proportionately 

INDERAL  LA  Capsules  (80,  120,  and  160  mg)  release  propranolol  HCI  al  a controlled  and 
predictable  rate  Peak  blood  levels  following  dosing  with  INDERAL  LA  occur  at  about  6 hours 
and  the  apparent  plasma  hall-life  is  about  10  hours  When  measured  at  steady  state  over  a 
24-hour  period  the  areas  under  the  propranolol  plasma  concentration-time  curve  (AUCs)  for 
the  capsules  are  approximately  60%  lo  65%  ol  the  AUCs  lor  a comparable  divided  daily  dose 
of  INDERAL  tablets  The  lower  AUCs  lor  the  capsules  are  due  lo  greater  hepatic  metabolism  of 
propranolol,  resulting  from  the  slower  rate  of  absorption  of  propranolol  Over  a twenty-four  (24) 
hour  period,  blood  levels  are  fairly  constant  for  about  twelve  (12)  hours  then  decline  exponen- 
tially 

INDERAL  LA  should  not  be  considered  a simple  mg  lor  mg  substitute  lor  conventional 
propranolol  and  the  blood  levels  achieved  do  not  match  (are  lower  than)  those  ol  two  to  tour 
limes  daily  dosing  with  the  same  dose  When  changing  lo  INDERAL  LA  from  conventional 
propranolol,  a possible  need  for  retilration  upwards  should  be  considered  especially  to  main- 
tain effectiveness  at  the  end  of  the  dosing  interval  In  most  clinical  sellings,  however,  such  as 
hypertension  or  angina  where  there  is  little  correlation  between  plasma  levels  and  clinical 
effect,  INDERAL  LA  has  been  therapeutically  equivalent  lo  the  same  mg  dose  of  conventional 
INDERAL  as  assessed  by  24-hour  effects  on  blood  pressure  and  on  24-hour  exercise  re- 
sponses ol  heart  rate,  systolic  pressure  and  rate  pressure  product  INDERAL  LA  can  provide 
etfective  beta  blockade  for  a 24-hour  period 

The  mechanism  of  the  antihypertensive  etfect  of  INDERAL  has  not  been  established  Among 
the  factors  that  may  be  involved  in  contributing  to  the  antihypertensive  action  are  ( t ) decreased 
cardiac  output,  (2)  inhibition  of  renin  release  by  ihe  kidneys,  and  (3)  diminution  ot  tonic 
sympathetic  nerve  outtlow  from  vasomotor  centers  in  the  brain  Although  total  peripheral 
resistance  may  increase  initially,  it  readjusts  to  or  below  the  pretreatment  level  with  chronic  use 
Effects  on  plasma  volume  appear  to  be  minor  and  somewhat  variable  INDERAL  has  been 
shown  to  cause  a small  increase  in  serum  potassium  concentration  when  used  in  the  treatment 
of  hypertensive  patients 

In  angina  pectoris,  propranolol  generally  reduces  the  oxygen  requirement  of  the  heart  at  any 
given  level  of  effort  by  blocking  the  catecholamine-induced  increases  in  the  heart  rate,  systolic 
blood  pressure,  and  the  velocity  and  extent  of  myocardial  contraction  Propranolol  may  in- 
crease oxygen  requirements  by  increasing  left  ventricular  fiber  length,  end  diastolic  pressure 
and  systolic  election  period  The  net  physiologic  effect  of  beta-adrenergic  blockade  is  usually 
advantageous  and  is  manifested  during  exercise  by  delayed  onset  of  pain  and  increased  work 
capacity 

In  dosages  greater  than  required  for  beta  blockade,  INDERAL  also  exerts  a quinidine-like  or 
anesthetic-like  membrane  action  which  affects  the  cardiac  action  potential  The  significance  of 
Ihe  membrane  action  in  the  treatment  of  arrhythmias  is  uncertain 

The  mechanism  of  the  aniimigraine  effect  of  propranolol  has  not  been  established  Beta- 
adrenergic  receptors  have  been  demonstrated  in  the  pial  vessels  ol  the  brain 

Bela  receptor  blockade  can  be  useful  in 
conditions  in  which,  because  of  pathologic  or 
functional  changes,  sympathetic  activity  is  det- 
rimental to  the  patient  But  there  are  also  situa- 
tions in  which  sympathetic  stimulation  is  vital 
For  example  in  patients  with  severely  dam- 
aged hearts,  adequate  ventricular  function  is 
maintained  by  virtue  of  sympathetic  drive 
which  should  be  preserved  In  the  presence  ol 
AV  block,  greater  than  first  degree,  beta  block- 
ade may  prevent  the  necessary  facilitating  ef- 
fect of  sympathetic  activity  on  conduction  Beta 
blockade  results  in  bronchial  constriction  by 
interfering  with  adrenergic  bronchodilator  ac- 
tivity which  should  be  preserved  in  patients 
subject  to  bronchospasm 

Propranolol  is  not  significantly  dialyzable 

INDICATIONS  AND  USAGE.  Hypertension:  INDERAL  LA  is  indicated  in  the  manage- 
ment of  hypertension,  it  may  be  used  alone  or  used  in  combination  with  other  antihypertensive 
agents,  particularly  a thiazide  diuretic,  INDERAL  LA  is  not  indicated  in  the  management  of 
hypertensive  emerrjencies 

Angina  Pectoris  Due  to  Coronary  Atherosclerosis:  INDERAL  LA  is  indicated  for  the 
long-term  management  of  patients  with  angina  pectoris. 

Migraine:  INDERAL  LA  is  indicated  for  the  prophylaxis  of  common  migraine  headache 
The  e'licacy  of  propranolol  in  the  treatment  ot  a migraine  attack  that  has  started  has  not  been 
established  and  propranolol  is  not  indicated  for  such  use 

Hypertrophic  Subaortic  Stenosis:  INDERAL  LA  is  useful  in  the  management  of  hyper- 
troptiic  subaortic  stenosis,  especially  lor  treatment  of  exertional  or  other  stress-induced 
angina,  palpitations,  and  syncope  INDERAL  LA  also  improves  exercise  performance  The 
effectiveness  of  propranolol  hydrochloride  in  this  disease  appears  to  be  due  to  a reduction  of 
the  elevated  outflow  pressure  gradient  which  is  exacerbated  by  beta-receptor  stimulation 
Clinical  improvement  may  be  temporary 

CONTRAINDICATIONS.  INDERAL  is  contraindicated  in  1)  cardiogenic  shock,  2)  sinus 
bradycardia  and  greater  than  first  degree  block,  3)  bronchial  asthma,  4)  congestive  heart 
failure  (see  WARNINGS)  unless  the  failure  is  secondary  to  a tachyarrhythmia  treatable  with 
INDERAL 

WARNINGS.  CARDIAC  FAILURE  Sympathetic  stimulation  may  be  a vital  component  sup- 
porting circulatory  function  in  patients  with  congestive  heart  failure,  and  its  inhibition  by  beta 
blockade  may  precipitate  more  severe  failure  Although  beta  blockers  should  be  avoided  in 
overt  congestive  heart  failure,  if  necessary,  they  can  be  used  with  close  follow-up  in  patients 
with  a history  of  failure  who  are  well  compensated  and  are  receiving  digitalis  and  diuretics 
Beta-adrenergic  blocking  agents  do  not  abolish  the  inotropic  action  of  digitalis  on  heart 
muscle 

IN  PATIENTS  WITHOUT  A HISTORY  OF  HEART  FAILURE,  continued  use  of  beta  blockers 
can.  in  some  cases,  lead  to  cardiac  failure  Therefore,  at  the  first  sign  or  symptom  of  heart 
failure,  the  patient  should  be  digitalized  and/or  treated  with  diuretics,  and  the  response 
observed  closely,  or  INDERAL  should  be  discontinued  (gradually.  If  possible) 


ONCE-DAILY 

Inderal  LA 

(PROPRANOLOL  HCI) 


80  mg  120  mg  160  mg 


LONG  ACTING  CAPSULES 


IN  PATIENTS  WITH  ANGINA  PECTORIS,  there  have  been  reports  of  exacerbation  of 
angina  and,  in  some  cases,  myocardial  infarction,  following  abrupt  discontinuance  of 
INDERAL  therapy  Therefore,  when  discontinuance  of  INDERAL  is  planned  the  dosage 
should  be  gradually  reduced  over  at  least  a few  weeks,  and  the  patient  should  be 
cautioned  against  interruption  or  cessation  of  therapy  without  the  physician's  advice  If 
INDERAL  therapy  is  interrupted  and  exacerbation  of  angina  occurs,  it  usually  is  advisable 
to  reinstitute  INDERAL  therapy  and  take  other  measures  appropriate  for  the  management 
of  unstable  angina  pectoris  Since  coronary  artery  disease  may  be  unrecognized,  it  may 
be  prudent  to  follow  the  above  advice  in  patients  considered  at  risk  of  having  occult 
atherosclerotic  heart  disease  who  are  given  propranolol  for  other  indications 


Nonallergic  Bronchospasm  (e.g.,  chronic  bronchitis,  emphysema)  PATIENTS 
WITH  BRONCHOSPASTIC  DISEASES  SHOULD  IN  GENERAL  NOT  RECEIVE  BETA 
BLOCKERS  INDERAL  should  be  administered  with  caution  since  it  may  block  bronchodilation 
produced  by  endogenous  and  exogenous  catecholamine  stimulation  of  beta  receptors 
MAJOR  SURGERY  The  necessity  or  desirability  of  withdrawal  of  beta-blocking  therapy  prior 


to  major  surgery  is  controversial  It  should  be  noted,  however,  that  the  impaired  ability  ol  Ihe 
heart  lo  respond  to  reflex  adrenergic  stimuli  may  augment  Ihe  risks  ot  general  anesthesia  and 
surgical  procedures 

INDERAL  (propranolol  HCI),  like  other  beta  blockers,  is  a competitive  inhibitor  ot  beta-recep- 
tor agonists  and  its  effects  can  be  reversed  by  administration  of  such  agents,  e g . dobulamine 
or  isoproterenol  However,  such  patients  may  be  subject  lo  protracted  severe  hypotension 
Difficulty  in  starling  and  maintaining  Ihe  heartbeat  has  also  been  reported  with  beta  blockers 
DIABETES  AND  HYPOGLYCEMIA  Beta-adrenergic  blockade  may  prevent  Ihe  appearance 
ol  certain  premonitory  signs  and  symptoms  (pulse  rale  and  pressure  changes)  ot  acute 
hypoglycemia  in  labile  insulin-dependent  diabetes  In  these  patients,  it  may  be  more  difficult  lo 
adjust  the  dosage  of  insulin 

THYROTOXICOSIS  Bela  blockade  may  mask  certain  clinical  signs  of  hyperthyroidism 
Therefore,  abrupl  withdrawal  of  propranolol  may  be  followed  by  an  exacerbation  ol  symptoms 
ol  hyperthyroidism,  including  thyroid  storm  Propranolol  does  not  distort  thyroid  function  tests 
IN  PATIENTS  WITH  WOLFF-PARKINSON-WHITE  SYNDROME,  several  cases  have  been 
reported  in  which,  alter  propranolol,  Ihe  tachycardia  was  replaced  by  a severe  bradycardia 
requiring  a demand  pacemaker  In  one  case,  this  resulted  after  an  initial  dose  of  5 mg 
propranolol 

PRECAUTIONS.  General  Propranolol  should  be  used  with  caution  in  patients  with  impaired 
hepatic  or  renal  function  INDERAL  (propranolol  HCI)  is  not  indicated  for  the  treatment  ol 
hypertensive  emergencies 

Beta-adrenoreceptor  blockade  can  cause  reduction  ol  intraocular  pressure  Patients  should 
be  told  that  INDERAL  may  interfere  with  the  glaucoma  screening  lest  Withdrawal  may  lead  lo  a 
return  ol  increased  intraocular  pressure 

Clinical  Laboratory  Tests  Elevated  blood  urea  levels  in  patients  with  severe  heart  disease, 
elevated  serum  transaminase,  alkaline  phosphatase,  lactate  dehydrogenase 
DRUG  INTERACTIONS  Patients  receiving  catecholamine-depleting  drugs  such  as  reser- 
pine  should  be  closely  observed  if  INDERAL  is  administered  The  added  catecholamine- 
blocking  action  may  produce  an  excessive  reduction  of  resting  sympathetic  nervous  activity 
which  may  result  in  hypotension,  marked  bradycardia,  vertigo,  syncopal  attacks,  or  orthostatic 
hypotension 

Carcinogenesis.  Mutagenesis,  Impairment  ot  Fertility  Long-term  studies  in  animals  have 
been  conducted  lo  evaluate  toxic  effects  and  carcinogenic  potential  In  18-monlh  studies  in 
both  rats  and  mice,  employing  doses  up  to  150  mg/kg/day,  there  was  no  evidence  ot  signifi- 
cant drug-induced  toxicity  There  were  no  drug-related  lumorigenic  effects  at  any  of  Ihe 
dosage  levels  Reproductive  studies  in  animals  did  not  show  any  impairment  of  ferlilily  that  was 
attributable  to  the  drug 

Pregnancy  Pregnancy  Category  C INDERAL  has  been  shown  to  be  embryotoxic  in  animal 
studies  at  doses  about  tO  times  greater  than  the  maximum  recommended  human  dose 
There  are  no  adequate  and  well-controlled  studies  in  pregnant  women  INDERAL  should  be 
used  during  pregnancy  only  if  the  potential  benefit  justifies  the  potential  risk  to  the  fetus 
Nursing  Mothers  INDERAL  is  excreted  in  human  milk  Caution  should  be  exercised  when 
INDERAL  IS  administered  to  a nursing  woman 
Pediatric  Use  Safely  and  effectiveness  in  children  have  not  been  established 

ADVERSE  REACTIONS.  Most  adverse  effects  have  been  mild  and  transient  and  have  rarely 
required  the  withdrawal  of  therapy 

Cardiovascular  bradycardia,  congestive  heart  failure,  intensification  of  AV  block,  hypoten- 
sion, paresthesia  of  hands,  thrombocytopenic  purpura,  arterial  insufficiency,  usually  of  the 

Raynaud  type 

Central  Nervous  System  lightheadedness, 
mental  depression  manifested  by  insomnia, 
lassitude,  weakness,  fatigue  reversible  mental 
depression  progressing  to  catatonia,  visual 
disturbances,  hallucinations,  an  acute  revers- 
ible syndrome  characterized  by  disorientation 
for  time  and  place,  short-term  memory  loss, 
emotional  lability,  slightly  clouded  sensorium, 
and  decreased  performance  on  neuropsycho- 
metrics 

Gastrointestinal  nausea,  vomiting,  epigas- 
tric distress,  abdominal  cramping,  diarrhea, 
constipation,  mesenteric  arterial  thrombosis, 
ischemic  colitis 

Allergic  pharyngitis  and  agranulocytosis, 
erythematous  rash,  fever  combined  with  aching  and  sore  throat,  laryngospasm  and  respiratory 
distress 

Respiratory  bronchospasm 

Flematologic  agranulocytosis,  nonthrombocytopenic  purpura,  thrombocytopenic  purpura 
Auto-Immune  In  extremely  rare  instances,  systemic  lupus  erythematosus  has  been  re- 
ported 

Miscellaneous  alopecia.  LE-like  reactions,  psoriasiform  rashes,  dry  eyes,  male  impotence, 
and  Peyronie's  disease  have  been  reported  rarely  Oculomucocutaneous  reactions  involving 
the  skin,  serous  membranes  and  conjunctivae  reported  for  a beta  blocker  (practolol)  have  not 
been  associated  with  propranolol 

DOSAGE  AND  ADMINISTRATION.  INDERAL  LA  provides  propranolol  hydrochloride  in  a 
sustained-release  capsule  for  administration  once  daily  If  patients  are  switched  from  INDERAL 
tablets  to  INDERAL  LA  capsules,  care  should  be  taken  to  assure  that  the  desired  therapeutic 
effect  IS  maintained  INDERAL  LA  should  not  be  considered  a simple  mg  for  mg  substitute  for 
INDERAL  INDERAL  LA  has  different  kinetics  and  produces  lower  blood  levels  Retilration  may 
be  necessary  especially  to  maintain  effectiveness  at  the  end  of  the  24-hour  dosing  interval 
HYPERTENSION  — Dosage  must  be  individualized  The  usual  initial  dosage  is  80  mg 
INDERAL  LA  once  daily,  whether  used  alone  or  added  to  a diuretic  The  dosage  may  be 
increased  to  120  mg  once  daily  or  higher  until  adequate  blood-pressure  control  is  achieved 
The  usual  maintenance  dosage  is  120  to  160  mg  once  daily  In  some  instances  a dosage  ot  640 
mg  may  be  required  The  time  needed  for  full  hypertensive  response  to  a given  dosage  is 
variable  and  may  range  from  a few  days  to  several  weeks 
ANGINA  PECTORIS  — Dosage  must  be  individualized  Starting  with  80  mg  INDERAL  LA 
once  daily,  dosage  should  be  gradually  increased  at  three  to  seven  day  intervals  until  optimum 
response  is  obtained  Although  individual  patients  may  respond  at  any  dosage  level,  the 
average  optimum  dosage  appears  to  be  160  mg  once  daily  In  angina  pectoris,  the  value  and 
safety  of  dosage  exceeding  320  mg  per  day  have  not  been  established 
If  treatment  is  to  be  discontinued,  reduce  dosage  gradually  over  a period  of  a few  weeks  (see 
WARNINGS) 

MIGRAINE  — Dosage  must  be  individualized  The  initial  oral  dose  is  80  mg  INDERAL  LA 
once  daily  The  usual  effective  dose  range  is  160-240  mg  once  daily  The  dosage  may  be 
increased  gradually  to  achieve  optimum  migraine  prophylaxis  If  a satisfactory  response  is  not 
obtained  within  four  to  six  weeks  after  reaching  the  maximum  dose,  INDERAL  LA  therapy 
should  be  discontinued  It  may  be  advisable  to  withdraw  the  drug  gradually  over  a period  of 
several  weeks 

HYPERTROPHIC  SUBAORTIC  STENOSIS  - 80-160  mg  INDERAL  LA  once  daily. 
PEDIATRIC  DOSAGE  — At  this  time  Ihe  data  on  the  use  of  the  drug  in  this  age  group  are  too 
limited  to  permit  aciequate  directions  lor  use 
'The  appearance  of  these  capsules  is  a registered  trademark  of  AyersI  Laboratories 

REFERENCES: 

1.  INDERAL  LA  National  Compliance  Evaluation  Program  Data  on  file,  Ayerst  Laboratories 

2.  Ravid  M,  Lang  R,  Jutrin  !■  The  relative  antihypertensive  potency  of  propranolol,  oxprenolol, 
atenolol,  and  metoprolol  given  once  daily  Arch  Intern  Med  19fc.145  1321-1323 
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AYERST  LABORATORIES 
New  York  NY  10017 


© 1986  Ayerst  Laboratories 


THE  MYERS  CLINIC 

Philippi,  West  Virginia 

Radiology:  Surgery: 

Halberto  G.  Cruz,  M.  D.  J.  W.  Woodford,  M.  D. 

Boyd  R.  Wickizer,  M.  D. 

Pediatrics: 

E.  G.  Kreider,  M.  D. 
Beth  E.  Rezet,  M.  D. 

Pathology: 

Fulvio  Franyutti,  M.  D.  Internal  Medicine:  Family  Practice: 

Karl  J.  Myers,  Jr.,  M.  D.  Charles  L.  Arnett,  M.  D. 

Wm.  A.  SanPablo,  M D.  James  A.  Arnett,  M.  D. 

Gregg  J.  Fromell,  M.  D. 

Notice:  Seeking  Ob/Gyn  Board  Certified  or  Board  Eligible. 

Contact:  Lonnie  L.  Crane,  112  North  Woods  Street,  Philippi,  WV  26416. 

(304)  457-2800. 

JAMES  T.  SPENCER,  JR.,  M.D. 

ROGER  P.  NICHOLS,  M.D. 

RONALD  L.  WILKINSON,  M.D.,  F.A.C.S, 
F.  THOMAS  SPORCK,  M.D.,  F.A.C.S. 
CHARLES  D.  CRIGGER,  M.D, 


AUDIOLOGY  SERVICES 
VINCENT  LUSTIG,  PH  D. 
GARY  HARRIS,  PH.D, 


rr^. 


EAR,  NOSE  s:  THROAT  ASSOCIATES 

OF  CHARLESTON,  INC. 


HEAD  AND  NECK  MEDICINE  AND  SURGERY 
OTORHINOLARYNGOLOGY 
OTOLARYNGIC  ALLERGY 

FACIAL  PLASTIC  AND 

RECONSTRUCTIVE  SURGERY 
BRONCHOESOPHAGOLOGY 
FORENSIC  OTOLOGY 


1314  VIRGINIA  ST.,  EAST  — P.O.  BOX  1628 
CHARLESTON,  WEST  VIRGINIA  25326-1628 
PHONE  342-0124 


CharlestoHy^-^X 

Eye  Care  I George  E.  Toma,  M.D.,  FACS 

Associates  Inc.vy## 


SURGICAL  CARE 
AND  TREATMENT 
FOR  DISEASES 
OF  THE  EYE 

311  Laidley  Street,  Suite  102 
Charleston,  WV  25301 
344-3937 


CATARACT  REMOVAL 

INTRAOCULAR  LENS  IMPLANT 

SURGICAL  CORRECTION  FOR 
NEARSIGHTEDNESS 

MEDICARE  ASSIGNMENT  ACCEPTED 
CHARGING  ONLY  WHAT  MEDICARE 
APPROVES  FOR  COVERED  SERVICES 


LASER  SURGERY  & THERAPY 

CORNEAL  TRANSPLANTS 

PERMANENT  COSMETIC 
EYELINER 

4430  Kanawha  Turnpike 
South  Charleston,  WV  25309 
768-0068 


CALL  TOLL  FREE  8:00  A.M.  - 4:00  RM.  (800)  344-3993 
24  HOUR  ANSWERING  SERVICE  — FREE  PARKING  AT  BOTH  LOCATIONS 
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THE  WHEELING  CLINIC 

WHEELING,  WEST  VIRGINIA  26003 

L.  L.  CLINE,  Executive  Director 

Wheeling,  234-2000  • St.  Clairsville,  695-2511  • New  Martinsville  area,  455-4588  • Wellsburg-Steubenville  area,  527-1230 


INTERNAL  MEDICINE 
General 

B.  L.  VanPelt,  M,  D. 

P.  R.  Hedges,  M.  D. 

R.  N.  Lewis.  M.  D.  (St.  Clairsville) 

M.  J.  Lohne.  M.  D.  (St.  Clairsville) 

R.  D.  Morris,  D.  0.  (New  Martinsville) 

C.  McCool,  M.  D.  (St.  Clairsville) 

Peripheral  Vascular  Disease 

J.  D.  Holloway.  M.  D. 

Cardiovascular 

A.  M.  Valentine,  M.  D. 

W.  E.  Noble,  M.  D. 

Gastroenterology 

T.  E.  Chvasta,  M.  D. 

L.  R.  Cain,  M.  D. 

Hematology/Oncology 

C.  A.  Vasquez,  M,  D, 

Nephrology  Associates,  Inc. 

Pulmonary 

T.  V.  Burke,  M.  D. 

Rheumatology 

M.  A.  Stevens,  M.  D. 

GENERAL  SURGERY 

E.  C.  Voss,  M.  D. 

J.  H.  Mahan.  M.  D.  (St.  Clairsville) 

R.  L.  Cross.  M.  D.  (Martins  Ferry) 

THORACIC  AND 
CARDIOVASCULAR  SURGERY 

H.  Shackleford,  M.  D. 


ORTHOPEDICS 

E.  L.  Barrett,  M.  D. 

R.  S.  Glass,  M.  D. 

UROLOGY 

D.  C.  Trapp,  M.  D. 

B.  M.  McCuskey,  M.  D. 

GYNECOLOGY 

R.  W.  Leibold,  M.  D. 

R.  T.  Brandfass,  M.  D 

OBSTETRICS  & GYNECOLOGY 

T.  A.  Athari,  M.  D. 

J.  W.  Campbell,  M.  D. 

C.  V.  Porter,  M.  D. 

OPHTHALMOLOGY 

W.  F.  Park,  M.  D. 

M.  E.  Nugent,  M.  D. 

R.  V.  Pangillnan,  M.  D. 

C.  G.  Kirby,  M.  D. 

OTOLARYNGOLOGY/ 

MAXILLO  FACIAL  SURGERY 

W.  A.  Tiu,  M.  D. 

RADIOLOGY 

Valley  Radiologists,  Inc. 

FAMILY  PRACTICE 

R.  A.  Porterfield,  M.  D.  (St.  Clairsville) 
G.  L.  Cholak,  M.  D.  (St.  Clairsville) 

E.  L.  Coffield.  M.  D.  (St.  Clairsville) 

DERMATOLOGY 

M.  Baron,  M.  D. 


NEUROLOGY 

H.  L.  Kettler,  M.  D. 

S.  G.  Christopher,  M.  D. 

W.  Zyznewsky,  M.  D. 

S.  Govindan,  M.  D. 
Neuropathology 
S.  Govindan,  M.  D. 

PSYCHIATRY 

S.  D.  Ward,  M.  D. 

D.  H.  Smith,  M.  D. 

D.  P.  Hill,  M.  D. 

Pediatric  Psychiatry 

V.  Stein,  M.  D. 

ANCILLARY  SERVICES 
Optical 

Speech  Therapy/Audiology 
Counseling/Group  Therapy 
Biofeedback  Laboratory 
Electrology/Cosmetic  Therapy 
Electrocardiography 
Electroencephalography 
Roentgenology 
Pulmonary  Diagnostics  Lab 
Nutrition  Therapy 


COMPLETE  SURGICAL  OFFICE 

GRAND  CENTRAL  AVENUE,  VIENNA,  WV 
285,000  Total  Package 

(can  be  sold  separately) 

TERRY  CONNOLLY  (304)  485-9511  or  295-7220 
CONNOLLY  & ASSOC.  — REALTORS,  PARKERSBURG,  WV 


BUILDING: 

11  room  office  containing  2750  sq/ft. 
3 baths,  conductive  flooring  in  bath. 

Surgery  and  recovery  room. 

Cathedral  ceiling  in  informal,  family 
room  style  waiting  area. 

SITE: 

149  ft.  frontage,  2 lots  21,104  sq/ft. 
located  on  major  4 lane  highway. 

EQUIPMENT: 

Office  furniture,  office  files,  all 
medical  equipment  (1  yr.),  O.R.  & 
examining  room  tables  & equipment, 
waiting  room  furniture,  private  office 
furniture. 

COMPUTER: 

IMS  24  megabyte  hard  disk  mini 
frame  computer  streaming  tape 
backup. 

Software  medic  80  package  handles 
up  to  9 doctors,  word-processing, 
mail  merge,  third  party  billing  and 
private  and  secondary  insurers. 
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DO  YOU  KNOW  that  over  1,000  Auxilians  are  working  for  you,  your  spouse  and  your  communi- 
ty in  West  Virginia?  The  Auxiliary  to  the  West  Virginia  State  Medical  Association  is  part  of 
a network  of  the  80,000  physician  spouses  belonging  to  the  AMA  Auxiliary  who  are  united  by 
a common  bond  for  a common  goal:  to  improve  the  health  and  quality  of  life  for  all  people. 


WEST  VIRGINIA’S  PROGRAMS  HIGHLIGHTED 


Auxiliary  Phone  Bank 
and  Legislative 
Programs 


AMA-ERF 


Ronald  McDonald 
House 


Friendships 


Health  Career 
Loan  Fund 


Health  Education 
& Projects 


AUXILIANS  HAVE  FOUND  THAT  MEMBERSHIP  DOESN’T  COST  BUT  RATHER  PAYS  TO 
BELONG.  AUXILIANS  HELP  INFLUENCE  THE  FUTURE  DIRECTION  OF  MEDICINE  IN  THEIR 
COMMUNITIES.  DO  YOU  WANT  TO  BE  A PART  OF  THAT  PLAN?  We  know  there  are  many 
spouses  in  West  Virginia  who  have  the  talent,  skill  and  desire  to  become  involved  and  have 
yet  to  join.  This  is  an  open  invitation  to  join. 

PHYSICIANS  PLEASE  BRING  THIS  NOTICE  TO  THE  ATTENTION  OF  YOUR  SPOUSE. 

Simply  ask  your  spouse  to  return  the  form  below  to  the  Auxiliary  to  the  West  Virginia  State 
Medical  Association,  P.  O.  Box  4106,  Charleston,  WV  25364. 


□ YES,  I wish  to  become  a member  of  the  Auxiliary  to  the  West  Virginia  State  Medical  Associa- 
tion, the  AMA  Auxiliary  and  my  local  chapter.  Please  indicate  your  name,  address,  and  phone 
number.  A local  representative  will  be  in  touch  with  you. 

NAME 

ADDRESS 

CITY STATE ZIP  CODE 

PHONE  NUMBER 


‘^‘Preventive  Maintenance" 


I know  the  key  to  good  health  is  preventive 
maintenance.  As  part  of  my  regular  health  checkups,  I go 
to  Preventive  Care  . . . Charleston’s  new  imaging  center 
for  women. 

It’s  the  only  place  in  Charleston  that  does  both 
mammography  and  osteoporosis  tests  in  one  convenient 
setting  and  I can  be  in  and  out  in  an  hour! 

My  daughter  usually  comes  with  me.  At  Preventive 
Care,  they  take  the  time  to  show  you  a video  on 
osteoporosis  and  mammography  and  talk  about  the 
importance  of  preventive  maintenance. 

For  peace  of  mind  . . . Preventive  Care! 


GREENBRIER  PHYSICIANS,  INC. 

A Multispecialty  Clinic 

Greenbrier  Valley  Medical  Arts  Building 

Ronceverte/Fairlea/Lewisburg,  West  Virginia 

INTERNAL  MEDICINE 

1-800-642-5161  or  304-647-5115 
FAMILY  GENERAL  PRACTICE 

RADIOLOGY 

Robert  K.  Modlin,  M.  D. 

Joseph  E.  Shaver,  M.  D. 

Charles  Weinstein,  M.  D. 

Helen  R.  Perez,  M.  D. 

E.  T.  Cobb,  M.  D. 

Terry  Lesko,  M.  D. 

Thomas  F.  Mann,  M.  D. 
Anthony  C.  Dougherty,  M.  D. 

OBSTETRICS/GYNECOLOGY 

PSYCHOLOGY 

SURGERY 

James  L.  Pfeiff,  M.  D. 

Connie  Bradley-Mann,  Ph.D. 

General  & Vascular 

Robert  L.  Wheeler,  M.  D. 

ANCILLARY  SERVICES 

H.  P.  Dinsmore,  M.  D. 

EAR,  NOSE  & THROAT 

Physical  Therapy 

Tom  Moore,  R.P.T. 

General  & Thoracic 

Amir  A.  Alidina,  M.  D. 

Wood  McCue,  R.P.T. 

B.  L.  Plybon,  M.  D. 

Respiratory  Therapy 

General  Surgery 

OPHTHALMOLOGY 

James  D.  Creasman,  R.R.T. 

Wesley  R.  Bagan,  M.  D. 

Robert  K.  Scott,  II,  M.  D. 

Audiology 

ORTHOPEDIC  SURGERY 

PEDIATRICS 

Gary  M.  Vandevander,  M.S. 

Conrad  D.  Tamea,  Jr.,  M.  D. 

William  S.  Dukart,  M.  D. 

ADMINISTRATION 

James  W.  Banks,  M.  D. 

Janice  Centa,  P.  A.,  M.  S. 

Sandra  W.  Ayers,  Business  Manager 
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This  space  contributed  as  a public  service. 

FOR  GENERATIONS  CANCER 
PLAGUED  THIS  FAMIIY. 

THEN  WE  CAME  INTO  THE 
PKTURE. 


Its  a tragic  coincidence  that  cancer  has  taken  so  many  members  of  this  family  over  the 
years. 

It  took  Frank  Domato  in  1961.  Patricia  O’Hara  Brown  in  1974.  And  Serahno  Gentile 
in  1982. 

But  the  fact  that  the  chain  of  tragedies  has  now  been  broken  is  no  coincidence  at  all. 

Over  the  last  40  years,  research  programs  supported  by  the  American  Cancer  Society 
have  made  increasing  progress  in  the  treatment,  detection  and  prevention  of  cancer. 

In  1985  alone,  the  Society  funded  over  700  projects  conducted  by  the  most  distinguished 
scientists  and  research  institutions  in  the  country. 

So  it’s  no  coincidence  that  in  1986,  cancer  did  not  take  Debra  Gentile— Frank  Domato’s 
great-granddaughter.  Just  as  it  didn’t  take  hundreds  of  thousands  of  others  who  have  been 
successfully  treated  for  the  disease. 

You  see,  we  are  winning  VAMERICAN  CANCER  SOOETY 

But  we  need  you  to  help  keep  it  that  way.  f Help  us  keep  winning. 


Created  as  a public  service  by  Ally  Gargano/MCA  Advertising  LTD. 


Minutes  of  Cancer 
Committee,  January 

The  8 A.  M.  meeting  was  called  to 
order  at  Harper’s  Restaurant,  Mar- 
riott Hotel,  Charleston,  January  25, 
1987,  by  the  Chairman,  Dr.  C.  B. 
Mendoza,  Jr.  Other  members  present 
were:  Drs.  Cordell  DeLaPena,  James 
P.  Carey,  Timothy  Miller,  John  C. 
Frich,  Jr.,  and  David  B.  Gray. 

Guests  present  were:  Drs.  Peter 
Raich,  Eric  Mantz,  Generoso 
Duremdes,  Diane  Shaffer,  and  Steven 
Jubelirer;  and  Ms.  Shirley  Barber. 

The  minutes  of  August  15,  1986, 
were  accepted  and  approved. 

Old  Business:  Dr.  John  Frich,  Jr., 
reported  on  the  Cancer  Registry  in 
West  Virginia  and  the  advantage  of 
the  computerized  SMART  System 
due  to  its  flexibility.  He  emphasized 
that  the  CHOP-DS  System  can  be 
converted  to  the  SMART  System. 
Doctor  Frich  concluded  with  a com- 
puter demonstration  of  the  SMART 
System  and  announced  that  Dr. 
Charles  Smart  will  visit  West  Virginia 
University  Medical  Center  this 
month. 

Dr.  Eric  Mantz  discussed  the 
American  College  of  Surgeons  Field 
Liaison  Fellow  Program  in  the  state 
of  West  Virginia.  A Cancer  Manage- 
ment Course  is  planned  in  the  state 
in  1988.  The  course  will  consist  of 
two  full  days  of  sessions  pertaining 
to  cancer  diagnosis  and  manage- 
ment. The  Committee  endorsed  this 
program.  Doctor  Mantz  also  stated 
the  interest  of  the  American  College 
of  Surgeons  concerning  mam- 
mography screening. 

New  Business:  Dr.  Peter  Raich 
discussed  the  Mary  Babb  Randolph 
Cancer  Center  in  Morgantown,  West 
Virginia,  which  will  be  funded  by 
federal  and  state  grants.  The  Center 
will  be  for  basic  and  clinical  cancer 
research  and  invoh'ed  in  prevention 
and  treatment  programs.  Doctor 
Raich  concluded  with  a report  on 
the  Cancer  Communications  System 
which  is  funded  by  N.C.l.  The  goal 
of  the  system  is  to  provide  a cancer 
information  and  coordination 
system  to  strengthen  interaction  be- 
tween the  public,  physician  and 
educator.  West  Virginians  can 
reath  this  service  by  calling 
1-800-4-CANCER. 


The  committee  addressed  the 
problem  of  data  gathering,  cancer 
registry,  the  increased  incidence  of 
cancer,  and  the  role  of  public  health 
in  West  Virginia. 

Doctor  Jubelirer  gave  an  update 
on  the  CCOP  Program  with  the 
Eastern  Cooperative  Oncology 
Group,  fie  indicated  that  they  are 
seeking  more  physician  participa- 
tion. Those  who  are  interested 
please  contact  his  office  at 
304-348-9523. 

Ms.  Barber  inquired  about  the 
report  on  cancer  centers  criteria  and 
standards  provided  by  the  American 
College  of  Surgeons  Commission  on 
Cancer  and  the  A.ssociation  of  Com- 
munity Cancer  Centers.  Further  data 
will  be  gathered  and  reviewed  by 
the  Committee.  Ms.  Barber  conclud- 
ed with  a report  on  the  value  of 
mammography. 

A discussion  concerning  com- 
prehensive mammography 
guidelines  for  the  medical  profes- 
sion as  well  as  the  public  followed. 

It  was  decided  that  a special  Ad  Hoc 
Committee  would  be  appointed  by 
the  Chairman,  Doctor  Mendoza,  to 
establish  mammography  guidelines, 
act  as  a liaison  with  various  medical 
specialties,  and  disseminate  informa- 
tion to  the  medical  profession  and 
public  within  the  state. 

Minutes  of  the  meeting  are  to  be 
distributed  to  the  West  Virginia 
American  College  of  Surgeons  Field 
Liaison  Fellows  and  Committee 
members  as  suggested  by  Doctor 
Duremdes. 

There  being  no  further  business, 
the  meeting  was  adjourned  at  9:15 
A.M. 

Respectfully  Submitted, 

Catalino  B.  Mendoza,  Jr.,  M.  D. 

Chairman 


Classified 


OB-GYN-PGH.  — Hospital-Based  Teaching 
Position/Private  Practice  — The  best  of  both 
worlds— complete  hospital  support  and 
salary  for  50%  teaching  of  OB/GYN  in 
established  Family  Practice  program.  Sup- 
port in  development  of  private  practice  in 
0MB  adjacent  to  475  bed  teaching 
hospital.  Outstanding  position  for  recent 
graduate  seeking  urban  life-style  and  com- 
plete security.  Please  contact  DSA,  c/o 
WVSMA,  P.  C5.  Box  4106,  Charleston,  WV 
25364. 


MEDICAL  PRACTICE  SALES  AND  AP- 
PRAISALS. We  specialize  in  the  valuation  and 
selling  of  medical  practices.  If  interested  in 
buying  or  selling  a medical  practice  contact 
our  Brokerage  Division  at  The  Health  Care 
Group,  400  GSB  Building,  Bala  Cynwyd,  Pa. 
19004  (215)  667-8630. 


MARTINSBURG,  WEST  VIRGINIA  — Seek- 
ing director,  board  prepared  or  certified  in 
emergency  medicine,  for  busy  268  bed 
hospital  within  Vh  hour  drive  of  Washington, 
D.C.  Attractive  compensation  and  malprac- 
tice insurance  provided.  Please  submit 
resume  to  Emergency  Consultants,  Inc.,  Cne 
Windemere  Place,  Room  37,  Petoskey,  Ml 
49770;  800/253-7092,  or  in  Michigan 
800/632-9650. 


JOB  OPENING 

LOCAL  HEALTH  OFFICER:  Huntington,  W. 
Va.  Responsible  for  administering  basic 
public  health  services.  Requires  MD  degree 
and  three  years  of  clinical  experience;  MPH 
and/or  public  health  experience  are  highly 
desirable.  Salary  range  $48,000-$60,000. 
Position  available  1-1-88.  Send  resume 
before  July  1st  to  Search  Committee,  Cabell- 
Huntington  Health  Department,  1336  Hal 
Greer  Blvd.,  Huntington,  West  Virginia  25701. 


Electromyography 

and 

Nerve  Conduction 
Studies. 

★ 

Prasadarao  B.  Mukkamala,  MD 

Diplomate  of  American  Board 
of  Physical  Medicine 
and  Rehabilitation. 

Active  member  of 
American  Association 
of  Electromyography 
and  electrodiagnosis. 

(Admitted  by  examination) 

★ 

FOR  APPOINTMENT  CALL  (304)  344-5153 

★ 

Prasadarao  B.  Mukkamala,  MD 

1200  Quarrier  Street 
Charleston,  WV  25301 
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EXCELLENT  PHYSICIAN  OPPORTUNITIES 
— NATIONWIDE.  All  specialties,  however 
FP’s,  IM’s,  OBG’s,  and  ORS’s  are  especially 
needed.  Financial  guarantees  and  benefit 
packages  available  in  various  practice  types 
and  community  sizes.  We’ll  Help  you  locate 
the  right  position.  For  confidential  interview 
call  Karen  Price;  713-681-7454;  The  Hilton 
Group;  P.  0.  Box  920970-E24,  Houston,  TX 
77018. 


PEDIATRICIAN  — West  Virginia  — ideal  col- 
lege community,  modern  hospital,  less  than 

1 hr.  from  Pittsburgh,  Pennsylvania.  Large 

2 man  practice  expanding  to  3.  BE/BC 
generalist  or  neonatologist  who  wishes  to 
have  the  best  of  both  worlds.  Semi-rural  en- 
vironment with  good  schools,  near  major 
cultural/sports  center.  Very  competitive 
salary.  Please  contact  DSA,  c/o  WVSMA, 
P.  O.  Box  4106,  Charleston,  WV  25364. 


PHYSICIAN’S  ASSISTANT  — Free  adver- 
tising and  information  available  to  those  in- 
terested in  employing  a Physician’s  Assis- 
tant. CONTACT:  PA  Placement  Service, 
West  Virginia  Association  of  Physician’s 
Assistants,  c/o  Michael  W.  Holt,  PA-C,  P.  O. 
Box  1365,  Alderson-Broaddus  College,  Philip- 
pi, West  Virginia  26416,  or  call  (304)  457-1700, 
X.  230. 


PEDIATRICIAN:  Practice  opportunity  for 
Board  Eligible/Board  Certified  Pediatrician  in 
a warm  and  friendly  community  in  Eastern 
South  Carolina,  North  Myrtle  Beach  vicini- 
ty. Ideal  recreational  opportunities  to  in- 
clude the  beach,  sailing,  fishing,  tennis  and 
golf.  The  pediatric  practice  is  very  well 
established.  Excellent  financial  package 
from  hospital  — a 105  bed  modern  hospital 
with  a 40  bed  Extended  Care  facility.  Con- 
tact Alton  Ewing,  Assistant  Administrator, 
Loris  Community  Hospital,  Loris,  SC  29569, 
telephone  (803)  756-4011. 


FAMILY  PRACTICE  — (ATTENTION;  NEW 
GRADUATES)  One  or  two  Board  Cer- 
tified/Board Eligible  Family  Practitioners 
needed  to  join  with  successful  FP  to 
establish  comprehensive  Outpatient  Treat- 
ment Center  in  Southern  WV.  Excellent  in- 
come & fringe  benefits  potential  for  ag- 
gressive young  M.D.  All  replies  confiden- 
tial. Reply  to:  Family  Care  Center,  c/o  WV 
Medical  Journal,  P.  O.  Box  4106,  Charleston, 
WV  25364. 


THORACIC  SURGEON:  General  surgical 
group  in  semirural,  southern  Virginia  town 
seeks  associate.  Supported  by  260  bed 
hospital,  20+  primary  care  physicians,  and 
three  county  drawing  area  with  no  competi- 
tion. Outdoor  amenities:  hunting/fishing;  2 
hours  from  six  major  medical  schools.  At- 
tractive compensation  benefits  package  in- 
cluding no  cash  buy  in.  Contact  Bobby, 
Tyler  & Company,  9040  Roswell  Rd.,  Atlan- 
ta, GA  30338.  Collect  404-641-6411. 


Huntington  Ear  Clinic,  inc. 

2537  THIRD  AVENUE  HUNTINGTON,  WV  25703-1692 

J 


JOSEPH  B.  TOUMA,  M.D.,  FACS 

Practice  Limited  to  Ear  and 
Balance  Disorders 


OTOLOGIC  SERVICES 

Ear  diseases  and  surgery 
Deafness 


AUDIOLOGY 

Robert  Shumate,  M.Ed.,  CCCA 

Certified  Clinical  Audiologist 

Lena  S.  Shumate,  M.Ed.,  CCCA 

Certified  Clinical  Audiologist 


Balance  Disorders 
Facial  Nerve  Disorders 
Tinnitus 

Forensic  Otology 


AUDIOLOGIC  SERVICES 

Complete  audiometric 
testing 

Newborn  & children 
testing 

Hearing  aid  evaluation, 
dispensing  & counseling 

Compensation  & 

Rehabilitation  testing 

Industrial  hearing  screening 

Central  Auditory  testing 


HUNTINGTON  TELEPHONE  NUMBER 
304-529-2407  — 304-522-8800 


PUTNAM/TEA YS  VALLEY  TELEPHONE  NUMBER 
304-757-8877 


SAINT  MARY’S  HOSPITAL 

2900  First  Avenue  — Huntington,  WV  25701  — Telephone:  304-526-1234 

Psychiatric  treatment  for  the  emotionally  disturbed.  Qualified  psychologists  and  social  workers  on  staff. 
Program  Includes;  Group  Therapy,  Psychotherapy,  Crisis  Intervention,  Care  for  the  Acutely  Disturbed, 
Substance  Abuse  and  Recreational  Therapy.  Well  trained  staff.  Forty-seven  beds. 


Medical  Staff  Members 


R.  A.  Edwards,  M.  D 697-7036 

K.  M.  Fink,  M.  D 525-8191 

R.  W.  Hibbard,  M.  D 525-9355 

D.  H.  Webb,  M.  D 525-9355 

J.  Gallemore,  M.  D 526-0580 

J.  Corcella,  M.  D 525-7851 

J.  V.  Ottaviano,  M.  D 525-7851 


L.  C.  Smith,  M.  D 697-7036 

M.  M.  Bateman,  M.  D 526-0580 

R.  A.  Kayser,  M.  D 529-1289 

C.  L.  McGahee,  M.  D 526-0580 

B.  M.  Hirani,  M.  D 523-2625 

R.  Kumar,  M.  D 529-2090 

S.  Y.  Marca,  M.  D 736-2216 
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HIGHLAND  HOSPITAL 

300  56th  Street,  S.E.,  P.  O.  Box  4359 
Charleston,  West  Virginia  25364 

(304)  925-4756 


• Children’s  Pavilion 

• Adult  Psychiatry 

• Adolescent  Psychiatry 

• Geropsychiatry 


ALL  PROGRAMS  OFFER: 

Crisis  intervention  • Group  therapy  • Family  therapy  • Marital  counseling  • Individual 
therapy  • Occupational  therapy  • Recreational  therapy  • Special  care  for  the  acutely 
disturbed  patient  • Schooling  provided  on  Children’s  Pavilion  • Staffed  by  qualified 
psychiatrists  and  medical  consultants. 

MEDICAL  STAFF 


ADULT  PSYCHIATRY 


Charles  C.  Weise,  M.  D 925-2159 

Pablo  M.  Pauig,  M.  D 343-8843 

Ralph  S.  Smith,  Jr.,  M.  D 925-0349 

Lee  L.  Neilan,  M.  D 925-3430 

Edmund  C.  Settle,  Jr.,  M.  D 925-0624 


ADULT  PSYCHIATRY 


Gina  Puzzuoli,  M,  D 925-6914 

John  P,  MacCallum,  M.  D 925-6966 

Sid  Lerfald,  M.  D 925-0004 

Elma  Bernardo.  M.  D 768-1212 

Steve  Kissinger,  M.  D 925-6966 

Jerome  Massenburg,  M.  D 925-0349 


CHILD  PSYCHIATRY 


Pablo  M.  Pauig,  M.  D 343-8843 

Ralph  S.  Smith,  Jr.,  M.  D 925-0349 

John  P,  MacCallum,  M.  D 925-6966 


Serving  the  community  for  over  30  years 
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YOUR  ROCHE  REPRESENTATIVE 
WOULD  LIKE  YOU  TO  HAVE 
SOMETHING  THAT  WILL... 


. . . improve  patient  satisfaction  with  office  visits 
. . . improve  patient  compliance  with  your  instructions 
. . . reduce  follow-up  calls  to  clarify  instructions 


The  new  Roche  product  books 

• Offer  a supplement  to,  not  a substitute  for,  patient  contact 

• Support  your  specific  instructions  to  the  patient 

• Provide  a long-term  reinforcement  of  your  oral  counseling 

Because  you  are  the  primary  source  of  medical  information  for  your  patients, 
we  invite  you  to  look  over  the  Roche  Product  Booklets  shown  below  and  ask 
your  Roche  representative  for  a complimentary  supply  of  those  applicable  to 
your  practice. 


Medicines  that  matter  from  people  who  care 


copimlj 

exceiIence 


Presenting 

the  winners  of  the  1987 

Roche  President’s  Achievement  Awards 


Hoffmann-La  Roche  is  pleased  to  honor  these  outstanding  sales  repre- 
sentatives, chosen  for  their  unparalleled  dedication  to  the  health-care  ^ 
field,  professionalism  and  consistent  high  level  of  performance.  Plea^^  i^^  ^ ' 

join  us  in  congratulating  these  exceptional  individuals. 


Sharon  L.  Nuzum 


Turn  to  the  preceding  page  and  find  out  how  your  award-winning 
Roche  representative  can  help  both  you  and  your  patients. 


High-Stakes 


LlSr.AISiY  OF  THE 

COLLEGE  OF  PHYSICIANS 

OF  philadslfhia 

MAY  04  1987 
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Imagine 

A MACHINE 
THAT CAN 
DO  THIS  TO 


We're  proud  to  announce  the  introduction  of  Extra- 
corporeal Shock  Wave  Lidiotripsy  as  a new  feature  of  our 
kidney  stone  treatment  program.  This  new  device  makes 
it  possible  to  pulverize  and  eliminate  kidney  stones  with- 
out invasive  surgeiyt  Now  you  have  the  opportunity  to 
panicipate  in  this  state-of-the-art  procedure  at  CAMC’s 
High  Tech  Center  here  in  Charleston,  West  Virginia. 

The  Lithotripter  uses  shock  waves  to  bombard  kid- 
ney stones  into  sand-like  particles  inside  the  body.  The 
residue  is  then  easily  passed.  Although  the  theory 
behind  Lithotripsy  is  simple,  the  process  is  precise.  The 
stone  is  pinpointed  inside  the  body  with  fluoroscopy 
and  shock  wave  firing  is  synchronized  with  tlte  patient’s 
heartbeat  by  electrocardiogram.  Usually,  the  entire  pro- 
cess takes  about  an  hour. 


As  you  can  imagine.  Lithotripsy  offers  many  benefits 
to  kidney  stone  patients.  Tbe  process  is  less  painful, 
entails  fewer  side  effects,  and  recuperation  is  quicker 
than  with  conventional  surgery  It's  even  less  expensive 
than  surgery. 

We're  encouraging  all  area  urologists  to  apply  for 
privileges  in  Extracorporeal  Shock  Wave  Lidiotripsy.  We 
invite  you  to  visit  CAMC  and  see  the  lithotripter  in 
action.  Come  and  learn  about  this  revolutionar\^  ther- 
apy which  is  the  wave  of  the  future  in  kidney  stone 
treatment.  We  will  happily  provide  you  witli  a brochure 
for  your  use  as  well  as  brochures  for  your  patients. 

Lor  your  brochures  or  other  information  about 
Lithotripsy  and  our  kidney  stone  treatment  program, 
call  CAMC  at  1-800-654-0159. 


CAMC 

Charleston  Area  Medical  Center 
1-800-654-0159 
We  Care  For  West  Virginia 


What  is  the  MASTER  Program? 

The  MASTER  Program  is  a comprehensive,  intensive  inter- 
disclipinary treatment  for  patients  who  have  persistent  pain 
and  dysfunction  following  a musculoskeletal  injury.  The  pro- 
gram combines  the  knowledge  and  skills  of  pain  medicine  and 
sports  medicine  to  help  patients  achieve  functional  restora- 
tion. 

What  is  Pain  Medicine? 

A small  number  of  physicians  are  now  specializing  in  the 
diagnosis  and  management  of  pain  syndromes.  Pain  Medicine 
is  the  name  of  this  specialty  which  studies  pain  mechanisms 
and  treatments. 

What  is  Sports  Medicine? 

Sports  Medicine  is  the  expedient  evaluation,  treatment  and 
rehabilitation  of  orthopedic  disorders  that  occur  in  sports  ac- 
tivities. Rehabilitation  is  provided  through  a “team  approach” 
between  the  orthopedist  and  the  physical  therapist  and  is  very 
specific  to  the  exact  injury  incurred.  Sports  Medicine  is  as  ag- 
gressive as  the  injured  tissues  allow  so  as  to  return  the  injured 
athlete  to  his  previous  activity  as  soon  as  possible. 


Is  the  MASTER  Program  a pain  clinic? 

The  MASTER  Program  is  designed  for  patients  with  persistent 
pain  and  dysfunction  of  three  to  four  months  duration  follow- 
ing musculoskeletal  injury.  It  is  not  a general  clinic  for  all  pain 
syndromes. 

Is  the  MASTER  Program  a last  resort? 

If  a patient  has  not  responded  to  acute  medical  care  by  three 
months  post  injury,  the  patient  may  require  evaluation  and 
treatment  by  Pain  Medicine  specialists.  Early  intervention  can 
lessen  suffering,  decrease  disability  and  restore  functioning. 

Is  the  MASTER  Program  for  patients  with  psychogenic  pain? 
Our  old  concept  of  “organic”  versus  “psychogenic”  pain  has 
been  replaced  by  a new  concept  of  peripheral  and  central  pain 
mechanisms.  While  it  is  true  that  psychological  and 
behavioral  factors  are  important  in  acute  and  especially 
chronic  pain  syndromes,  our  increased  understanding  of  the 
neurophysiology  of  central  pain  mechanisms  helps  explain 
why  some  patients  have  persistent  pain. 

The  MASTER  Program  helps  physicians  help  their  patients. 
The  program  provides  evaluation,  recommendations,  interven- 
tion if  needed  and  suggestions  for  the  physicians’  continuing 
management  of  their  patients. 

For  information  on  The  MASTER  Program  please  contact 
David  Colvin,  M.D.,  at  304-598-1411.  Or  write:  The  MASTER 
Program,  The  Rehabilitation  Center  at  Mon  General  Hospital, 
1000  J.D.  Anderson  Dr.,  Morgantown,  WV  26505. 


the/nASTEIi  program" 

Muscular  And  Skeletal  Treatment/ Exercise/ Rehabilitation 


The  Rehabilitation  Center 

at  Mon  General 

1000  J.  D.  Anderson  Dr  , Morgantown,  WV  26505 


McDonough 

Caperton 

Systems 


Now  serving  over  120  physicians 


We  offer  the  largest,  most  complete  selection  of  medical  office  management  systems 
and  services  available  to  physicians  in  West  Virginia.  Our  efforts  mean  you  have  a 
choice  . . . 

^of  programs  including 

• Patient  Past  History/Lab 
Results/Treatment  Information 

• Statistical  Retrieval  and  Analysis 
of  Medical  Information 

• Patient  Billing  Preparation 

• Aged  Account  Information 

• Complete  Financial  and 
Management  Reporting 

• Insurance  Forms  Preparation 

of  hardware  including  IBM,  AT  & T,  and  IMS 

of  investment  levels  beginning  at  $9,995  with  upgrade  opportunity 

of  purchase  or  lease  arrangements  to  meet  your  individual  business  needs 

of  total  hardware  and  software  for  the  life  of  the  system  provided  by  our 
own  trained  technicians 

^of  a company  sincerely  interested  in  your  satisfaction  and  success  in  the  day- 
to-day  use  of  our  systems. 

We’re  your  systems  consultant  and  welcome  the  opportunity  to  discuss  your  individual 
concerns  and  questions.  Our  job  and  our  commitment  is  to  help  you  reduce  your  paper- 
work, increase  your  productivity  and  improve  your  cash  flow. 


• Scheduling  Functions 

• Hospital  Census 

• Electronic  Claims  Submission 

• Word  Processing 

• Tailoring  by  Specialty 

• “Password”  Security  Protection 

• Remote  access,  including 
master  ON/OFF  capability. 


MAKE  US  YOUR  CHOICE 

Call  us  at  744-2583 
or  write 

325  Sixth  Avenue 

South  Charleston,  West  Virginia  25303 
Bradley  E.  Layne,  President 
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McDonough  Caperton  Insurance  Group’s  new  corporate  office  building,  located  in  Charleston,  West  Virginia,  houses  over  150 
employees  and  serves  as  the  home  base  for  all  McDonough  Caperton  Insurance  Group  activity.  McDonough  Caperton  Insurance 
Group  also  maintains  office  facilities  in  eight  cities  throughout  West  Virginia,  Ohio,  Pennsylvania  and  Kentucky. 


McDonough 

Caperton 

Insurance 

Group 


Uniquely  capable  . . . Professionally  competent  . . . 

Serving  others  . . . Through  excellence. 


providing  a broad  range 
of  insurance  and  financial  services 
to  the  business  community, 
associations,  institutions, 
and  individuals. 


Among  the  10  Largest  Privately  Owned  Insurance  Brokers  in  the  United  States. 


Corporate  Headquarters:  One  Hillcrest  Drive,  East,  P.O.  Box  1551,  Charleston,  WV  25326.  Telephone:  (304)  346-0611. 
With  offices  in:  Beckley,  Charleston,  Fairmont,  Parkersburg,  Wheeling,  Pittsburgh,  Cleveland  and  Lexington,  KY. 


Reliability  is  just 
the  beginning. 


No  matter  what  the  size  of  your 
budget  or  your  copier 
requirements  — A.B.  Dick  has  a 
copier  to  match  it. 

Discover  the  matchless  quality  and  capability 
of  a copier  from  A.B.  Dick. 

Call  Quorum  for  a look  at  the  completely  new 
copier  line  from  A.B.  Dick.  And  ask  about 
Quorum’s  lease/purchase,  rental,  and  time  pay- 
ment plans  for  qualified  buyers. 


"^Quorum 

MACHINES  FOR  BUSINESS 


KY 


VPT 


Quorum  Corporation 
515  Hurricane  Creek  Road 
Hurricane,  \NV  25526 


Parkersburg  Office 
3000  Seventh  Street 
Parkersburg,  WY  26102 


Allscrips,  In-Office 
Pharmacy  Makes  Filling 
A Prescription  As  Easy 
As  Writing  One. 


System 

Benefits 


Complete  name  brand  and 
high  quality  generic  drugs 
Custom  formulary  based 
upon  your  most  prescribed 
medications 

I Modern,  environmentally  ^ 
controlled  packaging  ^ 
equipment  and  facilities 
Child-resistant,  tamper- 
evident,  foil-sealed 
polyethylene  containers 
protect  medications  from 
light  and  air 

Ready-to-dispense 
prescription  sizes 

Personalized  pre-printed 
labels  and  complete 
patient  record  system 

Proven  patient  marketing 
program 

Locking,  modular  cabinets 
can  be  stacked,  placed 
side  by  side  or  wall 
mounted 

Ongoing  staff  training  and 
consultation  by 
professional  pharmacists 


Patient 

Efenefits 

One-Stop  convenience 
No  waiting 

Therapy  begins 
immediately 

Assures  confidentiality 

Prices  comparable  to  or 
less  than  drugstores 


Mail  to:  Allscrips,  1033  Butterfield  Road, 
Vernon  Hills,  IL  60061-1360 


Please  send  information  on  Allscrips  In-Office 
Pharmacy  Systems  to: 


Practice 

Benefits 


Improved  compliance  and 
closer  control  of 
prescriptions  and  refills 

Reduced  patient  care 
interruptions  due  to 
pharmacy  phone  calls 
In-office  diagnosis  and 
therapy  strengthens  doctor- 
patient  relationships 
Minimal  office  overhead 
Small  investment  and  rapid 
payback 

Immediate  revenue 
increase 


Office/Clinic  Name 

Address  

City  

State  

Phone  


Call  toll  free; 

1-800-654-0890 

In  Illinois; 

1-800-654-0893 


>1IISC  IPS 

Allscrips  Pharmaceuticals,  Inc. 


Elcomp...the  best  medical  office 
computer  system  is  now  even 
better  with  the  Flexible  Package** 


Would  you  treat  only  the  symptoms,  if  you  knew 
there  was  a proven  cure? 


It’s  hard  to  cure  chronic  ailments 
like  runaway  accounts  receivable, 
backlogged  claim  processing,  poor 
collection  ratio — by  treating  only  the 
symptoms.  The  Flexible  Package 
from  Elcomp  Systems,  combined 
with  Data  General’s  Desktop  Gener- 
ation computers,  has  been  a proven 
cure  for  more  than  500  physicians 
since  1978. 

The  Flexible  Package  is  modular, 
which  means  you  can  tailor  the 
system  to  fit  your  practice’s  specific 
needs  without  any  programming 
changes.  We  will  train  your  staff  in 
the  operation  of  your  system,  and 
show  you  how  your  practice  can 
most  benefit  from  all  the  features  in 
your  Flexible  Package. 


The  Flexible  Package  cure  for 
medical  office  ailments; 

• Improved  cash  flow  through 
advanced  collection  methods  and 
delinquency  reporting 

• Account  Inquiries— demographic, 
insurance,  and  financial  information 
at  a touch 

• Accounts  Receivable  and  Man- 
agement Reports,  whenever  you 
need  them 

• Instantaneous  retrieval  of  patients’ 
procedures  and  diagnoses 

• Appointment  Scheduler,  to  help 
organize  your  day 

• Automatic  preparation  of  recall 
letters 

• Flexibility  to  design  your  own 
reports  with  the  Report  Generator 

• and  many  more  benefits... 


Elcomp  Systems  can  supply  the 
cure  for  your  practice  management 
ailments.  The  treatment  is  singular 
and  straightforward— to  give  you 
hardware,  software,  training,  and 
after-purchase  support  as  one 
package. 

Focus  on  curing  your  office  problems, 
not  just  relieving  the  symptoms. 

Call  Elcomp  today — you’ll  never 
feel  better. 


IrDataGeneral 


Personal 

Computers 


ELSEfTIF"  s^siBiTis,  ha. 

Foster  Plaza  VII,  661  Andersen  Drive,  Pittsburgh,  PA  15220 
(800)  441-8386 


the  Etje  and  Ear  Clinic 

of  Charleston,  Inc. 

The  Laser  Surgery  Center 


SPECIALISTS  IN 

EYE  EAR  NOSE  and  THROAT  SURGERY 


• 35-bed  JCAH  Accredited 

Hospital 

• Ambulatory  Care/ 

Same  Day  Surgery 

• Laser  Surgery  Specialists 

• Facial  Plastic  Surgery 

• Cataract  Surgery/ 

Lens  Implant 


MEDICAL  AND  SURGICAL  SERVICES  PROVIDED  THROUGH 

EYE  EAR  NOSE  and  THROAT  PHYSICIANS 
& SURGEONS  OF  CHARLESTON,  INC. 

OPHTHALMOLOGISTS  OTOLARYNGOLOGISTS 


Robert  E.  O'Connor,  MD 
Moseley  H.  Winkler,  MD 
Samuel  A.  Strickland,  MD 
James  W.  Caudill,  MD 


Romeo  Y.  Lim,  MD 
Nabil  A.  Ragheb,  MD 
R.  Austin  Wallace,  MD 

EENT 


John  A.  B.  Holt,  MD 


FREE  PARKING 

MEDICARE  ASSIGNMENT  ACCEPTED 

1306  KANAWHA  BOULEVARD,  EAST 
P.O.  BOX  2271 

CHARLESTON,  WEST  VIRGINIA  25328 
TELEPHONE:  (304)  343-4371 
TOLL  FREE:  (800)  642-3049  (WV) 


state  flag  of  West  Virginia 


Flag  It. 

To  complete  your  prescription, 
be  sure  to  sign  on  the  left, 
on  the  “Brand  Necessary”  line. 

This  “flags”  both  pharmacist  and  patient 
that  you  want  the  brand  to  be  dispensed. 
And  it  protects  your  decision. 


scored  tablets 

2 mg  5 mg  10  mg 

The  one  you  know  best. 


CRLexperience 

and  technology 


Unmatched  quality 
and  unequal^ 
dependability  in 
cardiology  and 
related  services. 


CRI,  Cardiac  Rehabilitation 
Institute,  blends  years  of 
experience  and  outstanding 
technological  capabilities  and 
expertise  to  deliver  cardiology 
and  related  services  that  are 
unmatched  for  quality, 
unequaled  for  accuracy, 
unstinting  in  dependability. 

CRI  puts  experience  and 
technology  to  work  for 
physicians  and  their  patients 
with  a team  of  dedicated 
professionals  who  work  hard 
applying  their  exceptional 
talents,  skills,  and  knowledge 
. . . board  certified  cardiologists, 
trained  cardiovascular  nurses, 
and  skilled  medical 
technologists  using  state-of- 
the-art  equipment,  advanced 
technologies,  and  proven 


methods  to  administer  and 
interpret  tests  and  procedures 
quickly  and  with  unmatched 
accuracy. 

CRI  provides  the  widest  range 
of  cardiology  and  related 
services: 

• Non-invasive  peripheral 
vascular  imaging 

• Echocardiography  (M-Mode, 
2D  and  Doppler) 

• Ultrasonic  abdominal  studies 


• Nuclear  cardiology  and 
stress  testing 

• Pulmonary  spirometry 

• Holter  monitoring 

• Mobile  units,  including 
NU-Car  40:  40  foot  nuclear 
cardiology  unit 

Depend  on  CRI,  Cardiac 
Rehabilitation  Institute. . .for 
the  technology  and  the 
professional  talents  that  get 
the  job  done  on  time, 
every  time. 


fBSl  CARDIAC 
iwrnmm  REHABILITATION 


INSTITUTE 

5438  Center  Avenue.  Pittsburgh.  PA  15232 
Phone:  412/682-6201 
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CNA  has  been 
helping  physicians  control 
risks  for  years. 


Controlling  risks  is  one  effective  way  to  help 
you  and  the  CNA  Insurance  Companies 
contain  the  increasing  cost  of  medical  mal- 
practice insurance.  Together  w^e  are  making 
a difference  through  the  WVSMA  Loss 
Control  Seminars. 

Tlie  seminars  are  designed  to  help  you 
avoid  claims  by  improving  your  practice. 

Well  demonstrate  the  proper  steps  in  handling 
a claim.  You’ll  also  receive  up-to-date  informa- 
tion from  local  ph\'sicians,  detense  attorne}’s 


specializing  in  medical  malpractice  and  CNA 
claims  specialists.  And  you’ll  earn  a 5%  pre- 
mium credit  for  completing  the  seminar. 

Learn  more  about  controlling  risks. 
(Contact  the  CNA  program  administrator  today 
McDonougli,  (^aperton.  Shepherd 
Association  Group 
P.O.  Box  3186 
One  Hillcrest  Dr.  E. 

Charleston,  WV  25332 
(304)346-0611 


V # 


lilt-  WVSMA,  CNA  Ph)>icians  Protection  Program  is  underwritten  b> 
(iontinental  (ia-sualty  Ciompany,  one  of  the  C.NA  Insurance  Companies 


For  All  the  Commitments  You  iVlake® 


'I'lieres  no  reason  at  all  why  a healthy  respect  for  a dollar  should  condemn  you  to 
owTung  a merely  average  car. 

Accordmg  to  the  National  Automobile  Dealers  Association,  the  average  retail 
selling  price  of  a new  car  last  year  was  about  $11,925.  For  very  little  more  than  that,  you  can 
have  a new  Saab  900. 

d'he  modest  price  of  a Saab  900  buys  you  a front-wheel  drive  European  sports 
sedan  that’s, protected  by  a 3-year/3b,000  mile  limited  factory  warranty  and  htted  out  with 
air  conditioning,  rack-and-i)inion  steering  and  station-wagon -like  cargo  capacity,  along  with  a 
long  list  of  other  comlort  ^md  engineering  features  that  often  aren’t  available  at  all  on  other 
cars  in  tliis  class. 

Instead  of  settling  for  a depressingly  “average"  car,  come  SAAB 
in  soon  and  see  how  much  more  you  can  get  for  your  money.  nuist  iiilclli^nit  i rir  hiult. 


OPEN  DAILY  9-9 
SAT.  9-6 


SAAB 


RT.  60 

ST.  ALBANS,  WV 


THE  SAAB  900. 

THE  ONLY  THING  THAT'S  MERELY 
AVERAGE  ABOUT  IT  IS  THE  PRICE. 


To  showyou  how  many 
hypertensives  stayed  on 

INDERAE  LA 

(PROPRANOLOL  HCl) 

after  a major  nationwide  trial... 


60,073 patients  (90%)  who  started  on 
INDERAE  LA  stayed  on  INDERAL  LAI 


Surprising?  Not  really. 

Because  most  patients  on  INDERAL  LA  (propranolol  HCl)  don't  even  know 
it's  working. 

A recent  double-blind,  placebo-controlled,  crossover  study  in  138  hyper- 
tensive patients^  revealed  that  INDERAL  LA  has  a side  effects  profile 
unsurpassed  by  atenolol  or  metoprolol  — which  shows  how  well-tolerated 
once-daily  INDERAL  LA  can  be. 


Sole  therapy  or  concomitant  therapy? 

Fifty-nine  percent  of  the  time,  INDEl^L  LA  stood  on  its  own. 


The  patients  in  the  nationwide  compliance  trial  were  no  different  from  yours. 
Generally  when  the  antihypertensive  regimen  is  complicated,  compliance 
may  become  a problem.  So,  the  effectiveness  of  INDERAL  LA  as  once-daily 
monotherapy  is  a big  plus.  Of  the  remaining  hypertensives  in  the  program, 
36%  were  treated  merely  with  the  addition  of  a diuretic  to  INDERAL  LA. 


For  the  noncompliant  patients  in  your  practice,  INDERAL  LA  may 
well  be  the  answer. 


Almost  20,000  of  the  patients  in  the  nationwide  compliance  trial  were  identi- 
fied as  having  been  noncompliant  with  their  previous  antihypertensive 
therapy.  Their  physicians  reported  that  88%  showed  improved  compliance 
when  placed  on  once-daily  INDERAL  LA. 


Control,  comfort,  and  complicince 


H UNUt-UAILY  ■■ 

INDERAL  LA 


ONCE-DAILY 


LONG  ACTING 
CAPSULES 


Like  conventional  INDERAL  Tablets.  INDERAL  LA  should  not  be  used 
in  the  presence  of  congestive  heart  failure,  sinus  bradycardia,  cardio- 
genic shock,  heart  block  greater  than  first  degree,  and  bronchial  asthma. 


'After  a 30-day  trial  \with  INDERAL  LA.  physicians  reported  that  90% 
of  the  patients  would  remain  on  INDERAL  LA 


The  one  you  know  best_,, 
keeps  looking  better 


Please  see  next  page  for  brief  summary  of  prescribing  information. 


The  one  you  know  best  keeps  looking  better 


BRIEF  SUMMARY  (FOR  FULL  PRESCRIBING  INFORMATION.  SEE  PACKAGE  CIRCULAR  ) 

INDERAL'^  LA  brand  of  propranolol  hydrochloride  (Long  Acting  Capsules) 

DESCRIPTION.  INDERAL  LA  is  formulated  to  provide  a sustaihed  release  of  propranolol 
hydrochloride  INDERAL  LA  is  available  as  60  mg  80  mg,  120  mg.  and  160  mg  capsules 

CLINICAL  PHARMACOLOGY.  INDERAL  is  a nonselective.  befa-adrenergic  receptor- 
blocking agent  possessing  no  other  autonomic  nervous  system  activity  It  specifically  com- 
petes with  beta-adrenergic  receptor-stimulating  agents  lor  available  receptor  sites  When 
access  to  beta-receptor  sites  is  blocked  by  INDERAL  the  chronotropic,  inotropic,  and  vasodi- 
lator responses  to  beta-adrenergic  stimulation  are  decreased  proportionately 

INDERAL  LA  Capsules  (60.80,  120.  and  160  mg)  release  propranolol  HCl  at  a controlled  and 
predictable  rate  Peak  blood  levels  following  dosing  with  INDERAL  LA  occur  at  about  6 hours 
and  the  apparent  plasma  half-lite  is  about  10  hours  When  measured  at  steady  state  over  a 
24-hour  period  the  areas  under  the  propranolol  plasma  concentration-time  curve  (AUCs)  for 
the  capsules  are  approximately  60%  to  65%  of  the  AUCs  for  a comparable  divided  daily  dose 
ol  INDERAL  Tablets  The  lower  AUCs  for  the  capsules  are  due  to  greater  hepatic  metabolism  of 
propranolol,  resulting  from  the  slower  rate  of  absorption  of  propranolol  Over  a twenty-four  (24) 
hour  period,  blood  levels  are  fairly  constant  for  about  twelve  (12)  hours  then  decline  exponen- 
tially 

INDERAL  LA  should  not  be  considered  a simple  mg-for-mg  substitute  for  conventional 
propranolol  and  the  blood  levels  achieved  do  not  match  (are  lower  thah)  those  of  two  to  four 
times  daily  dosing  with  the  same  dose  When  changing  to  INDERAL  LA  from  conventional 
propranolol,  a possible  need  for  retitration  upwards  should  be  considered  especially  to  main- 
tain effectiveness  at  the  end  of  the  dosing  interval  In  most  clinical  settings,  however,  such  as 
hypertension  or  angina  where  there  is  little  correlatioh  between  plasma  levels  and  clinical 
effect.  INDERAL  LA  has  beeh  therapeutically  equivalent  to  the  same  mg  dose  of  convehtional 
INDERAL  as  assessed  by  24-hour  effects  on  blood  pressure  and  on  24-hour  exercise  re- 
sponses of  heart  rate,  systolic  pressure  and  rate  pressure  product  INDERAL  LA  can  provide 
effective  beta  blockade  lor  a 24-hour  period 

INDICATIONS  AND  USAGE.  Hypertension:  INDERAL  LA  is  indicated  in  the  manage- 
ment of  hypertension,  it  may  be  used  alone  or  used  in  combination  with  other  antihypertensive 
agents,  particularly  a thiazide  diuretic  INDERAL  LA  is  not  indicated  in  the  management  of 
hypertensive  emergencies 

Angina  Pectoris  Due  to  Coronary  Atherosclerosis:  INDERAL  LA  is  indicated  for  the 
long-term  management  of  patienfs  with  angina  pectoris 

Migraine:  INDERAL  LA  is  indicated  for  fhe  prophylaxis  of  common  migraine  headache 
The  efficacy  of  propranolol  in  the  treatment  of  a migraine  attack  that  has  started  has  not  been 
established  and  propranolol  is  not  indicated  for  such  use 

Hypertrophic  Subaortic  Stenosis:  INDERAL  LA  is  useful  in  the  management  of  hyper- 
trophic subaortic  stenosis,  especially  for  treatment  of  exertional  or  other  stress-induced 
angina,  palpitations,  and  syncope  INDERAL  LA  also  improves  exercise  performance  The 
effectiveness  of  propranolol  hydrochloride  in  this  disease  appears  to  be  due  to  a reduction  of 
the  elevated  outflow  pressure  gradient  which  is  exacerbated  by  beta-receptor  stimulation 
Clinical  improvement  may  be  temporary 

CONTRAINDICATIONS.  INDERAL  is  contraindicated  in  1)  cardiogenic  shock,  2)  sinus 
bradycardia  and  greater  than  first-degree 
block,  3)  bronchial  asthma,  4)  congestive  heart 
failure  (see  WARNINGS)  unless  the  failure  is 
secondary  to  a tachyarrhythmia  treatable  with 
INDERAL 

WARNINGS.  CARDIAC  FAILURE  Sympa- 
thetic stimulation  may  be  a vital  component 
supporting  circulatory  function  in  patients  with 
congestive  heart  failure,  and  its  inhibition  by 
beta  blockade  may  precipitate  more  severe 
failure  Although  beta  blockers  should  be 
avoided  in  overt  congestive  heart  failure,  if  nec- 
essary. they  can  be  used  with  close  follow-up  in 
pafients  with  a history  of  failure  who  are  well 
compensated  and  are  receiving  digitalis  and 
diuretics  Beta-adrenergic  blocking  agents  do  not  abolish  the  inotropic  action  of  digitalis  on 

IN  PATIENTS  WITHOUT  A HISTORY  OF  HEART  FAILURE,  continued  use  of  beta  blockers 
can,  in  some  cases,  lead  to  cardiac  failure  Therefore,  at  the  first  sign  or  symptom  of  heart 
failure,  the  patient  should  be  digitalized  and/or  treated  with  diuretics,  and  the  response 
observed  closely,  or  INDERAL  should  be  discontinued  (gradually,  if  possible) 


IN  PATIENTS  WITH  ANGINA  PECTORIS,  there  have  been  reports  of  exacerbation  of 
angina  and.  in  some  cases,  myocardial  infarction,  following  abrupt  discontinuance  of 
INDERAL  therapy  Therefore,  when  discontinuance  of  INDERAL  is  planned,  the  dosage 
should  be  gradually  reduced  over  at  least  a few  weeks,  and  the  patient  should  be 
cautioned  against  interruption  or  cessation  of  therapy  without  the  physician's  advice  If 
INDERAL  therapy  is  interrupted  and  exacerbation  of  angina  occurs,  it  usually  is  advisable 
to  reinstitute  INDERAL  therapy  and  take  other  measures  appropriate  for  the  management 
of  unstable  angina  pectoris  Since  coronary  artery  disease  may  be  unrecognized,  it  may 
be  prudent  to  follow  the  above  advice  in  patients  considered  at  risk  of  having  occult 
atherosclerotic  heart  disease  who  are  given  propranolol  for  other  indications 


Nonallergic  Bronchospasm  (eg,  chronic  bronchitis,  emphysema)  — PATIENTS 
WITH  BRONCHOSPASTIC  DISEASES  SHOULD  IN  GENERAL  NOT  RECEIVE  BETA 
BLOCKERS  INDERAL  should  be  administered  with  caution  since  it  may  block  bronchodilation 
produced  by  endogenous  and  exogenous  catecholamine  stimulation  of  beta  receptors. 

MAJOR  SURGERY  The  necessity  or  desirability  of  withdrawal  of  beta-blocking  therapy  prior 
to  major  surgery  is  controversial  It  should  be  noted,  however,  that  the  impaired  ability  of  the 
heart  to  respond  to  reflex  adrenergic  stimuli  may  augment  the  risks  of  general  anesthesia  and 
surgical  procedures 

INDERAL  (propranolol  HCl).  like  other  beta  blockers,  is  a competitive  inhibitor  of  beta-recep- 
tor agonists  and  its  effects  can  be  reversed  by  administration  of  such  agents,  eg.  dobutamine 
or  isoproterenol  However,  such  patients  may  be  subject  to  protracted  severe  hypotension 
Difficulty  in  starting  and  maintaining  the  heartbeat  has  also  been  reported  with  beta  blockers 
DIABETES  AND  HYPOGLYCEMIA  Beta  blockers  should  be  used  with  caution  in  diabetic 
patients  if  a beta-blocking  agent  is  required  Beta  blockers  may  mask  tachycardia  occurring 
with  hypoglycemia,  but  other  manifestations  such  as  dizziness  and  sweating  may  not  be 
significantly  affected  Following  insulin-induced  hypoglycemia,  propranolol  may  cause  a delay 
in  the  recovery  of  blood  glucose  to  normal  levels 
THYROTOXICOSIS  Beta  blockade  may  mask  certain  clinical  signs  of  hyperthyroidism. 
Therefore,  abrupt  withdrawal  of  propranolol  may  be  followed  by  an  exacerbation  of  symptoms 
of  hyperthyroidism,  including  thyroid  storm  Propranolol  may  change  thyroid  function  tests, 
increasing  T4  and  reverse  T3,  and  decreasing  T3- 
IN  PATIENTS  WITH  WOLFF-PARKINSON-WHITE  SYNDROME,  several  cases  have  been 
reported  in  which,  after  propranolol,  the  tachycardia  was  replaced  by  a severe  bradycardia 
requiring  a demand  pacemaker  In  one  case,  this  resulted  after  an  initial  dose  of  5 mg 
propranolol 


be  told  that  INDERAL  may  interfere  with  the  glaucoma  screening  test  Withdrawal  may  lead  to  a 
return  ol  increased  intraocular  pressure 

CLINICAL  LABORATORY  TESTS  Elevated  blood  urea  levels  in  patients  with  severe  heart 
disease,  elevated  serum  transaminase,  alkaline  phosphatase  lactate  dehydrogenase 
DRUG  INTERACTIONS  Patients  receiving  catecholamine-depleting  drugs  such  as  reser- 
pine  should  be  closely  observed  if  INDERAL  is  administered  The  added  catecholamine- 
blocking  action  may  produce  an  excessive  reduction  ol  resting  sympathetic  nervous  activity 
which  may  result  in  hypotension,  marked  bradycardia,  vertigo,  syncopal  attacks,  or  orthostatic 
hypotension 

Caution  should  be  exercised  when  patients  receiving  a beta  blocker  are  administered  a 
calcium-channel-blocking  drug,  especially  intravenous  verapamil,  for  both  agents  may  de- 
press myocardial  contractility  or  atrioventricular  conduction  On  rare  occasions,  the  concomi- 
tant intravenous  use  of  a beta  blocker  and  verapamil  has  resulted  in  serious  adverse  reactions 
especially  in  patients  with  severe  cardiomyopathy,  congestive  heart  failure  or  recent  myocar- 
dial infarction 

Aluminum  hydroxide  ge/ greatly  reduces  intestinal  absorption  of  propranolol 
Ethanol  slows  the  rate  of  absorption  of  propranolol 
Phenytoin.  phenobarbitone.  and  rifampin  accelerate  propranolol  clearance 
Chlor promazine,  when  used  concomitantly  with  propranolol,  results  in  increased  plasma 
levels  of  both  drugs 

Anlipyrine  and  lidocaine  have  reduced  clearance  when  used  concomitantly  with 
propraholol 

Thyroxine  may  result  in  a lower  than  expected  T3  concentration  when  used  concomitantly 
with  propranolol 

Cimetidine  decreases  the  hepatic  metabolism  of  propranolol,  delaying  elimination  and 
increasing  blood  levels 

Theophylline  clearance  is  reduced  when  used  concomitantly  with  propranolol 
CARCINOGENESIS.  MUTAGENESIS.  IMPAIRMENT  OF  FERTILITY  Long-term  studies  in 
animals  have  been  conducted  to  evaluate  toxic  effects  and  carcinogenic  potential  In  18- 
month  studies  in  both  rats  and  mice,  employing  doses  up  to  150  mg/kg.'day,  there  was  no 
evidence  of  significant  drug-induced  toxicity  There  were  ho  drug-related  tumorigenic  effects 
at  any  of  the  dosage  levels  Reproductive  studies  in  animals  did  not  show  any  impairment  of 
fertility  that  was  attributable  to  the  drug 

PREGNANCY  Preghancy  Category  C INDERAL  has  been  shown  to  be  embryotoxic  in 
animal  studies  at  doses  about  10  times  greater  than  the  maximum  recommended  human  dose 
There  are  no  adequate  and  well-controlled  studies  in  pregnant  women  INDERAL  should  be 
used  during  pregnancy  only  if  the  potential  benefit  justifies  the  potential  risk  to  the  fetus 
NURSING  MOTHERS  INDERAL  is  excreted  in  human  milk  Caution  should  be  exercised 
when  INDERAL(propranolol  HCl)  is  administered  to  a nursing  woman 
PEDIATRIC  USE  Safety  and  effectiveness  in  children  have  not  been  established 

ADVERSE  REACTIONS.  Most  adverse  effects  have  been  mild  and  transient  and  have  rarely 
required  the  withdrawal  of  therapy 

Cardiovascular  Bradycardia,  congestive  heart  failure,  intensification  of  AV  block,  hypoten- 
sion, paresthesia  of  hands,  thrombocytopenic  purpura,  arterial  insufficiency,  usually  of  the 
Raynaud  type 

Central  Nervous  System  Light-headedness,  mental  depression  manifested  by  insomnia, 
lassitude,  weakness,  fatigue,  reversible  mental  depression  progressing  to  catatonia,  visual 
disturbances;  hallucinations,  vivid  dreams,  an  acute  reversible  syndrome  characterized  by 

disorientation  for  time  and  place,  short-term 
memory  loss,  emotional  lability,  slightly 
clouded  sensorium,  and  decreased  perfor- 
mance on  neuropsychometrics  For  immediate 
formulations,  fatigue,  lethargy  and  vivid 
dreams  appear  dose  related 
Gastrointestinal  Nausea,  vomiting  epigas- 
tric distress,  abdominal  cramping,  diarrhea, 
constipation,  mesenteric  arterial  thrombosis, 
ischemic  colitis 

Allergic:  Pharyngitis  and  agranulocytosis, 
erythematous  rash,  fever  combined  with  ach- 
ing and  sore  throat,  laryngospasm  and  respira- 
tory distress 

Respiratory  Bronchospasm 
Hematologic  Agranulocytosis,  nonthrombocytopenic  purpura,  thrombocytopenic  purpura 
Auto-Immune  In  extremely  rare  instances,  systemic  lupus  erythematosus  has  been 
reported 

Miscellaneous.  Alopecia.  LE-like  reactions,  psoriasiform  rashes,  dry  eyes,  male  impotence, 
and  Peyronie's  disease  have  been  reported  rarely  Oculomucocutaneous  reactions  involving 
the  skin,  serous  membranes  and  conjunctivae  reported  for  a beta  blocker  (practolol)  have  not 
been  associated  with  propranolol 

DOSAGE  AND  ADMINISTRATION.  INDERAL  LA  provides  propranolol  hydrochloride  in  a 
sustained-release  capsule  for  administration  once  daily  It  patients  are  switched  from  INDERAL 
Tablets  to  INDERAL  LA  Capsules,  care  should  be  taken  to  assure  that  the  desired  therapeutic 
effect  IS  maintained  INDERAL  LA  should  not  be  considered  a simple  mg-for-mg  substitute  for 
INDERAL  INDERAL  LA  has  different  kinetics  and  produces  lower  blood  levels  Retitration  may 
be  necessary,  especially  to  maintain  effectiveness  at  the  end  of  the  24-hour  dosing  interval 
HYPERTENSION  - Dosage  must  be  individualized  The  usual  initial  dosage  is  80  mg 
INDERAL  LA  once  daily,  whether  used  alone  or  added  to  a diuretic  The  dosage  may  be 
increased  to  120  mg  once  daily  or  higher  until  adequate  blood-pressure  control  is  achieved 
The  usual  maintenance  dosage  is  120  to  160  mg  once  daily  In  some  instances  a dosage  of  640 
mg  may  be  required  The  time  needed  for  full  hypertensive  response  to  a given  dosage  is 
variable  and  may  range  from  a few  days  to  several  weeks 
ANGINA  PECTORIS  — Dosage  must  be  individualized.  Starting  with  80  mg  INDERAL  LA 
once  daily,  dosage  should  be  gradually  increased  at  three-  to  seven-day  intervals  until  optimal 
response  is  obtained  Although  individual  patients  may  respond  at  any  dosage  level,  the 
average  optimal  dosage  appears  to  be  160  mg  once  daily  In  angina  pectoris,  the  value  and 
safety  of  dosage  exceeding  320  mg  per  day  have  not  been  established 
If  treatment  is  to  be  discontinued,  reduce  dosage  gradually  over  a period  of  a few  weeks  (see 
WARNINGS) 

MIGRAINE  — Dosage  must  be  individualized  The  initial  oral  dose  is  80  mg  INDERAL  LA 
once  daily  The  usual  effective  dose  range  is  160-240  mg  once  daily  The  dosage  may  be 
increased  gradually  to  achieve  optimal  migraine  prophylaxis.  If  a satisfactory  response  is  not 
obtained  within  four  to  six  weeks  after  reaching  the  maximal  dose,  INDERAL  LA  therapy  should 
be  discontinued  It  may  be  advisable  to  withdraw  the  drug  gradually  over  a period  of  several 
weeks 

HYPERTROPHIC  SUBAORTIC  STENOSIS-  80-160  mg  INDERAL  LA  once  daily 
PEDIATRIC  DOSAGE  At  this  time  the  data  on  the  use  of  the  drug  in  this  age  group  are  too 
limited  to  permit  adequate  directions  for  use 
*The  appearance  of  these  capsules  is  a registered  trademark  of  Ayerst  Laboratories 


REFERENCES: 

1.  INDERAL  LA  National  Compliance  Evaluation  Program  Data  on  file,  Ayerst  Laboratories 

2.  Ravid  M,  Lang  R.  Jutrin  I:  The  relative  antihypertensive  potency  of  propranolol,  oxprenolol. 
atenolol,  and  metoprolol  given  once  daily  Arch  Intern  Med  19fc,  145  1321-1323 

R 7119/587 


ONCE-DAILY 

INDERAL  LA 

(PROPRANOLOL  HCl) 


LONG  ACTING  CAPSULES 


60  mg  80  mg  120  mg  I60mg 

^ (m 

lAf 


1 


IAI20 


PRECAUTIONS.  GENERAL  Propranolol  should  be  used  with  caution  in  patients  with  im- 
paired hepatic  or  renal  function  INDERAL  (propranolol  HCl)  is  not  indicated  for  the  treatment  of 
hypertensive  emergencies 

Beta-adrenoreceptor  blockade  can  cause  reduction  of  intraocular  pressure  Patients  should 
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Traumatic  arteriovenous  fistula 
(AVFs)  between  the  aortic  arch  and 
innominate  veins  are  distinctly 
unusual.  Effective  repair  depends 
on  control  of  bleeding,  avoidance 
of  emboli  and  cerebral  preserva- 
tion. Extracorporoal  circulation, 
circulatory  arrest,  and  hypothermia 
should  be  considered  as  a method 
of  repair.  This  technique  facilitates 
control  of  exsanguinating  hemor- 
rhage and  is  effective  in  avoiding 
functional  brain  damage. 

Surgical  treatment  of  life- 

threatening  cardiovascular  condi- 
tions resulting  from  trauma  to  the 
heart,  aortic  arch,  and  great  vessels 
has  been  fraught  with  technical  dif- 
ficulties in  the  past.^’”  Traumatic 
arteriovenous  fistulas  involving  the 
aorta  and  innominate  vein  have 
been  repaired  under  profound 
hypothermia  and  circulatory 
arrest. Effective  repair  requires  in- 
terruption or  diversion  of  the  cir- 
culation away  from  the  injured  site, 
and  success  depends  on  control  of 
bleeding,  avoidance  of  emboli,  and 
cerebral  preservation. 

Extracorporeal  circulation, 
hypothermia,  and  circulatory  arrest 
are  most  frequently  used  in  repair 
of  congenital  intracardiac  defects^ 
and  resection  of  aortic  arch 
aneurysms.*’’^  We  would  like  to  pre- 
sent a case  of  a stab  wound  to  the 
left  neck  with  penetration  to  the 
chest  resulting  in  arteriovenous 
fistula  of  the  aortic  arch  and  in- 
nominate vein.  The  fistula  was 


successfully  repaired  under  extracor- 
poreal circulation,  hypothermia  and 
circulatory  arrest. 

Case  Report 

A 34-year-old  black  male,  obvious- 
ly inebriated,  presented  to  the 
Emergency  Room  with  a stab 
wound  to  the  base  of  the  neck.  The 
patient  denied  loss  of  consciousness 
or  shortness  of  breath.  On  physical 
examination  his  blood  pressure  was 
130/100,  pulse  130/min.,  and  respira- 
tions 20/min.  A small,  two-cm,  ooz- 
ing laceration  in  the  medial  left 
supraclavicular  area  was  seen.  There 
was  no  neck  vein  distension, 
tracheal  deviation  or  carotid  bruits. 
No  precordial  bruit  was  audible.  Ex- 
amination of  the  chest  was 
unremarkable.  Electrocardiogram 
showed  sinus  tachycardia. 

Posteroanterior  roentgenograms  of 
the  chest  revealed  an  abnormal  aor- 
tic contour  at  the  aortic  arch,  with 
widening  of  the  mediastinum 
(Eigure  1). 


The  widened  mediastinum  plus 
the  anatomical  proximity  of  the 
wound  to  major  vessels  were  sug- 


Figure  1.  Portable  posteroanterior  x- 
ray  of  chest  demonstrating  widening  of 
the  mediastinum. 


gestive  of  a vascular  injury. 
Therefore,  aortography  was  perform- 
ed which  revealed  a thickening  of 
the  wall  of  the  aorta  at  the  level  of 
the  arch  and  proximal  descending 
aorta  (Eigure  2).  A barium  swallow 
was  also  performed  and  found  to  be 
normal. 

The  clinical  history  and  location 
of  the  wound  in  addition  to  a 
suspicious  arteriogram  prompted  a 
left  neck  surgical  exploration.  Small 
arterial  bleeders  were  ligated  and 
the  stab  wound  tract  was  then 
followed  into  the  anterosuperior 
mediastinum.  Here  an  encapsulated 
hematoma  with  a thrill  was 
palpated.  In  view  of  this  surgical 
finding  the  neck  wound  was  closed 
with  great  care  to  avoid  disruption 
of  the  hematoma,  and  arrangements 
made  to  prepare  the  cardiac  surgical 
suite.  The  patient  remained  hemo- 
dynamically  stable. 

Stat  subtraction  arteriograms  were 
obtained  which  revealed  a vertical 
tear  of  the  aortic  arch  distal  to  the 
origin  of  the  innominate  artery  with 
immediate  filling  of  the  left  subcla- 
vian vein  and  filling  of  the  in- 
nominate vein  (Eigure  3). 

As  soon  as  these  results  were  ob- 
tained, the  patient  was  immediately 
taken  to  the  cardiac  surgical  suite 
where,  I6  hours  after  presentation, 
he  was  placed  on  partial  car- 
diopulmonary bypass  by  cannula- 
tion  of  the  right  common  femoral 
artery,  k #22  femoral  cannula  was 
connected  to  the  arterial  line  of  the 
cardiopulmonary  bypass  machine. 

A midsternotomy  was  performed, 
the  pericardium  marsupialized,  and 
the  right  atrium  exposed.  The  right 
atrium  was  cannulated  with  a two- 
stage,  single  venous  cannula  and 
connected  to  the  venous  line  of  the 
heart-lung  machine.  Eollowing  place- 
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Figure  2.  Transfemoral  aortogram 
demonstrating  thickening  of  the  wall  of 
the  aortic  arch  and  proximal  descending 
aorta. 

ment  on  cardiopulmonary  bypass, 
hypothermia  was  achieved  to  20°  C. 
The  thymus  was  dissected  exposing 
the  left  innominate  vein  and  the 
ascending  aorta  up  to  the  origin  of 
the  innominate  artery.  The  in- 
nominate vein  was  then  dissected 
free  exposing  the  laceration  with 
considerable  bleeding  noted.  This 
blood  was  preserved  by  aspiration 
back  into  the  cardiopulmonary 
bypass  machine.  After  proximal  and 
distal  control  of  the  innominate  vein 
was  obtained,  the  lacerated  aorta 
was  exposed.  At  this  point  further 
hypothermia  was  achieved  to  18°  C 
and  the  heart  was  noted  to  go  into 
ventricular  fibrillation. 

The  left  carotid  was  then  exposed 
through  the  previous  neck  inci- 
sion, and  the  innominate  arch  was 
then  dissected  free  and  isolated  with 
vessel  loops.  Using  a partial  oc- 
cluding clamp,  the  laceration  on  top 
of  the  aortic  arch  was  controlled.  A 
small,  one-cm  laceration  in  the 
posterior  wall  of  the  left  carotid 
artery  was  closed  with  interrupted 
sutures  of  5-0  prolene.  The  lacera- 
tion of  the  arch  was  two  cm  and  ex- 
tended into  the  proximal  left 
carotid.  This  was  closed  with  4-0 
prolene  running  sutures,  and  rein- 
forced with  teflon  pledgets.  Air  was 
eliminated  by  placing  the  patient  in 
a Trendelenburg  position  and  #18 
gauge  needle  puncture  to  the  prox- 
imal ascending  aorta.  The  cross 
clamp  was  then  removed,  re- 
establishing blood  flow  through  the 
innominate  and  left  carotid  arteries. 
Cross  clamp  time  was  10  minutes. 


Figure  3.  Transfemoral  aortogram: 
Subtraction  study  revealing  vertical  tear 
of  the  aortic  arch  with  immediate  filling 
of  the  left  subclavian  and  innominate 
vein. 

The  innominate  vein  was  repaired 
with  a short,  10-mm  Cortex  inter- 
position graft.  Decannulation  and 
postoperative  course  were  unevent- 
ful. The  patient  was  discharged  and 
he  has  done  well  since. 

Discussion 

Although  hypothermia  and  cir- 
culatory arrest  have  been  used  since 
the  1950s, ‘°  the  advantages  with  this 
technique  for  repair  of  traumatic 
injuries  to  the  aortic  arch  and 
branches  have  seldom  been 
reported.  In  1963,  Borstard  and 
associates  repaired  a post-traumatic 
aortic  arch  innominate  vein  fistula 
under  hypothermia  and  circulatory 
arrest.  Ellison  and  Means,  in  1977, 
reported  repair  of  multiple  lacera- 
tion of  major  blood  vessels  during 
deep  hypothermia  and  circulatory 
arrest.  They  had  also  used  this 
technique  for  repair  of  a pistol  shot 
wound  requiring  ascending  aorta  to 
right  atrial  and  ascending  aorta  to 
left  atrial  shunts. 

The  important  role  of 
arteriography  in  the  diagnosis  of 
traumatic  AVFs  can  not  be  overly 
emphasized.  It  is  difficult  to 
diagnose  acute  AVFs  clinically  as 
demonstrated  by  the  fact  that  our 
patient  remained  hemodynamically 
stable  and  showed  no  signs  of  CNS 
deficit.  Although  a bruit  may  be 
detected  in  half  of  the  acute  AVFs,'*^ 
in  our  patient  this  was  not  initially 
present,  only  becoming  audible  dur- 
ing the  ICU  monitoring  period. 

The  aortography  findings  coupled 
with  those  at  surgical  neck  explor- 


ation confirmed  the  intrathoracic 
penetration  and  vascular  injury. 

While  one  would  proceed  with  a 
thoracotomy  and/or  sternotomy"  '^  '^ 
in  unstable  patients,  our  patient  re- 
mained hemodynamically  stable. 

ICU  monitoring  was  continued  until 
our  cardiac  surgical  suite  was 
prepared.  Subtraction  arteriograms 
more  clearly  defined  the  defect  be- 
tween the  major  vessels  and  the 
exact  location  of  the  AVF.  This 
preoperative  information  allowed  for 
the  selection  of  cardiopulmonary 
bypass  and  deep  hypothermia  as  a 
method  of  surgieal  repair.  Dissection 
with  rapid  localization  and  direct 
closure  of  the  defects  in  the  aorta 
and  innominate  vein  were  thus 
simplified.  This  method  also 
eliminated  the  danger  of  ex- 
sanguinating hemorrhage,  and  pro- 
vided protection  from  ischemia  to 
the  brain. 

A perfect  method  for  total  brain 
tissue  preservation  has  not  been 
found.  From  experimental  and 
clinical  data  there  appears  to  be 
detectable  CNS  damage  to  those 
subjected  to  CPB  with  deep 
hypothermia,  either  with  con- 
tinuous perfusion  or  circulatory 
arrest.  This  occurs  whether  pulsatile 
or  nonpulsatile  type  of  perfusion  is 
used. Nevertheless,  the  use  of 
hypothermia  and  circulatory  arrest 
did  not  cause  any  clinical  signs  of 
CNS  dysfunction  in  our  patient. 
Cerebral  temperature  of  less  than 
20°  C,  kept  as  short  as  possible,  pro- 
vides a safe  method  of  brain  protec- 
tion. If  the  arrest  time  is  kept  within 
20  minutes,  the  risk  of  structural 
brain  damage  is  extremely  small  at 
this  temperature.’"* 

Coagulopathies  with  excessive 
bleeding,  changes  in  myocardial 
function  and  pulmonary  complica- 
tion have  all  been  reported  with  this 
technique.' These  disadvantages, 
however,  may  be  avoided  by  shorter 
perfusion  time.  CPB  with  hypother- 
mia and  circulatory  arrest  should  be 
considered  whenever  a life- 
threatening  injury  to  major  blood 
vessels  in  the  thorax  is  encountered, 
especially  one  which  circulatory 
status  may  deteriorate  upon  opening 
the  thorax,  or  in  which  massive,  un- 
controllable bleeding  may  occur 
during  surgical  repair. 
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Summary 

A stab  wound  to  the  neck  with 
penetration  to  the  chest,  resulting  in 
an  aortic  arch,  innominate  vein 
fistula  is  presented.  Direct  closure 
was  successfully  performed  under 
extracorporeal  hypothermic  and  cir- 
culatory arrest. 
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This  Study  was  undertaken  to 
assess  the  changing  patient  popula- 
tions, diagnoses,  and  the  massive 
attrition  in  hospital  popidation  be- 
tween 1965  and  1985.  Hospital 
records  of  groups  of  25  patients 
each  from  approximately  50-year 
intervals  at  times  of  conflict  for  the 
country  (1864,  1918,  1968),  and 
census  records  between  1965  and 
1985  were  abstracted. 

Prior  to  the  Civil  War,  the 

humanitarian  efforts  of  such  per- 
sons as  Dorothea  Dix,  the  rivalry 
between  two  Virginia  asylums,  and 
the  political  influence  of  the 
Virginia  State  Auditor,  Jonathan 
Bennett,  of  Weston,  led  to  initiation 
of  construction  of  an  asylum  for  the 
insane.  The  choice  of  a rural  area 
at  Weston,  a result  of  the  Kirkbride 
Plan,  reflected  the  thought  then  of 
complete  isolation  of  the  mentallv 
ill.' 

This  study  was  undertaken  to 
assess  the  changing  patient  popula- 
tions, diagnoses,  and  the  massive 
attrition  in  hospital  population  bet- 
ween 1965  and  1985.  The  conclu- 
sions reached  concur  in  general 
with  those  of  the  literature, 
although  the  study  of  one  hospital 
allows  the  presentation  of  specific 
factors  in  an  individual  manner. 

Methods 

Hospital  records  of  groups  of  25 
patients  each  from  approximately 
50-year  intervals  at  times  of  conflict 
for  the  country  (1864,  1918,  1968) 
and  census  records  between  1965 
and  1985  were  abstracted.  A former 
clinical  director,  a nurse  and  a social 
worker  were  interviewed  to  provide 
insight  into  the  patient  attrition  be- 
tween 1965  and  1985  and  the  staff- 
ing and  patient  management  at 
Weston  Hospital  over  a period  of 
decades. 


The  records  of  1864  demonstrate 
brief  but  complete  record  keeping. 
The  predominant  diagnoses  for 
females  were  mania  and  melancholia 
(60  per  cent)  and  dementia  (35  per 
cent);  for  males  there  was  a reversal 
(37.5  per  cent  and  62.5  per  cent, 
respectively).  Average  hospital 
stay  was  9.75  years,  with  females 
averaging  7.45  and  males  14.40 
years.  Fifty-two  per  cent  of  the  pa- 
tients died  while  in  the  hospital.  In 
19I8  we  find  more  sparsely  kept 
records.  The  predominant  diagnosis 
was  “hallucinations  and  delusions” 
(60  per  cent).  The  average  hospital 
stay  was  0.767  year,  males  being 
1.80  and  females  0.38  year; 
however,  no  males  died  in  the 
hospital  while  70  per  cent  of  the 


( i'Ayribe  solution  is  to 
M.  provide  community 
homes,  care  and  rehabili- 
tation. For  the  chronically 
disturbed,  appropriate 
asylum  is  needed,  y y 


females  did.  The  year  1968  needs  to 
be  evaluated  in  the  light  of  the 
policy  which  developed  of  placing 
patients  out  on  “trial  visit,”  with 
subsequent  discharge  and  often  later 
readmission.  The  diagnostic  profile 
had  changed  to  44  per  cent 
schizophrenia.  Average  hospital  stay 
was  0.42  year,  with  0.15  for  males 
and  0.57  year  for  females,  a reversal 
of  the  prior  pattern.  Only  two  of 
the  patients  died  in  the  hospital. 

The  three  interviews  present  a 
perspective  on  a single  institution 
and  one  on  psychiatric  hospitals 
over  the  last  half-century,  especially 
during  the  two  decades  of  deinstitu- 
tionalization considered  in  this 
paper.  The  first  interview  was  with  a 
former  clinical  director  of  Weston 
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Hospital;  his  father  had  been  a 
noted  surgeon  who  operated  on  a 
superintendent’s  wife,  and  in  return, 
as  a young  man,  the  clinical  director 
spent  several  weeks  in  1946  at  Weston 
Hospital  as  an  observer.  He  related 
that  although  this  was  a rural  asylum 
without  a prestigious  staff,  he  never- 
theless saw  such  state-of-the-art 
practices  as  the  use  of  metrazole 
(a  camphor  compound  producing 
seizures).  At  present,  the  trend  is 
towards  medical  school  affiliation, 
although  West  Virginia  ranks  among 
the  lowest  in  the  nation  for  mental 
health  expenditures  (0.7  per  cent).’ 

The  second  interview  was  with  a 
retired  social  worker.  This  interview 
offers  insight  into  major  factors 
operative  in  the  attrition  process.  In- 
itially, there  was  poor  contact  with 
families  by  patients,  with  a skeleton 
crew  of  social  workers  who  were 
able  to  take  care  only  of  basic  needs. 

Deinstitutionalizatioti 

From  the  mid-1960s  to  1970s, 
three  developments  led  to  the 
beginning  of  deinstitutionalization: 

1)  Approximately  one  third  to  one 
half  of  the  patients  did  not  require 
medication,  and  with  the  develop- 
ing mental  health  centers  in  the 
community,  an  interest  was  sparked 
in  institutionalized  patients;  the 
evolving  personal  care  home 
facilities  initially  provided  excellent 
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Figure.  Consistent  attrition  with  a scat- 
ter plot  and  linear  regression  for  the 
total  population  over  this  two-decade 
period  is  illustrated. 


community  placements,  although 
the  best  were  eventually  used  up, 
leaving  less  desirable  alternatives 
later  for  the  more  chronically  and 
severely  mentally  ill.  2)  Prototype 
neuroleptics  such  as  Thorazine  then 
led  to  the  release  of  many  more, 
and  3)  Many  of  the  professional 
staff,  predominantly  social  workers, 
went  back  to  school  for  further 
training,  and  both  social  workers 
and  psychologists  were  recruited.' 
The  last  interview  was  with  a retired 
staff  nurse  who  largely  corroborated 
the  information  given  by  the  social 
worker. '* 

Discussion 

Some  literature  cites  congressional 
legislation  in  1963  promising  federal 
funding  for  the  construction  of 
community  mental  health  centers, 
and  the  fact  that  necessary  group 
homes  for  the  mentally  ill  have  not 
been  adequately  provided  for.  Many 


^ hospital  popula- 

tion  has  declined  by 
nearly  2,000  patients  over 
the  last  two  decades,  y y 


of  the  homeless  are  characterized  by 
total  disconnection  from  supportive 
institutions;  they  are  alone.  The 
solution  is  to  provide  community 
homes,  care  and  rehabilitation.  For 
the  chronically  disturbed,  ap- 
propriate asylum  is  needed. ' 

The  health  disorders  that  confront 
the  homeless  deinstitutionalized  are 
common  ones  magnified  by  the  ex- 
tremes of  living  conditions.  Among 
these  are  trauma,  TB,  infestations 
and  peripheral  vascular  disease.  The 
major  developments  to  date  for 
health  care  for  the  homeless  have 
come  from  the  private  sector  such 
as  the  Robert  Wood  Johnson  Foun- 
dation and  the  Pew  Memorial  Trust. ^ 
While  the  homeless  used  to  be 
middle-aged,  male,  chronic 
alcoholics,  the  group  is  now 
younger,  with  severe  psychological 
difficulties  often  associated  with  a 
drug  or  alcohol  problem.  About  one 
fifth  to  one  third  have  psychiatric 
hospitalization  histories,  mostly  in 
the  distant  past,  with  over  90  per 
cent  of  these  having  neither  friends 
nor  family.*' 


Task  Force  Recommendations 

The  American  Psychiatric  Associa- 
tion’s Task  Force  on  the  Homeless 
Mentally  111  has  reached  several  con- 
clusions, and  recommendations  were 
put  forth  for  graded  community 
housing  with  available  psychiatric  and 
medical  care  and  adequate  sources  of 
income.  The  studies  done  were 
methodologically  sound,  and  found 
40  per  cent  with  major  mental  ill- 
ness among  the  homeless.  Finally, 
for  those  chronically  mentally  ill  not 
responding  to  treatment  and  rehabili- 
tation, asylum  needs  to  be  provided. 

Consistent  Attrition 

Our  hospital  population  has 
declined  by  nearly  2,000  patients 
over  the  last  two  decades.  The  groups 
leaving  the  hospital  over  the  two 
decades  have  been  diverse:  those  re- 
quiring no  medication,  those 
benefiting  from  new  drugs  and 
placement  opportunities,  and  some 
segments  of  the  psychogeriatric  and 
mentally  retarded/developmentally 
disabled  who  were  moved  to  group 
homes  and  other  state  facilities.  The 
rationale  for  the  efforts  behind  the 
attrition  was  as  diverse.  It  is 
therefore  interesting  that  the  rate  of 
attrition  was  relatively  constant  and 
sustained  over  1965  to  1985.  The 
Figure  illustrates  this  consistent  attri- 
tion with  a scatter  plot  and  linear 
regression  for  the  total  populations 
over  this  two-decade  period.  The 
slope  is  -95.45  with  a p-value  less 
than  10’^,  indicating  a statistically 
significant  linear  decline  not  likely 
due  to  chance. 

The  attrition  process  proceeds, 
although  at  a reduced  rate,  for  the 
function  of  the  institution  within 
the  communities  continues  to 
change.  Although  long-range  goals 
are  yet  to  be  fully  realized,  there  is 
light  at  the  end  of  the  tunnel. 
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A survey  designed  to  identify  the 
Continuing  Medical  Education 
(CME)  practices,  preferences,  and 
utilization  patterns  of  West  Virginia 
physicians  was  conducted  by  the 
CME  offices  at  the  West  Virginia 
University  and  Marshall  University 
Schools  of  medicine,  and  Charleston 
Area  Medical  Center  with  support 
from  the  West  Virginia  State 
Medical  Association  and  West 
Virginia  Academy  of  Eamily  Physi- 
cians. Descriptive  stastistics  are 
reported  here  that  identify  impor- 
tant factors  associated  with  physi- 
cian CME  participation  and  deci- 
sion making,  isolate  CME  priorities 
for  the  future,  and  indicate 
preferences  of  physicians  for 
selected  learning  resources. 

Approximately  3 7 per  cent  of  the 
physicians  practicing  in  the  state 
responded,  representing  a cross  sec- 
tion of  specialties  and  a broad 
geographic  distribution. 

It  has  been  eight  years  since  a 
comprehensive  survey  of  physi- 
cians’ CME  needs  and  interests  has 
been  conducted  in  West  Virginia. 
This  survey  came  at  a time  when 
many  states  were  considering  in- 
stitution of  mandatory  CME 
requirements,  and  the  physician 
leadership  in  West  Virginia  was  con- 
cerned about  the  adequacy  and 
availability  of  offerings  in  the  state. 


A plan  to  survey  the  CME  needs 
and  interests  of  West  Virginia  physi- 
cians was  developed  jointly  by  the 
CME  offices  at  West  Virginia  Univer- 
sity School  of  Medicine,  Charleston 
Area  Medical  Center,  and  Marshall 
University  School  of  Medicine  in 
cooperation  with  the  West  Virginia 
State  Medical  Association  and  the 
West  Virginia  Chapter  of  the 
American  Academy  of  Eamily  Physi- 
cians. The  proposal  to  conduct  a 
statewide  CME  needs  assessment 
was  presented  to  the  West  Virginia 
State  Medical  Association  Committee 
on  Medical  Education  and  Hospitals 
at  its  January,  1986,  meeting  in 
Charleston.  The  plan  was  approved 
by  the  Committee  and  by  the 
WVSMA  Council.  Support  from  the 
West  Virginia  Academy  of  Family 
Physicians  was  secured  at  the  Oc- 
tober, 1985,  Executive  Committee 
meeting  of  the  Academy. 

Goal  and  Objectives 

The  goal  of  this  project  was  to 
secure  information  from  practi- 
tioners to  assist  in  improving  the 
development,  provision  and  spon- 
sorship of  CME  activities  in  West 
Virginia. 

Objectives: 

• to  provide  information  on  the 
perceived  needs  of  West 
Virginia  physicians  regarding 
CME 

• to  provide  information  about 
using  alternative  methods  for 
CME  in  West  Virginia 

• to  provide  information  on 
preferences  of  West  Virginia 
physicians  for  future  kinds  of 
CME 


The  first  mailing  of  a survey  ques- 
tionnaire was  made  to  allopathic 
and  osteopathic  physicians  in  West 
Virginia  in  June,  1986.  The  mailing 
included  a cover  letter  signed  by 
representatives  of  the  cooperating 
institutions.  A second  mailing  to 
non-respondents  was  accomplished 
in  August,  1986. 

The  questionnaire  provided  for 
ease  of  return  using  a prepaid  postal 
permit. 

An  editorial  appeared  in  the  July, 
1986,  issue  of  The  West  Virginia 
Medical  Journal  of  the  WVSMA  an- 
nouncing the  survey  and  calling  for 
a strong  response  by  West  Virginia 
physicians. 

The  original  plan  called  for  con- 
ducting face-to-face,  follow-up  inter- 
views in  geographically  represen- 
tative areas  of  the  state  as  a way  of 
validating  survey  results.  Based  upon 
advice  of  survey  design  consultants, 
the  instrument  was  amended  to  in- 
clude a question  offering  in-depth 
needs  analysis  upon  request.  The 
addition  of  this  question  eliminated 
the  need  for  group  meetings  as 
described  in  the  plan  of  work. 

Results 

The  first  mailing  was  sent  to 
3,265  physicians  and  osteopaths. 

The  second  mailing  was  sent  to 
2,560  physicians  and  osteopaths. 

The  total  response  from  both  mail- 
ings was  1,211. 

Completed  questionnaires  were 
received  from  1,159  of  3,086 
allopathic  physicians  (38  per  cent  of 
MDs  in  West  Virginia)  and  52  of  179 
osteopathic  physicians  (29  per  cent 
of  the  total  osteopathic  population 
in  West  Virginia).  All  but  0.7  per 
cent  listed  West  Virginia  as  the 
primary  location  of  their  practice. 
The  median  age  of  respondents  was 
43  years.  The  age  of  respondents 
ranged  from  25-80  years. 
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TABLE  1 

Top  10  West  Virginia  Counties  With 
the  Largest  Proportion  of  Responses 
to  Needs  Assessment  Questionnaire 


Percent  of 


County 

Number 

Responding 

Total 

Response. 

1 . Kunawha 

200 

16.5% 

2.  Monongalia 

121 

10.0% 

3.  Cabell 

116 

9.6% 

4.  Ohit) 

81 

6.7% 

5 . Wood 

54 

4.5% 

6.  Raleigh 

52 

4,3% 

^ Harrison 

51 

4.2% 

8.  Berkeley 

45 

3.7%, 

9.  Mercer 

38 

3.1%. 

10.  Marion 

30 

2.4%, 

TOTALS 

788 

65% 

Table  1 displays  the  geographic 
distribution  of  respondents.  Not  sur- 
prisingly, the  largest  number  of 
responses  came  from  Kanawha 
County  (200)  representing  l6.5  per 
cent  of  all  replies.  Monongalia  and 
Cabell  counties  held  second  and 
third  places,  respectively.  The  10 
most  populous  counties  represented 
788  responses  or  65  per  cent  of  all 
returns. 

More  than  27  per  cent  of 
respondents  listed  family/general 
practice  as  their  specialty.  Other 
specialties  included: 

internal  medicine  - 10.1  per  cent 
general  surgery  - 7.9  per  cent 
pediatrics  - 6.3  per  cent 
emergency  medicine  - 4.3  per  cent 
pathology  - 4.2  per  cent 
ob/gyn  4.1  per  cent 
radiology  - 4.0  per  cent 
Forty-two  per  cent  indicated  they 
were  in  solo  practice,  20.5  per  cent 
in  partnerships,  10.6  per  cent  in 
group  practice,  and  26.6  per  cent 
considered  themselves  in  an  institu- 
tional setting,  a medical  school, 
health  department  or  hospital-based 
practice. 

Graduates  of  the  School  of 
Medicine  at  West  Virginia  Liniversity 
constituted  20.9  per  cent;  West 
Virginia  School  of  Osteopathic 
Medicine,  2.9  per  cent,  and  Marshall 
University  School  of  Medicine,  1.5 
per  cent. 

Most  respondents  had  completed 
from  three  to  six  years  of  post- 
graduate training — most  of  it  outside 
West  Virginia.  Nearly  half  of 


respondents  (45.6  per  cent)  reported 
earning  more  than  51  hours  of 
Category  1 credit  in  the  past  12 
months,  and  28.5  per  cent  had  earn- 
ed between  31-50  hours.  Only  3.2 
per  cent  of  respondents  reported 
that  they  had  earned  no  Category  1 
CME  credits  in  the  past  year. 

Factors  Associated  With  CME 
Participation 

When  asked  to  indicate  their  level 
of  agreement  concerning  10  factors 
associated  with  their  participation  in 
CME,  using  a four-point  scale,  the 
strongest  opinions  were  voiced  con- 
cerning the  value  of  interacting  with 
colleagues  from  the  academic 
world,  the  impact  of  CME  in  patient 
care,  and  the  value  of  textbooks, 
journal  articles,  and  other  written 
materials  as  sources  of  CME. 

Of  the  remaining  factors,  in- 
dividualized instruction  was  con- 
sidered valuable  as  a means  of  learn- 
ing (88.9  per  cent).  Hospital- 
sponsorecl  CME  meetings  were 
perceived  as  beneficial  (71.7  per 
cent).  A large  percentage  of  physi- 
cians (71.7  per  cent)  prefer  to  com- 
bine their  CME  activities  with  other 
professional  meetings  throughout 
the  country  and  outside  the  United 
States.  There  appears  to  be  no 
preference  between  large-  and  small- 
group  conference  formats  (Table  2). 

CME  Decision-Making  Factors 

Conv'enient  location,  convenient 
time,  and  sufficient  information  on 
course  brochures  were  critical  issues 
in  physician  selection  of  CME 
offerings. 

The  remaining  factors  averaged 
about  a 60-per  cent  importance 
rating.  Surprisingly,  concerns  such 
as  “no  one  to  care  for  my  patients,” 
“reductions  in  time  with  my  family” 
and  cost  considerations  were  ranked 
well  below  the  logistical  and  informa- 
tion concerns  noted  above  (Table  3). 

This  data  correlates  closely  with 
similar  research  conducted  by  the 
CME  Office  at  the  University  of 
Maryland  in  1979.  Convenient  time 
and  location  (distance  traveled)  for 
CME  programs  were  the  two  most 
important  factors.  The  least  impor- 
tant concerns  as  indicated  by 
Maryland  physicians  mirror  those  of 
West  Virginia  MDs — too  many 
medical  meetings  and  courses  that 
are  too  technical.  A significant  dif- 
ference in  this  research  is  the  rating 


TABLE  2 

Factors  Associated  With  CME 
Participation 


Factor 


Agree  Disagree 


( 1 )  Interacting  with  col- 
leagues from  academic 
world  9^.8 


(2)  Participation  in  CME 

has  no  impact  on  pa- 
tient care  9.-^. 9 

(3)  Textboerks.  etc.,  have 
little  relevance  as 

sources  of  CME  93.2 


(4)  There  are  problems 
encountered  in  my 
daily  practice  which 
could  be  addressed 
through  CME 

programs  92.6 

(5)  It  is  important  to  have 
CME  programs  near 
the  community  in 

which  1 practice  89.1 

(6)  Individualized  instruc- 
tion has  little  value  as 

a means  of  learning  88.9 

(7)  CME  programs  over 
one  day  in  length  are 
not  worth  my  time 

and  effort  79.1 


(8)  Hospital-sponsored 

CME  programs  are  of 
great  benefit  to  me  72.4 

(9)  1 prefer  to  combine 
my  CME  activities 
with  professional 
meetings  in  various 
parts  of  the  country 

or  outside  the  U.S.  71.7 


(10)  1 prefer  to  interact 
with  colleagues  in 
small-seminar  groups 
as  opposed  to  large 
lecture-type  formats  50.1 


assigned  to  brochure  content.  In 
our  research,  this  item  was  rated 
quite  high — the  third  most  impor- 
tant factor.  In  the  Maryland  study, 
almost  60  per  cent  of  physicians  in- 
dicated that  detailed  publicity  was 
not  an  important  decision-making 
factor. 

If  relevant  CME  programs  were 
made  available  more  often  within  a 
50-miIe  radius.  West  Virginia  physi- 
cians indicated  that  participation  in 
CME  would  increase  gradually  (46.0 
per  cent).  A fourth  of  respondents 
indicated  that  their  CME  participa- 
tion would  increase  dramatically  if 
course  locations  were  more 
convenient. 
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Priorities  in  Content  Area 

More  than  40  per  cent  (41.6)  of 
respondents  listed  updates  in  their 
own  areas  of  specialty  as  their  top 
priority.  Refresher  courses  (22.8  per 
cent)  and  updates  in  all  aspects  of 
medicine  (22.4  per  cent)  ranked 
well  below  specialty  programming. 
Interestingly,  only  3-9  per  cent  of 
physicians  felt  CME  courses  in  legal 
aspects  of  medicine  (malpractice, 
medical  liability)  or  changes  in 
medical  care  delivery  (HMOs,  DRGs, 
PPOs)  were  a high-priority  educa- 
tional concern.  In  addition,  only  1.1 
per  cent  of  physicians  responding 
listed  business  and  finance  prograns 
as  an  educational  priority  for  them. 

Best  CME  Days 

The  best  days  of  the  week  for 
CME  appear  to  be  Saturday  (68.6 
per  cent),  Sunday  (52.3  per  cent), 
and  Thursday  (37.6  per  cent). 
Weekend  days  were  most  popular, 
followed  closely  by  Thursday.  The 
best  month  for  CME  seems  to  be 
October,  according  to  41.2  per  cent 
of  respondents,  although  there  is  no 
clear-cut  consensus  on  this  ques- 
tion, and  a curve  of  these  results 
would  be  somewhat  flat. 

Learning  Resource  Preferences 

When  asked  about  their 
preferences  for  selected  learning 
resources.  West  Virginia  physicians 
ranked  medical  journals  as  their  first 
choice  (79.2  per  cent)  while  current 
medical  textbooks  ranked  second 
(64.0  per  cent).  Computer  searches 
of  the  medical  literature  (36.8  per 
cent)  and  availability  of  computeriz- 
ed national  data  bases  (28.6  per 
cent)  ranked  well  below  the  first 
two  options.  When  you  consider 
that  5 1 per  cent  of  physicians  in 
West  Virginia  do  not  have 
automatic  data  processing  capability, 
either  for  business  or  other  educa- 
tional purposes,  the  responses  con- 
cerning data  base  use  are  not 
surprising. 


TABLE  3 

Decision-Making  Factors  Related  to 
CME  Participation 


Extreme  Weak 

Factors  Importance  Importance 


(1)  Convenient 
Location 

(2)  Convenient 
Time 

(3)  Sufficient  Infor- 
mation on 
Brochure 

(4)  I can  get  CME 
Information  I 
Need  More 
Easily  By  Other 
More  Conve- 
nient Modalities 

(5)  Course  Too 
Technical 

(6)  No  One  To 
Care  Eor  My 
Patients 

(^)  Reduced  Time 
With  Family 

(8)  Too  Many 
Medical 
Meetings 

(9)  Costs  Involved 


91 .0 
90.7 

88.5 

69.9 

62.9 

62.1 

62.1 

60.5 

58.9 


Local  CME  Opportunities 

Only  470  physicians  (43  per  cent 
of  respondents)  replied  to  the  ques- 
tion of  which  kinds  of  CME  pro- 
grams their  hospital  provides.  Most 
often  the  choices  included  NCME 
videotapes  (44.8  per  cent)  and  Ohio 
Medical  Education  Network  (OMEN) 
(25.8  per  cent).  Practitioners  most 
often  identified  West  Virginia 
University  School  of  Medicine  as 
the  provider  of  regular  visiting  pro- 
fessor lectures  at  their  hospital  (34.1 
per  cent),  but  some  respondents 
(9.5  per  cent)  indicated  that  Mar- 
shall University  supplied  regular 
lectures. 


Conclusions 

The  survey  yeilded  significant 
findings  in  support  of  its  stated 
objectives. 

Results  clearly  demonstrate  that 
the  area  perceived  as  most  impor- 
tant for  future  concentration  of 
CME  activity  by  physicians  will  be 
the  specialty  update.  Survey  data 
provide  valuable  information  about 
other  factors  associated  with  physi- 
cian participation  and  decision- 
making with  respect  to  CME.  These 
factors  are  location,  timing,  and 
descriptive  publicity.  Cost  con- 
siderations appear  to  be  of  minor 
concern.  Data  available  from  the 
survey  suggest  there  is  considerable 
interest  in  nontraditional,  self- 
directed  kinds  of  CME.  Options 
mentioned  included  mini-residencies 
and  other  hands-on  experiences. 
Lastly,  survey  results  confirm  the 
central  role  played  by  traditional 
physician  learning  methods  in- 
cluding journal  and  textbook  use 
and  consultation. 

Some  40  per  cent  of  respondents 
have  requested  in-depth  individual 
needs  analysis.  A protocol  is  being 
refined  to  meet  this  objective,  and  a 
timetable  for  completion  of  this  seg- 
ment of  the  project  will  be  com- 
pleted shortly. 

The  joint  nature  of  this  project 
has  been  one  of  its  most  remarkable 
achievements.  Sponsors  were  able 
to  launch  this  effort  by  sharing 
costs,  resources,  and  skills. 
Throughout  it  all,  we  were  able  to 
demonstrate  that  the  interest  level 
of  physicians  for  research  focusing 
on  issues  related  to  lifelong  learning 
is  strong  in  West  Virginia.  This 
cooperative  beginning  has  updated 
our  understanding  of  CME 
preferences  and  practices  of  West 
Virginia  physicians.  We  will  con- 
tinue to  strengthen  that  understand- 
ing with  further  research  in  an 
effort  to  provide  more  relevant 
CME  for  West  Virginia  physicians. 
Note:  A list  of  people  who  assisted 
with  this  survey,  and  references  for 
this  article  are  available  from  the 
authors. 
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President’s  Page 


“In  the  coming  months  . . . we  will 
be  making  the  choice  of  what  we 
are  going  to  do  for  professional 
liability  coverage  . . . There  are  at 
least  three  options  from  which  we 
can  choose." 


High-Stakes  Game 


e are  in  a high-stakes  game. 

The  cost  of  professional  liabili- 
ty insurance  is  increasing  the  cost  of 
medical  care,  and  is  reducing  the 
availability  of  care.  We  have  ex- 
pected that  others  would  join  us  in 
our  attempt  to  control  this  problem. 
We  have  expected  that  those  cor- 
porations providing  health  care  in- 
surance, those  large  corporations 
buying  health  care  by  the  premiums 
they  pay,  would  aid  us  in  our  efforts 
to  improve  the  professional  liability 
problems.  Where  have  they  been? 
Why  have  they  not  poured  millions 
of  dollars  into  helping  us  control 
this  serious  problem?  Are  they  plan- 
ning an  even  higher-stakes  game?  Do 
they  want  to  bring  about  the  demise 
of  the  fee-for-service  practice  of 
medicine,  by  forcing  us  to  accept  a 
capitation  type,  prepaid  practice? 
Only  then  will  they  join  in  address- 
ing the  problem  seriously. 

The  more  I learn  about  the  pro- 
blems facing  our  profession  the 
more  I have  come  to  realize  some 
of  our  “allies”  are  not  working  in 
our  behalf.  We  must  play  our  hand 
ourselves. 

We  are  going  to  find  out  how 
good  a player  each  of  us  is  and  how 
good  a player  the  State  Medical 


Association  is  in  this  high-stakes 
game.  In  the  coming  months,  be- 
tween now  and  the  final  session  of 
the  House  of  Delegates  in  August, 
we  will  be  making  the  choice  of 
what  we  are  going  to  do  for  profes- 
sional liability  coverage  in  the  year 
beginning  January  1,  1988.  There 
are  at  least  three  options  from 
which  we  can  choose. 

1.  First,  we  can  stay  with  our  pre- 
sent carriers  (CNA,  PIE,  ICA,  St. 
Paul).  We  can  pay  their 
premiums,  and  their  expected 
increases.  We  will  have  little  in- 
put into  the  rate  structure, 
coverage  standards,  or  patterns. 

2.  We  can  activate  our  own  West 
Virginia  Physician  reciprocal 
company  over  which  we  will 
have  some  say  about  rate  setting 
and  coverage  patterns.  We  know 
initially  we  will  have  to  capital- 
ize this  company  (a  costly  step). 
We  will  also  have  to  pay  pre- 
miums that  are,  at  present,  com- 
parable to  the  premiums  we  are 
now  paying. 

3.  We  may  choose  to  create  a 
deductible  trust  with  our  cur- 
rent carrier  or  with  a different 
carrier.  In  this  structure  we  may 
assume  on  a gradual  basis  a por- 


tion of  liability  payment  (deduc- 
tible), and  for  that  have  a graded 
influence  in  policy  matters. 

Each  of  you  will  be  receiving  a 
letter  requesting  your  careful  evalua- 
tion of  these  options.  The  letter  will 
contain  more  information  about 
each  option  and  ask  you  to  com- 
plete a survey.  I cannot  emphasize 
to  you  too  strongly  how  important 
that  survey  will  be  in  guiding  your 
State  Association  in  selecting  the 
alternative  for  1988. 

The  leadership  conference  which 
is  being  held  May  the  9th  will 
devote  one  segment  to  discussing 
these  alternatives.  I sincerely  hope 
your  county  society  will  be 
represented  by  your  leaders  and 
other  interested  members.  We  must 
develop  a consensus  within  our 
Association  as  to  which  is  the  ap- 
propriate decision. 

It  is  very  important  that  the 
delegates  representing  your  county 
society  at  the  Annual  Meeting  be 
prepared  to  make  these  decisions. 

Be  sure  in  your  county  societies 
that  you  discuss  these  issues  before 
our  Annual  Meeting.  We  cannot 
defer  this  decision.  We  are  in  a 
high-stakes  game.  We  must  now  play 
our  hand. 

— Charles  E.  Turner,  M.  D. 
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Editorials 


Attack  Cost,  Spending  Spiral 


64T  believe  the  real  issue  today  is 
X not  money;  that  is  simply  the 
battlefield  on  which  the  real  issue  is 
being  fought.  It  is  the  control  of 
quality-of-care  decision  making.” 

This  statement  was  made  by  Lon- 
nie R.  Bristow,  M.  D.,  in  American 
Medical  News  (December  26,  1986, 
Page  4).  As  a friend  of  Lonnie,  I 
respect  his  opinion  but  feel  that  the 
choice  in  this  expensive  battlefield 
is  not  the  quality  of  medical  care 
but  the  quality  of  life  itself.  No 
society  can  afford  five-star  hotel, 
100-per  cent,  full-service  diagnosis 
and  therapy  for  every  in- 
dividual. Unless  some  cost  reduc- 
tion in  medicine  is  forthcoming,  our 
“middle  class”  will  disappear,  and 
the  source  of  our  power,  wealth  and 
well-being  will  disappear. 

Increasing  medical  costs,  as 
delineated  several  years  ago  by  Otis 
Bowen,  M.  D.,  at  our  annual  OSMAP 
(Organization  of  State  Medical 
Association  Presidents)  meeting, 
will,  if  not  curtailed,  consume  our 
total  gross  national  product  about 
the  year  2000.  He  presented  ex- 
cellent data  to  substantiate  his 
statements. 

Certainly,  there  are  those  who 
look  at  expenditures  for  cosmetics, 
alcohol,  sports  and  drugs  and  feel 
that  they  could  be  curtailed.  One 
must  reflect  on  which  economic, 
age  and  social  group  is  making 
these  expenditures  to  put  them  in  a 
true  light.  Do  the  older  middle  in- 
come spend  their  money  this 
way?  They  are  the  ones  large 
medical  and  hospital  bills  really 
hurt. 

At  the  present  time,  physicians 
and  hospitals  are  bearing  the  brunt 
of  cost  containment.  Let  us  look  at 
each  of  these  and  other  cost  factors: 

Physicians — Certainly,  justifiable 
criticism  can  be  made  against  physi- 
cians who  charge  $700  or  more  for 
emergency  room  proctoscopic  ex- 


amination (anaesthesia,  supplies  and 
hospital  costs  are  extra)  or  $800  for 
removal  of  small  skin  cancer  on  the 
dorsum  of  the  hand  in  the  hospital, 
with  two  days  of  hospitalization  ex- 
tra. Net  incomes  of  $300,000  to 
$1,200,000  per  year  seem  to  me  to 
be  excessive,  and  yet,  I know  of  in- 
dividuals in  these  groups.  Many 
good  physicians  in  small  towns  pro- 
vide excellent  services  with  incomes 
in  the  $40,000  to  $60,000  range. 
They  suffer  the  brunt  of  criticism  of 
the  over-billers.  Sometimes  I think 
physicians  are  like  the  chocolate 
survey:  the  most  expensive  are  not 
necessarily  the  best. 

Hospitals — A tremendous  change 
has  occurred  in  hospitals  and 
hospital  use.  Nurses,  aides  and 
other  personnel  do  not  work  for 
substandard  wages  as  they  did  30-40 
years  ago  but  are  still  far  from  the 
auto  workers’  salaries.  To  reduce 
costs  here  is  difficult  except  by  cur- 
tailing excess  numbers  in  some 
instances. 

A few  years  ago  I analyzed  the 
annual  report  of  a major  hospital 
chain  and  found  the  bottom  line 
was  about  $20  per  day  per  bed  pro- 
fit for  every  bed  in  the  system 
whether  full  or  empty.  I find  this 
hard  to  accept.  No  wonder  it  was 
written  up  by  Wall  Street  gurus  as 
one  of  the  finest  investments. 

Where  can  hospital  costs  be  cut? 
(a.)  Reduce  the  profit  level. 

(b.)  Decrease  waste — analysis  of 
waste  baskets,  utilization  of  equip- 
ment, and  reducing  little  used  space 
such  as  private  offices. 

(c.)  Reduce  the  number  of 
private  and  semi-private  rooms.  I 
know  that’s  all  we  have  built  lately 
but  they  are  the  most  expensive  and 
render  the  poorest  care  of  any 
hospital  setting  unless  a private  duty 
nurse  is  in  attendance.  Four-  to 
eight-bed  cubicles  provide  much 
cheaper  care  and,  although  we 


would  like  five-star  hotel  environ- 
ment, we  can’t  afford  it  for 
everyone.  Four-  to  eight-bed 
cubicles  offer  companionship, 
awareness  by  others  of  a changed 
condition  (i.e.,  falling  out  of  bed), 
ease  of  control  by  professional  staff, 
and  much  cost  reduction. 

(d.)  Does  every  hospital  need 
every  one  of  the  latest  gadgets? 

Most  have  built-in  obsolescence  and 
limited  usefulness.  One  hospital  I 
know  of  sent  three  to  four  patients 
per  month  for  CAT  scans.  They  ob- 
tained their  own  CAT  scanner  and  it 
needed  three  to  four  patients  per 
day  to  justify  its  cost. 

(e.)  Two  to  three  dietitians,  un- 
numbered social  workers,  coor- 
dinators, etc.  seem  too  much.  We 
need  to  return  to  simple  basics — let 
families  assist  some.  They  must  if 
service  is  not  available. 

(f.)  Solariums  for  TV,  visiting 
and  a pay  telephone  would  certainly 
reduce  expenses  brought  about  by 
private  phones,  TVs,  visitor  chairs 
and,  yes,  even  beds.  A recent  arti- 
cle cites  accommodations  with  a 
concierge  and  secretaries,  video 
cassettes,  mail  and  message  manage- 
ment, beauty  care,  etc.  We  can’t 
afford  it. 

I know  I have  simplified  some 
elements,  not  elaborated  on  others, 
and  ignored  cost  sharing  required 
by  other  items,  but  I am  attempting 
to  point  out  that  (a)  cost  reduction 
is  an  absolute  essential,  (b)  there  are 
many  areas  to  attack,  and  (c) 
physicans  bear  a real  part  of  the 
burden. 

In  this  elaboration  I am  certain  I 
have  made  many  disagree  and  some 
angry  but  hope  all  recognize  our 
responsibility  to  reduce  medical 
costs  so  that  numerous  members  of 
our  society  can  live  reasonably  com- 
fortable lives  without  illness  reduc- 
ing their  lives  to  a state  of  poverty 
(a  quality  of  life). 

Next  month:  Drugs,  appliances, 
insurance,  fancy  offices,  and 
helicopters. — LWF 


The  Publication  Committee  is  not  responsible  for  the  authenticity  of  opinion  or  statements  made 
by  authors  or  in  communications  submitted  to  this  Journal  for  publication.  The  author  shall  be  held 
entirely  responsible.  Editorials  printed  in  The  Journal  do  not  necessarily  reflect  the  official  position 
of  the  West  Virginia  State  Medical  Association. 
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Geriatric  Alliance 


In  a move  to  upgrade  the  quality 
of  care  of  the  rapidly  expanding 
population  of  elderly  Americans,  an 
unprecedented  alliance  between  the 
American  Board  of  Family  Practice 
(ABFP)  and  the  American  Board  of 
Internal  Medicine  (ABIM)  was 
announced  in  late  March  by  repre- 
sentatives of  the  nation’s  two  largest 
medical  specialties. 

Both  medical  specialties  presently 
provide  the  majority  of  the  primary 
care  needed  by  the  elderly.  The 
agreement  involves  their  joining 
together  to  utilize  a single  high 
standard  for  the  certification  of  their 
Diplomates  in  Geriatric  Medicine.  In 
recognition  of  competence  in 
Geriatric  Medicine  as  established 
jointly  by  the  two  boards,  each  will 
award  a Certificate  of  Added 
Qualifications  to  candidates  who 
satisfactorily  meet  post-residency 
training  requirements  and  pass  an 
objective  examination  in  Geriatric 
Medicine.  Diplomates  of  both 
Boards  will  be  responsible  to 
revalidate  the  certificate  within 
seven  years  by  a recertification 
process  to  be  developed. 

“Since  Family  Practice  and 
Internal  Medicine  have  been 
striving,  within  each  discipline,  to 
improve  the  quality  of  the  care  of 
patients  through  certifying  the 
knowledge,  skills  and  attitudes 
required  to  provide  excellent  care, 
we  believe  that  our  joint  effort  can 
significantly  benefit  the  aging  and 
the  aged  in  the  long  run,”  stated  Dr. 
Nicholas  J.  Pisacano,  Executive 
Director  and  Secretary  of  the  ABFP. 
The  first  examination  is  tentatively 
scheduled  to  be  given  in  April,  1988. 

Commenting  on  the  joint 
agreement.  Dr.  John  Benson, 
President  of  the  ABIM,  said,  “Since 


most  training  in  geriatric  medicine 
now  resides  in  and  should  be 
provided  by  departments  of  Internal 
Medicine  and  Family  Practice,  we 
believe  the  Certificate  of  Added 
Qualifications  to  be  awarded  by 
both  Boards  is  a natural  and 
necessary  course  of  events.”  He 
went  on  to  say  that  the  ABIM  looks 
forw^ard  to  the  positive  results 
anticipated  from  this  joint  effort 
with  the  ABFP. 

The  American  Board  of  Family 
Practice,  established  in  1969  as  the 
certifying  organization  for  the 
specialty,  pioneered  the  mandatory 
recertification  process  for  all  its 
Diplomates  who  wished  to  maintain 
that  medical  status.  Recertification 
involves  a lengthy,  written 
examination  of  cognitive  knowledge 
relevant  to  Family  Practice  that  is 
taken  every  six  to  seven  years. 

In  1974,  the  American  Board  of 
Internal  Medicine  administered  the 
first  voluntary  recertification 
examination  by  any  Board  and  has 
offered  similar  examinations  in  1977, 
1980,  and  1987. 

Although  much  of  the  existing 
medical  information  is  still  valid 
today,  there  is  a portion  of  that 
knowledge  that  becomes  obsolete, 
rejected,  modified,  or  in  question, 
based  on  ever-increasing  and  revised 
information  added  to  the  data  bank. 
The  verifying  of  the  currency  of 
Diplomates’  knowledge  of  the 
specialty  through  recertification  is 
necessary  if  the  high  level  of 
standards  is  to  be  maintained  in 
practice. 

Some  of  the  elements  in  the  joint 
Geriatric  Medicine  Certification 
process  include: 

• Candidates  for  recognition  of 

competence  in  Geriatric  Medicine 

must  be  certified  in  Internal 


Medicine  by  the  ABIM  or  in 
Family  Practice  by  the  ABFP. 

• Candidates  must  satisfactorily 
complete  two  years  of  post- 
residency training  in  Geriatric 
Medicine  acceptable  to  both 
Boards.  Those  certified  in  a 
subspecialty  by  the  ABIM  need 
complete  only  a single,  additional 
year  of  acceptable  training  in 
Geriatric  Medicine.  Some  ABIM 
candidates  will  receive  geriatrics 
training  in  two-year  fellowships  in 
general  Internal  Medicine 
associated  with  accredited 
residencies  in  Internal  Medicine. 

• Training  in  programs  sponsored 
by  departments  of  either  Internal 
Medicine  or  Family  Practice  must 
meet  the  standards  of  Special 
Requirements  acceptable  to  the 
two  Boards  and  prepared  in 
conjunction  with  the  Residency 
Review  Committee  for  Internal 
Medicine. 

• Each  Board  will,  for  five  years 
following  the  first  examination  in 
Geriatric  Medicine,  admit  to 
examination  Diplomates  whose 
practices  have  included  substantial 
experience  with  the  care  of  the 
elderly  for  at  least  four  years  after 
certification.  Eor  each  year  of 
acceptable  formal  training  this 
practice  requirement  will  be 
reduced  by  two  years. 

• A single  proctored,  objective, 
secured  examination  will  be 
developed  and  administered 
jointly  by  the  two  Boards  to  all 
qualified  candidates  seeking 
certification  by  each  Board.  The 
examination  is  being  written  by  a 
committee  which  includes 
members  of  both  Boards. 

— Guest  Editorial  by 
American  Board  of  Family 
Practice 
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General  News 


Therapeutic  GI  Endoscopy 
WVSMA  Convention  Topic 


A Duke  University  gastroenter- 
ologist will  speak  during  the  general 
scientific  session  Monday,  August  10, 
at  the  WVSMA  Annual  Meeting  at 
the  Greenbrier. 

Dr.  Peter  B.  Cotton’s  talk  will  be 
“The  Impact  of  Therapeutic  Gl 
Endoscopy.” 

He  is  Professor  of  Medicine  and 
Chief  of  Endoscopy,  Division  of 
Gastroenterology  at  Duke. 

The  120th  Annual  Meeting  will  be 
held  at  the  Greenbrier  August  8-11, 
beginning  with  business  meetings 
Saturday,  August  8. 

Born,  Educated  in  England 

Doctor  Cotton  grew  up  in 
Herefordshire,  a farming  county  in 
western  England  where  his  father 
was  a family  physician.  He  was 
educated  at  a Quaker  school,  and  at 
King’s  College  of  the  University  of 
Cambridge.  He  took  his  clinical 
training  at  St.  Thomas’s  Medical 
School  and  Hospital,  London, 
graduating  in  1963.  After  a broad 
general  professional  training  in 
several  British  centers,  he  returned 
to  St.  Thomas’s  Hospital  in 
1967  for  specialist  training  in 
gastroenterology. 

In  October,  1986,  Doctor  Cotton 
resigned  his  position  as  Director  of 
Gastroenterology  at  the  Middlesex 
Hospital  and  Medical  School  in 
England  to  accept  the  Duke 
University  post.  At  Duke,  he  directs 
a new  clinical  investigation  and 
endoscopy  unit,  with  emphasis  on 
specialist  therapeutic  procedures, 
research  and  teaching. 

Doctor  Cotton  has  served  on  a 
number  of  editorial  boards  of 
scientific  publications  including  Gut 
and  Gastrointestinal  Endoscopy,  and 
currently  is  on  the  editorial  boards 
for  Italian  Journal  of 
Gastroenterology  and  The  Pancreas. 

He  is  a former  President  of  the 
British  Society  for  Digestive 


Peter  B.  Cotton,  M.  D. 


Endoscopy  and  the  Pancreatic 
Society  of  Great  Britain  and  Ireland. 

AMA  President  to  Speak 

Dr.  William  S.  Hotchkiss,  as 
announced  earlier,  will  address  the 
opening  session  of  the  House  of 
Delegates  Sunday  morning.  Doctor 
Hotchkiss,  a thoracic  surgeon  from 
Chesapeake,  Virginia,  will  be 
installed  as  AMA  President  in  June. 

Sunday  afternoon  will  be  free 
time  for  conventioneers,  with  golf 
and  tennis  tournaments  for  doctors- 
exhibitors  and  the  Auxiliary 
scheduled  then.  A one-hour  seminar 
on  “Retirement  Plans — Getting  the 
Most  Out  of  Your  Tax-Deductible 
Dollars”  will  be  offered  by 
Parker/Hunter  Incorporated  of 
Clarksburg  Sunday  beginning  at  5 
P.  M.  The  speakers  will  be  Mark  K. 
Dunbar,  a consulting  actuary  with 
the  firm  of  Halliwell  and  Associates 
of  Pittsburgh,  and  Fred  A.  Scheeren, 
C.F.P.,  Parker/Hunter  Vice  President 
and  Banch  Manager. 


The  President's  Reception,  also 
hosted  by  Parker/Hunter,  will  follow 
the  seminar  at  6:30  P.  M. 

JCAH  President  Keynoter 

Dr.  Dennis  S.  O’Leary  of  Chicago, 
also  as  announced  earlier,  will 
deliver  the  Thomas  L.  Harris 
Address  during  opening  exercises 
Monday  morning.  His  topic  will  be 
“Future  Trends  in  Quality  of  Care 
Evaluation.” 

Doctor  O’Leary,  President  of  the 
Joint  Commission  on  Accreditation 
of  Hospitals,  also  will  participate  in 
a panel  with  a series  of  topics 
dealing  with  crucial  problems  in 
medicine. 

Other  Monday  scientific  session 
speakers  and  panelists  are  to  be 
announced. 

Monday  luncheon  and  afternoon 
meetings  are  being  scheduled  for 
WVSMA  sections  and  other  specialty 
groups. 

Receptions  for  exhibitors.  West 
Virginia  University  and  Medical 
College  of  Virginia  alumni  are 
scheduled  Monday  evening, 
followed  by  a dance  with  music  by 
Bo  Thorpe  and  his  Orchestra. 

The  second  session  of  the  House 
will  be  held  Tuesday  morning,  with 
convention  adjournment  at  noon. 


WVSMA 

Leadership  Conference 
May  9,  10:30  A.  M. 
Charleston  Marriott 
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Guidelines,  Questions  & Answers 


Counseling  Of  HIV-Seropositive  Transfusion 


The  Centers  for  Disease  Control 
(CDC),  in  the  March  20  Morbidity 
and  Mortality  Weekly  Report 
(MMWR),  advises  individuals  vv^ho 
received  blood  transfusions  be- 
tween 1978  and  late  spring  of  1985, 
as  well  as  their  sex  partners,  to  seek 
the  counsel  of  their  physicians 
regarding  the  advisability  of  HIV  an- 
tibody testing.  Because  of  the 
potential  enormous  number  of  per- 
sons (30  to  60  million)  who  may 
seek  medical  counseling,  the  limited 
availability  and  cost  of  testing, 
and  the  potential  significant 
psychosocial  impact  of  a positive 
test  result,  the  AMA  is  providing 
these  preliminary  guidelines  for 
counseling. 

More  detailed  information  will  ap- 
pear in  American  Medical  News,  and 
also  should  be  available  from  the 
state  or  local  health  department, 
Red  Cross,  AIDS  task  force,  hospital 
infectious  disease  specialist,  and  the 
Public  Health  Service  AIDS  Hotline. 
Information  about  therapeutic  trials 
with  antiviral  and  immunomodu- 
lating  agents  will  be  provided  as  it 
becomes  available,  the  AMA  said. 


How  should  you  determine  a 
patient’s  risk  of  HIV  exposure? 

For  most  patients  seeking  advice, 
the  risk  of  exposure  to  HIV  from  a 
single  transfusion  is  extremely  small, 
less  than  one  in  10,000.  The  risk  in- 
creases with  multiple  blood  transfu- 
sions, receipt  of  blood  collected 
from  donors  living  in  an  area  with  a 
high  incidence  of  AIDS  (New  York/ 
Northern  New  Jersey,  Los  Angeles, 
San  Francisco,  Miami,  and  Houston), 
and  the  presence  of  clinical  or 
laboratory  indications  of  immune 
deficiency.  Hemophiliacs  and  others 
who  have  received  a large  number 
of  blood  products  over  extended 
periods  are  at  the  highest  risk  of 
HIV  seropositivity.  A detailed 
history  of  potential  blood  ex- 
posures, review  of  symptoms 
possibly  related  to  immune  suppres- 
sion (e.g.,  severe  weight  loss  or 
diarrhea,  unexplained  fever  or  lym- 
phadenopathy,  extreme  fatigue. 


confusion),  and  a physical  examina- 
tion will  allow  you  to  assess  the 
risk  of  exposure. 

Who  should  be  advised  to 
have  HIV  antibody  testing  at 
this  time? 

Only  a small  proportion  of  the 
estimated  30  to  60  million  persons 
who  receive  blood  or  blood  pro- 
ducts between  1978  and  mid- 1985 
need  HIV  antibody  testing  at  this 
time.  Many  of  those  at  highest  risk 
of  exposure,  such  as  hemophiliacs 
and  blood  transfusion-dependent 
persons,  have  already  been  tested 
and  are  being  followed  through 
their  treatment  program.  In  addition 
to  those  with  hemophilia  and  symp- 
toms of  immune  suppression,  pa- 
tients who  should  be  considered  for 
testing  include:  (1)  persons  who 
received  blood  products  collected 
from  areas  with  a high  incidence  of 
AIDS;  (2)  persons  in  the  previous 
categories  who  have  been  sexually 
active  since  receiving  the  transfu- 
sion; and  (3)  persons  with  substan- 
tial anxiety  about  the  possibility  of 
HIV  infection  despite  reassurances. 
All  individuals  testing  positive  need 
to  be  advised  about  the  importance 
of  “safer  sex”  practices  and  of 
referring  sexual  partners  for  HIV 
counseling  and  possible  testing. 

Where  can  the  test  be  perform- 
ed and  what  special  conditions 
apply? 

The  test  is  generally  available  at 
alternate  test  sites  (the  locations  of 
which  are  available  from  health 
departments),  private  laboratories. 
Red  Cross  facilities,  some  hospitals, 
and  blood  donation  centers.  In 
most  states,  alternate  test  sites  offer 
anonymous  and  free  or  low-cost 
testing. 

Prior  to  testing,  patients  need  to 
be  counseled  regarding  the  possibili- 
ty of  false  positive  or  negative  test 
results,  the  inability  to  predict 
development  of  AIDS  from  HIV  an- 
tibody positivity  alone,  and  the 


possible  loss  of  insurance  or 
employment  if  a positive  test  result 
is  revealed  to  their  insurer  or 
employer.  Under  no  circumstances 
should  the  test  be  performed 
without  the  patient’s  knowledge 
and  informed  concent. 

Positive  ELISA  tests  should  be 
confirmed  by  Western  Blot  or  other 
secondary  testing  method.  Most 
ELISA  positive/Western  Blot 
negative  samples  are  true  false 
positives.  If  test  results  are 
equivocal,  a second  blood  sample 
should  be  drawn  for  re-testing. 

Since  it  may  take  up  to  six  months 
for  detectable  IgG  antibody  levels 
to  develop,  recent  sexual  partners 
with  initial  seronegative  results  may 
require  retesting. 

How  should  HIV-seropositive  in- 
dividuals be  counseled? 

Those  with  seropositive  results 
should  assume  that  they  are  in- 
fected with  HIV  and  may  be  infec- 
tious to  sexual  partners.  The  use  of 
condoms  during  intercourse  will 
decrease  but  not  eliminate  the  risk 
to  sexual  partners.  A seropositive 
woman  who  wishes  to  become 
pregnant  should  understand  that 
there  is  a high  probability  that  the 
infant  will  be  exposed  to  the  virus 
IN  UTERO  or  at  the  time  of 
delivery.  The  risk  of  exposure  to 
family  members,  co-workers,  and 
acquaintances  through  nonintimate 
contact  appears  nonexistent. 
Seropositive  individuals  should 
warn  persons  who  may  come  in 
contact  with  their  blood  (doctors, 
dentists,  phlebotomists)  of  the  need 
for  infection  control  precautions. 

They  should  avoid  sharing  razors 
or  other  instruments  which  may  be 
contaminated  with  blood  and  they 
should  not  donate  blood  or  body 
organs. 

The  risk  of  developing  AIDS  or 
ARC  is  determined  by  the  degree  of 
immune  suppression,  which  is  best 
determined  by  periodic  complete 
blood  counts  and  T-helper  lym- 
phocyte subset  enumeration,  if 
available.  Little  is  known  about  the 
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role  of  lifestyle  cofactors  in  affect- 
ing the  likelihood  of  developing 
severe  immunodeficiency,  but  it  is 
prudent  to  advise  avoidance  of  in- 
fection, good  nutrition,  adequate 
rest,  and  psychological  support  ser- 
vices for  the  patient  and  his/her 
family.  In  many  communities,  AIDS 
support  service  organizations  have 
specific  counseling  and  support  pro- 
grams for  HIV-seropositive  in- 
dividuals. Overall,  it  is  most 
beneficial  to  encourage  an  op- 
timistic attitude  about  the  future 
and  the  individual’s  ability  to  lead 
an  active  and  productive  life.  A 
calm  and  supportive  approach  will 
strongly  influence  your  patients. 
However,  if  signs  of  severe  depres- 
sion, suicidal  ideation,  or  obsessive 
preoccupation  with  the  threat  of 
AIDS  is  present,  referral  for 
psychiatric  evaluation  and  treatment 
is  recommended. 


How  should  you  reduce  your 
patient’s  fears  about  AIDS  and 
HIV  infection? 

Although  some  patients  will  re- 
spond to  a negative  test  result  with 
relief,  others  will  continue  to  ex- 
perience severe  anxiety  despite  the 
absence  of  any  laboratory  or  clinical 
indication  of  HIV  infection  or  im- 
munosuppression. Often  this  is  the 
result  of  lingering  feelings  of  guilt 
or  shame  over  having  possibly  ex- 
posed themselves  or  others  to  infec- 
tion, perhaps  through  an  activity 
unrelated  to  their  receipt  of  a blood 
transfusion  or  blood  product.  In- 
quiring about  underlying  fears  and 
fantasies  may  help  reduce  anxiety 
levels,  as  will  repeated  assurances  of 
their  health  status.  Again,  if  in- 
capacitating anxiety  or  obsessive 
ruminations  persist  despite 
assurances,  mental  health  service 
referral  is  recommended. 


AMPAC’s  Political 
Course  Impressive 

By  Nancy  M,  Kessel* 

The  importance  of  medicine’s  in- 
volvement in  political  and  legislative 
activities  is  without  question. 
However,  many  of  us  still  hesitate 
to  enter  the  world  of  politics.  The 
American  Medical  Political  Action 
Committee’s  Campaign  Management 
Workshop,  held  February  8-13  in 
Washington,  DC,  is  an  excellent 
preparation  for  those  who  are  in- 
terested in  the  campaign  aspect  of 
involvement.  The  workshop  is  ap- 
propriate for  those  who  have 
minimal  campaign  experience  or, 
for  campaign  workers  who  wish  to 
fine-tune  their  skills.  In  my  opinion, 
the  single  most  important  factor  in 
attending  this  workshop  is  the  com- 
mitment to  become  involved. 

Intensive,  Worthwhile 

As  West  Virginia’s  first  participant 
in  the  Campaign  Management 
Workshop,  I found  it  intensive  and 
most  worthwhile.  Topics  covered 
included  development  of  theme  and 
message,  the  communication  plan, 
targeting,  fund  raising,  use  of 
volunteers,  and  overall  campaign 
strategy.  The  course  was  taught  by 
AMPAC  staff  and  political  con- 
sultants, many  of  whom  have  held 
top-level  staff  positions  in  presiden- 
tial campaigns.  Formal  classes  lasted 
from  9 A.M.  to  8 P.M.  daily  follow- 
ed by  small  group  sessions  for  the 
purpose  of  applying  new  skills  in  a 
simulated  campaign. 

Attendance  Recommended 

Without  a doubt,  the  AMPAC 
Campaign  Management  Workshop  is 
the  most  stimulating  short  course  in 
which  I have  ever  participated.  I 
left  Washington  impressed  with  AM- 
PAC’s political  education  activities, 
and  more  determined  than  ever  to 
become  involved  in  campaigning 
during  the  next  election  cycle.  I 
hope  other  members  of  the  WVSMA 
and  its  Auxiliary  will  participate  in 
future  AMPAC  workshops  and  join 
the  campaign  to  help  make  change 
in  West  Virginia! 

•Nancy  M.  Kessel  (Mrs.  James  W.),  Charleston, 
is  WVSMA  Auxiliary  Legislative  Chairman. 
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Health,  Related 
Measures 
Approved 

1987  Regular 
Session, 
West  Virginia 
Legislature 


House  Bills 

HB-2072 — Sponsored  by  Delegate 
Roy  Givens,  D-Brooke;  effective  July 
1,  1987.  Prohibits  the  sale  of  tobac- 
co products  to  minors,  provides 
penalty  for  possession,  giving  the 
magistrate  court  jurisdiction,  pro- 
hibits use  of  tobacco  products  in  in- 
structional areas  of  public  schools 
while  allowing  county  boards  of 
education  to  establish  further  restric- 
tions on  the  use  of  tobacco  pro- 
ducts, and  enforces  warning  labels 
on  outdoor  billboard  advertisements 
for  smokeless  tobacco  products. 
Penalties  for  sales  to  minors  of  a 
fine  not  less  than  10  nor  more  than 
25  dollars;  subsequent  offenses,  not 
less  than  25  nor  more  than  300 
dollars. 

HB-2207 — Sponsored  by  Delegates 
Pat  White,  D-Putnam,  and  Shelby 
Leary,  D-Monongalia;  effective  im- 
mediate from  passage.  This  bill  ex- 
tends the  legislative  task  force  on 
uncompensated  health  care  and 
Medicaid  expenditures  as  a result  of 
a Robert  Woods  Foundation  Grant 
awarded  the  task  force. 

HB-2216 — Sponsored  by  Delegates 
Bob  Ashley,  R-Roane,  and  Richard 
Flanigan,  D-Mercer;  effective  July  1, 
1987  (vetoed  by  the  governor  but 
veto  overridden  by  the  Legislature 
in  April  session).  This  bill  mandates 
that  the  Department  of  Human  Ser- 
vices extend  the  Medicaid  coverage 
to  pregnant  women  and  infants 
below  the  federal  poverty  level  as 
provided  under  COBRA  AND 
SOBRA  (Consolidated  and  the  Sixth 
Omnibus  Budget  Reconciliation  Act) 
and  requires  the  Department  of 
Health  to  implement  a quality 
assurance  program  for  maternal  and 
infant  health  care.  Further,  the  reim- 
bursement rate  under  Medicaid  for 
prenatal  care  delivery  and  post- 
partum care  has  been  increased  to 
$600. 

HB-2342 — Sponsored  by  Delegate 
Tom  Knight,  D-Kanawha;  effective 
July  1,  1987.  This  bill  continues  the 
Health  Care  Cost  Review  Authority 
to  1991  and  greatly  alters  the  ex- 
emptions in  rate  setting  and  in  cer- 
tificate of  need  review.  HCCRA, 
previously  scheduled  to  sunset  June 
30,  1987,  now  must  transfer  health 
planning  functions  to  the  Depart- 
ment of  Health  and  establish  a 
health  care  planning  council  of 
which  one  member  shall  be  a physi- 


cian. Briefly  outlined  below  are  the 
changes  in  expenditure  minimums 
for  certificate  of  need  review  and 
the  expanded  exemptions  and  the 
changes  in  rate  setting  authority: 

CON  Changes^hc  thresholds 
will  change  from  capital  expend- 
itures at  $714,000  to  $1  million,  and 
major  medical  equipment  will 
change  from  $400,000  to  $750,000. 
Non-clinical  capital  expenditures, 
joint  ventures,  and  replacement 
equipment  will  be  exempt  from 
CON  review.  Hospice,  ambulance, 
wellness  center,  adult  day  care,  and 
respite  care  are  also  exempt  health 
services. 

Rate  Changes — Rate  requests  that 
are  equal  to  or  less  than  the  rate  of 
inflation  of  hospitals  as  measured  by 
a component  of  the  Consumer  Price 
Index  must  be  approved. 

HB-2363 — Sponsored  by  Mr. 
Speaker,  Delegate  Chuck  Chambers, 
D-Cabell;  effective  immediately.  This 
is  an  annual  bill  approved  each 
regular  legislative  session  which  up- 
dates the  list  of  controlled 
substances. 

HB-2899 — Sponsored  by  David 
McKinley,  R-Ohio;  effective  July  1, 
1987.  This  legislation  provides  that 
no  insurer  may  cancel  or  non-renew 
an  accident  or  sickness  insurance 
policy  of  any  insured  because  of 
diagnosis  or  treatment  of  acquired 
immune  deficiency  syndrome 
(AIDS). 

HB-3063 — Sponsored  by  Delegate 
Bob  McCormick,  D-Logan;  effective 
July  1,  1987.  Direct  payment  to 
health  care  providers  from  the 
crime  victim’s  compensation  awards 
for  services  rendered  is  now 
allowable  under  this  law.  There  are 
exceptions  to  compensation  in  cases 
where  the  total  damages  exceed  the 
maximum  amount  which  may  be 
awarded.  In  those  instances,  the 
health  care  provider  shall  be  paid 
the  same  proportion  to  which  the 
actual  award  was  given  to  the 
victim. 

HB-2970 — Sponsored  by  Delegates 
Duane  Southern,  D-Marion,  and 
Deborah  Phillips,  D-Putnam;  effec- 
tive July  1,  1987.  This  bill  relates  to 
the  regulation  of  captive  insurance 
companies  and  addresses  the  forma- 
tion and  operation  of  risk  retention 
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State  Physicians'  Help  In  Study  Asked 

Boost  In  Doctors’  Computer  Access 
To  Health  Care  Information  Eyed 


Editor ’s  Note:  Quick  computer  ac- 
cess to  health  care  information  by 
primary  care  physicians  through- 
out West  Virginia  is  the  goal  of  the 
coming  study  project,  which  has 
been  approved  by  WVSMA  Council, 
and  is  described  below.  Nine  service 
areas  for  expanded  computer-based 
information  systems  are  planned  in 
the  state. 

Fostering  awareness  of  present 
and  potential  computer-based  infor- 
mation systems  in  West  Virginia 
is  a goal  for  which  WVSMA  and 
other  state  health  care  agencies  will 
be  working  closely  with  the  South- 
eastern/Atlantic Regional  Medical 
Library  Services  (SE/A  RMLS)  in 
Baltimore. 

SE/A  RMLS  is  one  of  seven 
regional  medical  library  programs 
supported  by  the  National  Library 
of  Medicine.  SE/A  RMLS  (Region  2) 
serves  10  Southeastern/Atlantic 
states  (including  West  Virginia) 
and  is  currently  promoting  a 
statewide  health  information  net- 
work for  West  Virginia.  Planned 
activities  include  organizing  nine 
service  areas,  improving  access  to 
medical  information  resources  local- 
ly, and  introducing  health  profes- 
sionals to  computer-based  informa- 
tion systems. 

Developments  in  medical  litera- 
ture databases,  medical  information 


systems  and  computer-based 
medical  education  have  a great 
potential  for  changing  the  way 
medicine  is  practiced,  SE/A  RMLS 
said.  Eor  example,  cross  referencing 
of  databases  in  medicine,  engineer- 
ing, psychology  and  chemistry 
allows  access  to  a wider  body  of 
literature  than  that  found  in  medical 
journals. 

Utilizing  the  results  of  the  1986 
West  Virginia  Continuing  Medical 
Education  Survey  (see  Special  Arti- 
cle, page  223),  a study  will  be 
developed  to  determine  the  most  ef- 
fective way  of  introducing  medical 
databases  and  systems  to  primary 
care  physicians  in  West  Virginia.  Ac- 
cording to  the  Special  Article,  51  per 
cent  of  West  Virginia  physicians  do 
not  have  automatic  data  processing 
capability  either  for  business  or 
educational  purposes.  Physicians 
who  indicated  an  interest  in  par- 
ticipating in  educational  programs 
on  the  CME  Survey  will  be  invited 
to  participate  in  the  study. 

Results  of  this  study  will  be  used 
in  1988  to  develop  cost-effective 
ways  of  promoting  medical  informa- 
tion systems  throughout  West 
Virginia’s  health  care  community. 

If  you  are  invited  in  May  to  attend 
a study  session,  you  are  encourag- 
ed to  make  every  effort  to  attend. 


groups  as  to  the  provision  of  the 
Federal  Liability  Risk  Retention  Act 
of  1986. 

HB-3194 — Sponsored  by  Flouse 
Finance  Chairman,  Delegate  George 
Farley,  D-Wood;  effective  immediate- 
ly. This  bill  is  a supplemental  ap- 
propriation to  the  current  fiscal  year 
of  $11.1  million  to  the  Public 
Employees  Insurance  Board. 

Senate  Bills 

SB-126 — Sponsored  by  Senator 
Larry  Tucker,  D-Nicholas;  vetoed. 
This  bill  was  vetoed  by  the  Gover- 
nor. It  would  have  allowed  a sheriff 
or  jailer  access  to  medical  records 
of  prisoners. 

SB-166 — Sponsored  by  the  Presi- 
dent, Senator  Dan  Tonkovich,  D- 
Marshall,  and  Senator  Bud  Harman, 
R-Taylor,  by  request  of  the  Gover- 
nor; effective  July  1,  1987.  The 
Board  of  Medicine  will  be  allowed 
to  set  reasonable  fees  for  licensure 
examinations  and  licenses  under  this 
bill.  The  option  of  licensure  by 
diplomate  certificate  from  an 
American  specialty  board,  educa- 
tional training  permits  and  tem- 
porary permits,  previously  in  the 
code,  have  been  removed  under  this 
legislation.  Those  receiving  medical 
degrees  outside  the  United  States 
seeking  licensure  in  West  Virginia 
must  be  certified  by  the  ECFMG, 
and  two  years  of  graduate  clinical 
training  are  added  to  the  one  year 
of  graduate  clinical  training  required 
for  other  applicants. 


“All  I did  was  tell  him  his  premium  would 
be  lower  this  time.” 


New  Rehab  Center 
In  Charleston 

Congressman  Robert  L.  Wise  and 
Charleston  Mayor  James  E.  Roark 
joined  Charleston  Area  Medical 
Center’s  patients  and  staff  to  cut  the 
ribbons  opening  the  Charleston 
Area  Rehabilitation  Center  in  March. 

Located  at  CAMC’s  General  Divi- 
sion, the  new  comprehensive 
medical  rehabilitation  facility  was 
designed  to  house  both  inpatient 
and  outpatient  medical  rehabilitation 
services  and  allied  medical 


specialties  including  physical 
therapy,  occupational  therapy, 
speech  and  hearing  therapy  and 
recreational  therapy,  according  to 
James  C.  Crews,  CAMC  President. 

“The  medical  rehabilitation  pro- 
grams which  will  evolve  here  will 
improve  health  care  that  CAMC  of- 
fers families  in  southern  West 
Virginia,”  he  said. 

Eor  more  information  contact: 
Diana  McClure,  Administrative  Assis- 
tant (348-7619);  Susan  Strawn,  RN, 
Director,  Medical  Rehabilitation 
(345-6951),  or  Kenneth  Wright, 

M.  D.,  Medical  Director. 
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Continuing 

Education 

Activities 

Here  are  the  continuing  medical 
education  activities  listed  primarily 
by  the  Marshall  University  and  West 
Virginia  University  Schools  of 
Medicine  for  part  of  1987,  as  com- 
piled by  Ernest  W.  Chick,  M.  D.,  MU 
Director  of  Continuing  Medical 
Education;  Robert  E.  Kristofco, 

WVU  Assistant  to  the  Dean/Continu- 
ing Medical  Education;  J.  Zeb 
Wright,  Ph.D.,  Director  of  Continu- 
ing Education  Outreach  and  Com- 
munity Affairs,  WVU  Charleston 
Division;  and  Sharon  Hall,  Director 
of  Continuing  Education,  Charleston 
Area  Medical  Center  (also  in  charge 
of  WVU  Charleston  Division  on- 
campus  CME).  The  schedule  is 
presented  as  a convenience  for 
physicians  in  planning  their  continu- 
ing education  program.  (Other  na- 
tional, state  and  district  medical 
meetings  are  listed  in  the  Medical 
Meetings  Department  of  The 
Journal.) 

The  program  is  tentative  and  sub- 
ject to  change.  It  should  be  noted 
that  weekly  conferences  also  are 
held  on  the  WVU  Morgantown, 
Charleston  and  Wheeling  cam- 
puses. Eurther  information  about 
CME  activities  may  be  obtained  by 
calling  Doctor  Chick  at  (304) 
526-0515;  Kristofco,  (304)  293-3937; 
Wright,  (304)  347-1243;  and  Hall, 
(304)  348-9580. 

West  Virginia  University 

May  29-30,  Morgantown,  WV 
Radiological  Society  Spring 
Meeting — ^WVU  Dept,  of  Radiology 
June  5,  Charleston,  Eine  Needle 
Aspiration 

June  5,  Morgantown,  WV  Association 
of  Anesthesiologists 
June  6,  Charleston,  Flexible  Sig- 
moidoscopy 

June  13,  Charleston,  Cardiology 
Update 

July  25-26,  Charleston,  Advanced  Car- 
diac Life  Support 

August  8,  Charleston,  Searching 
Medline — A Guide  for  the  Health 
Professional 


Regularly  Scheduled  Continuing 
Education  Outreach  Programs 
from  WVU  Medical  Center- 
Charleston  Division/CAMC 

Beckley,  Southern  W.  Va.  Clinic,  4th 
Thursday,  5:30  to  7:30  P.  M.  — May 
28  (vacation) 

Cabin  Creek,  Cabin  Creek  Medical 
Center,  Dawes,  2nd  Thursday,  8-10 
A.  M.  — May  14,  “Dermatitis  Up- 
date,” Robert  Point,  M.  D. 

Gassaway,  Braxton  Co.  Memorial 
Hospital,  1st  Wednesday,  7-9  PM.  — 
May  6,  “Noninvasive  Peripheral  Vas- 
cular Disease,”  Ali  AbuRahma,  M.  D. 

Greenbrier,  Library,  Greenbrier 
Clinic,  3rd  Tuesday,  4-5  PM.  — May 

19,  “Early  Diagnosis  of  Prostate 
Cancer  & Related  Male  Urologic 
Problems,”  James  Lane,  M.  D. 

June  l6  (program  tba) 

July  21  “Approach  to  Mesenteric 
Ischemic  Disease,”  Brittain 
Mcjunkin,  M.  D. 

Madison,  Boone  Memorial  Hospital 
Conference  Room,  2nd  Tuesday,  7-9 
P.  M.  — May  12,  “Bronchogenic  Car- 
cinomas,” Robert  Spain,  M.  D. 

June  9,  “Primary  Care  of  Patients 
With  Common  Psychiatric  Prob- 
lems,” Martin  Kommor,  M.  D. 

Oak  Hill,  Plateau  Medical  Center 
(Oyler  Exit,  N 19)  4th  Tuesday, 
7-9  PM.  — May  26  (program  tba) 

Summersville,  Summersville 
Memorial  Hospital,  1st  Tuesday, 
6:30-8:30  P.  M.  — May  5,  “Phar- 
macologic & Related  Problems  in 
Caring  for  the  Elderly,”  David 
Elliott,  Pharm.  D. 

Welch,  Stevens  Clinic  Hospital,  3rd 
Wednesday,  12  Noon-2  P.  M.  — May- 

20,  “Special  Considerations  in 
Geriatric  Pharmacology,”  David 
Elliott,  Pharm.  D. 

June  17,  “Non-Q-Wave  Myocardial 
Infarction,”  Donald  Lilly,  M.  D. 

Whitesville,  Raleigh-Boone  Medical 
Center,  4th  Wednesday,  11  A.  M.- 
1 P.  M.  — May  27,  “Alzheimer’s 
Disease,”  Albert  Heck,  M.  D. 

Williamson,  Williamson  Memorial 
Hospital,  1st  Thursday,  6:30-8:30 
PM.  — May  7,  “Organ  & Tissue 
Transplant”  (speaker  tba) 


Clarksburg  CME 
Program,  May 

Following  are  one-hour  CME  con- 
ferences for  May  scheduled  at 
United  Hospital  Center  in  Clarksburg 
through  the  Family  Practice 
Residency: 

May  12,  “Meningitis;”  May  13, 
“Cancer  Conference;”  May  20, 
“Practical  Session  on  Ventilators;” 
May  27,  “Parathyroid  Disorders;” 
and  May  28,  “Preventative 
Medicine — Weighing  the  Choices.” 

For  additional  information,  call 
(304)  624-7589. 


Newspaper  Plans 
Doctor  Page 

“The  greatest  of  the  unsung 
heroes  in  these  hills  is  the  old  time 
doctor  and  the  stories  which  cluster 
about  these  wonderful  people  is  a 
source  of  untapped  lore  and 
heritage  which  for  these  many  y^ears 
of  newspapering  I have  wanted  to 
bring  alive.” 

So  goes  the  story  in  the  March  5 
edition  of  the  West  Virginia  Hillbilly 
in  which  Editor  Jim  Comstock  said 
he  would  like  to  start  a “doctor 
page”  in  the  newspaper  if  he  can 
get  enough  people  to  send  in 
enough  stories. 

“If  it  shapes  up  right,  I have  the 
feeling  a book  will  come  out  of  it,” 
he  commented. 

“There  have  been  some  stories  of 
epic  proportions  about  doctors  on 
horseback,  sitting  through  the  night 
with  patients.  The  Wayt  Diary  the 
paper  has  been  running  is  proof 
enough  for  that.  There’s  the  “button 
hole”  surgeon,  and  there’s  old  Dr. 
James  Cunningham  and  George 
Raschid,  his  leper  patient.  And  Dr. 
Bennett  in  Point  Pleasant  who  per- 
formed the  first  Caesarean  in  North 
America,  and  on  his  own  wife.  By 
the  way,  there’s  still  a story  there 
now  with  him  after  a century  and  a 
half  because  they’ve  just  dug  him 
up  and  reburied  him.  I’ll  get  that 
story.” 

Doctors  and  others  can  submit 
stories  to  the  newspaper  at  P.  O. 

Box  430,  Richwood,  West  Virginia 
26261.  Telephone  (304)  846-4487  or 
846-2667. 
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Kidney  Transplants 
Resume  At  WVU 


tj 

Poetry  Corner 


Of  Words 

Write  me  some  sweet  words 
The  young  maid  sighed 
Of  love  and  romance 
Of  youth  and  its  pride 
Of  nights  never  ending 
Your  love  by  your  side. 

Write  me  some  strong  words 
The  young  man  said 
Of  worlds  to  be  conquered 
Of  armies  to  be  led 
Of  pride  never  ending 
Of  vanity  to  be  fed. 

Write  me  some  tender  words 
The  mature  wife  said 
Of  home  and  of  husbands 
And  mouths  to  be  fed 
Of  love  that's  requited 
And  children  to  be  led. 

Write  me  some  wise  words 
The  old  Couple  asked 
Of  God  and  His  blessings 
In  whose  promise  ive  bask 
Of  God  in  His  glory 
His  countenance  unmasked. 

J.  Paul  Miff,  M.  D. 
Teays  (Putnam  County) 


Beauty 

There  are  more  blossoms 
On  that  apple  tree  this  spring 
Than  e'er  before; 

The  ugly  one  you  wanted  to  cut 
down 

Because  it  had  grown  crooked. 

Did  it,  perchance, 

Hear  your  “cutting”  remarks. 

And  seeking  to  show  us  beauty 
Where  no  beauty  was, 

Put  all  its  efforts  into  blossoms? 

How  like  the  human  condition 
Is  that  apple  tree; 

Our  ugliness,  too. 

Made  beautiful 

By  the  blossoming  of  our  soul. 

Robert  L.  Smith,  M.  D. 

Morgantown 


We  request  physician  contributions  to 
Poetry  Corner;  Submissions  should  be 
addressed  to  Stephen  D.  Ward,  M.  D., 
Editor,  The  West  Virginia  Medical 
Journal,  Box  4106,  Charleston  25364. 


Two  kidney  transplants  were  per- 
formed in  April  at  West  Virginia 
University  Hospitals  in  Morgantown. 
The  surgeries  were  the  first  such 
procedures  performed  at  the 
hospital  in  seven  years. 

A 28-year-old  woman  and  a 
66-year-old  man,  both  West  Virginia 
residents,  were  in  stable  condition 
in  the  post  anesthesia  recovery 
room  at  the  hospital  Monday  morn- 
ing after  undergoing  the  procedures 
on  a Sunday.  The  woman’s  surgery 
began  at  approximately  2 P.  M.  and 
was  completed  by  6 P.  M.  The  man’s 
surgery  began  at  7:30  P.  M.  and  was 
over  by  10:45  P M. 

Dr.  Steven  Lachance  lead  the  renal 
transplant  team.  Each  recipient 
received  a kidney  from  an 
unrelated,  cadaveric  donor. 

Dr.  Lachance  joined  the  hospital 
to  renew  the  kidney  transplant  pro- 
gram. He  came  from  Oregon  Health 
Sciences  University  where  more 
than  100  kidney  transplants  are  per- 
formed annually. 

The  kidney  transplant  program  is 
the  only  one  of  its  kind  in  the  state, 
WVU  Hospitals  said.  Doctor 
Lachance  said  the  program  is  impor- 
tant for  West  Virginians  because  it 
gives  them  a chance  to  benefit  from 
locally  retrieved  kidneys. 


1987  WVSMA  Leadership  Conference  Program  — May  9,  Charleston 


10:30  a. 

m. 

Welcome — Charles  E.  Turner,  MD,  WVSMA  President 

10:40  - 

11:15 

“AMA  Initiative  & Issues”  James  E.  Davis,  MD, 
Speaker,  AMA  House  of  Delegates 

11:15  - 

11:45 

‘‘A  View  Erom  Washington  on  Medical  Issues” 
Dexanne  Clohan,  AMA  Legislative  Staff 

11:45  - 

12:00 

Questions  & Answers 

12:00  - 

1:30 

Luncheon  & Leadership  Motivation 
R.  F.  Smith,  Jr.,  MD,  Huntington 

1:30  - 

2:15 

WV  Legislative  Perspective  on  Medical  Issues 
Senate  President  Dan  Tonkovich 

2:15  - 

2:30 

Questions  & Answers 

2:30  - 

3:00 

“Professional  Liability  Insurance  Options?” 
(multiple  speakers) 

3:00  - 

3:30 

“Our  PMCN,  PPO  Ready  to  Go” 
(staff  & consultant) 

3:30  - 
3:40 

3:40 

Conference  Summary — President  Turner 
Adjournment  & Reception 
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“Surgical  and  Medical  Aspects  of  Pancreatitis,  Biliary  Tract  Neoplasms  and  Newer 
Infectious  Diseases”  was  the  topic  for  the  mid-winter  clinical  conference  of  the  West 
Virginia  Gastrointestinal  Society  at  Canaan  Valley  Resort  Park.  Officers  for  1987  are, 
from  left,  Drs.  Thomas  Kiernan,  Huntington,  Past  President;  Firas  Al-Kawas,  Morgan- 
town, President;  Thomas  Chang,  Clarksburg,  President  Elect,  and  Marc  Subik,  Hun- 
tington, Secretary-Treasurer.  Drs.  John  Cameron  of  Baltimore  and  Stuart  Danovitch  of 
Washington,  DC,  were  guest  faculty. 


Lab  Tech  Exam 
Applications  Due 

The  deadline  for  submitting  applica- 
tions to  take  the  HHS  proficiency 
examination  for  laboratory  techni- 
cians is  May  22,  it  was  announced 
by  Sandra  Landfried,  Ph.D.,  MT, 
Laboratory  Supervisor,  West  Virginia 
State  Health  Department. 

The  examination  for  West  Virginia 
will  be  given  in  Charleston  August 
28. 

The  examination,  the  Clinical 
Laboratory  Technologist  (CLT)  profi- 
ciency examination,  is  offered  by 
the  Department  of  Health  and 
Human  Services  and  the  Centers  for 
Disease  Control.  It  is  administered 
by  the  Professional  Examination  Ser- 
vice of  New  York  City. 

The  application  fee  is  $45. 

The  examination  qualifies  the  in- 
dividual passing  the  test  as  a 
“technologist”  under  Medicare 
regulations  for  the  independent 
laboratory,  Doctor  Landfried  said. 
The  “technologist”  designation  is 
needed  to  qualify  as  “general  super- 
visor," she  continued,  which  is  re- 
quired to  do  tests  by  yourself. 


“Physicians  who  have  operated  a 
Medicaid-approved  lab  for  four  years 
can  qualify  as  director  or  technical 
supervisor  of  their  own  lab.” 

Medical  personnel  who  have  pass- 
ed the  test  could  be  valuable  to 
physicians  who  might  wish  to  hav'e 
a Medicare-certified  laboratory,  she 
noted. 

To  obtain  application  forms  and 
additional  information,  contact  Doc- 
tor Landfried  at  Health  Facilities 
Evaluation  Program,  P <&  G 
Building,  1800  Washington  Street, 
East,  Charleston,  WV  2S305. 
Telephone  (304)  348-0050. 


Doctor  Honored 

Dr.  David  W.  Avery  of  Vienna  has 
been  honored  by  the  West  Virginia 
Athletic  Directors  Association  for  his 
work  as  team  physician  at 
Parkersburg  South  High  School  and 
in  the  community.  He  w^as  one  of 
five  recipients  of  the  WVADA 
Distinguished  Service  Aw^ard  for  1987. 

Doctor  Avery  established  a 
physical  examination  program  at 
Parkersburg  South,  and  visits  the 
School  each  week  to  w'ork  with  the 
athletes. 


Medical 

Meetings 

May 


9 — WVSMA  Leadership  Conference, 
Charleston 

9- 15 — Am.  Gastroenterological  Assoc, 
Chicago. 

10- 13 — Am.  Thoracic  Society,  New 
Orleans. 

14-17  — Am.  Geriatrics  Society,  New 
Orleans. 

17-20~Am.  Ophthalmological  Society, 
San  Diego. 

17-21 — .Am.  Urological  Assoc.,  Anaheim, 
Calif. 

19 — Am.  Medical  Student  Assoc.,  New 
Orleans. 

22-25 — ^WV  Academy  of 
Otolaryngology — 

Head  & Neck  Surgery,  White  Sulphur 
Springs. 

27- 30 — Am.  College  of  Sports  Medicine, 
Las  Vegas. 

28- 29— Am.  Society  of  Transplant 
Surgeons,  Cihicago. 

June 


1-5 — International  Conference  on  AIDS, 
Washington,  DC. 

9-12 — International  Congress  on  Ethics 
in  Medicine,  New  York. 

21-25 — AMA  House  of  Delegates, 
Chicago. 

August 


8-11 — 120th  Annual  Meeting,  WV 
State  Medical  Assoc.,  White  Sulphur 
Springs. 

September 


14-17 — ^AAFR  San  Francisco. 

October 


9 —  Lasers  in  Ophthalmology  (WVU 
Dept,  of  Ophthalmology),  Morgantown. 

10—  WVLi  Dept,  of  Ophthalmology  Con- 
ference, Morgantown. 

11— 16 — Am.  College  of  Surgeons,  San 
Francisco. 

15-18 — Am.  Society  of  Internal 
Medicine. 

27-Nov.  1 — Am.  Medical  Women's 
Assoc.,  Orlando,  Fla. 


For  More  Information  . . . 

Contact  The  Journal  for  additional 
information  about  most  of  the 
above  meetings.  Call  (304) 
925-0342. 


236  THE  WEST  VIRGINIA  MEDICAL  JOURNAL 


YOU  DON 


;UNLESS  YOU  HAVE 
THE  BEST  COMPUTER  SYSTEM. 


Introducing  the  Reynolds  and  Reynolds 
Pledge  of  Satisfaction. 

Before  we  decided  to  offer  your  practice  a written  guarantee,  we  made 
sure  we  had  the  best  medical  practice  management  system  on  the  market. 
Only  Reynolds  + Reynolds,  a Fortune  SOO  compan\'  with  over  20  years 
of  computer  experience  as  a single  source  supplier,  offers  you: 

• State-of-the-art  hardware  from  IBM, NCR,and  Texas  Instruments. 

• The  most  comprehensive  Unix-based  medical  practice 
management  softw'are  in  the  industry. 

• MPMS-PLUS  software  features: 

- appointment  scheduling  - insurance  claims 

- patient  billing  - management  reports. 

- accounts  receivable 

• The  industry’s  most  responsive  after-sale  hardware  and 
softw'are  serv'ice  and  support. 

• Competitive  lease  plan  rates. 

• A full  line  of  computer  forms. 

• A unique  written  pledge  of  satisfaction  assuring  you  that  our 
system  will  perform  the  tasks  required  to  help  your  practice 
run  more  profitably  and  efficiently  or  your  full  system  price 
will  be  refunded. 


Yes,  I'm  interested!  I want  to  know  more  about  the 
Reynolds  -I-  Re\  nolds*  MPMS-PLUS  .system.  To  make 
our  first  di.scu.ssion  more  efficient,  I've  filled  in  the 
information  requested  below. 

I'm  considering  automating  my  practice: 

□ Right  away.  □ In  six  months.  Dina  year  or  so. 

□ I'd  like  to  know  more  about  your  unique  Pledge  of 
Satisfaction. 


Name: . 


Whether  you’re  a new'  buyer  or  a dissatisfied  system  user, 
Reynolds  + Reynolds’  single  source  concept  is  right  for  you. 
Interested?  To  know  more  about  our  MPMS-Plus  System  and  our 
Pledge  of  Satisfaction,  fill  out  the  attached  coupon  or  call  us  toll- 
free  at  1-800-632-4278  (in  Ohio  call  1-800-535-7128.) 

Reynolds+Reynolds® 

Committed  To  Your  Future 


Practice  Name: 

Address: 

Cit\’: State: Zip: 

Phone: 

# of  Physicians: Specialty: 


WVU  Medical 
Center  News 


West  Virginia 
University 


Compiled  from  material  furnished  by  the 
Medical  Center  News  Service.  Morgantown. 
w:  Va. 


Medical  School 
Turns  75  In  1987 

WVU  School  of  Medicine  turns  75 
this  year,  and  its  diamond  anniver- 
sary year  will  be  an  eventful  one. 
The  Chestnut  Ridge  Psychiatric  In- 
stitute now  under  construction  in 
Morgantown  will  be  dedicated,  and 
ground  will  be  broken  for  the  Mary 
Babb  Randolph  Cancer  Center,  a 
comprehensive  facility  to  serve  the 
entire  state. 

“The  past  three  years  in  the 
school's  long  history  have  been  an 
exciting  time,”  according  to  Dean 
Richard  A.  DeVaul.  “This  medical 
center  has  really  restructured  itself 
for  the  future — by  divesting  our 
hospital  from  the  state  and  building 
a new  state-of-the-art  facility,  by  at- 
tracting federal  funding  and  spon- 
sorship for  a comprehensive  cancer 
center,  by  building  a new 
psychiatric  institute,”  he  said. 

“We  are  now  planning  an  am- 
bulatory care  center  because  more 
and  more  medicine  is  going  to  be 
practiced  in  the  outpatient  arena. 
These  and  other  changes  will  help 
us  attract  and  keep  outstanding 
faculty  and  the  kinds  of  resources 
we  need  to  fulfill  our  mission  as  an 
academic  medical  center. 

Complex  Situation 

“But  it’s  been  difficult  to  explain 
to  people  in  the  state  what  is  going 
on  ancl  why  it’s  important. 

“It’s  a complex  situation,  and 
while  some  people  in  West  Virginia 
have  been  questioning  whether 
we’re  going  in  the  right  direction, 
others  outside  the  state  have  been 
looking  to  us  as  an  example  of  what 
needs  to  be  done,”  Doctor  DeVaul 
said. 

Medical  education  at  WVU  goes 
back  to  1878,  when  students  studied 


anatomy  in  a wood  hut  set  well 
apart  in  Falling  Run  Hollow.  But  it 
was  not  until  May  4,  1912,  that  the 
Board  of  Regents  ordered  the  crea- 
tion of  a “separate  and  distinct  divi- 
sion of  the  University  to  be  known 
as  the  School  of  Medicine.” 

L’ntil  1962  it  was  a two-year 
school,  and  graduated  2,100 
students  who  completed  their  MD 
degrees  out  of  state.  The  School’s 
Medical  Alumni  Association  has 
records  of  6l6  of  them,  and  more 
than  a third  practice  in  West 
Virginia. 

By  1986  the  School  had  graduated 
1,746  MDs;  of  1,721  practicing  alum- 
ni, 643  are  in  West  Virginia.  Another 
334  are  in  residency  programs, 
many  of  them  at  the  Medical  Center. 

Dean  DeVaul,  who  came  to  WVU 
in  1984  from  the  Houston,  Texas, 
medical  center,  has  trained  and 
worked  in  seven  different  centers 
and  says  the  teaching  program  at 
WVU  is  one  of  the  best  he  has  seen. 

One  of  the  Finest 

“My  opinion  was  confirmed 
recently  by  an  accreditation  site -visit 
team.  A very  senior  chair  of  that 
team  has  been  reviewing  programs 
for  years  and  he  commented  that 
this  is  one  of  the  finest  teaching 
programs  he  has  visited,”  he  said. 

“A  school  is  much  more  than  a 
teaching  institution,  however.  It’s  in- 
volved in  research  that  not  only  im- 
proves the  teaching  mission  but  also 
makes  a contribution  to  medical 
knowledge  and  improved  health 
care  and  delivery.  This  medical 
center  is  a major  resource  that  im- 
proves the  practice  of  care 
throughout  the  region. 

“Most  people  don't  realize  that 
the  School  provides  major  support 
to  the  medical  education  budget. 
Currently  almost  two  thirds  of  our 
budget  comes  from  the  efforts  of 
faculty:  46  per  cent  from  the  prac- 
tice plan  and  18  per  cent  from 
research  grants. 

“We  have  more  outreach  pro- 
grams that  directly  affect  the  health 


of  state  residents  than  any  place  I’ve 
ever  been.  It’s  a very  special  place,” 
Dean  DeVaul  said. 


Students  Named 
To  Honor  Society 

Fourteen  students  in  the  School 
of  Medicine  have  been  elected  to 
Alpha  Omega  Alpha  honor  medical 
society. 

Named  from  the  third-year  class 
are  Leo  Brancazio,  Weirton;  Terry 
Daniel,  Fairdale  (Raleigh  County); 
David  Ghaphery,  Wheeling;  Michael 
Gustafson,  Keyser;  Angela  Mascaro, 
Clarksburg;  Debra  Pederson, 
Wileyville  (Wetzel  County),  and 
Scott  Strickler,  Williamstown  (Wood 
County). 

Fourth-year  students  elected  last 
fall  include  Gary  Bergman,  Pitts- 
burgh; Jyostna  Dalah  and  Edward 
Stewart,  both  of  Morgantown; 
Douglas  Howerton,  Berkeley 
Springs;  Glenn  Robinson,  North 
Haven,  Connecticut;  Gregory 
Thompson,  Fairmont,  and  ’Wynne 
Woodyear,  Annapolis,  Maryland. 

All  were  introduced  at  the  annual 
AOA  Lecture  March  19  at  the 
Medical  Center  and  at  a banquet  in 
their  honor  afterward.  The  invited 
speaker  was  F.  Anthony  Greco,  Pro- 
fessor of  Medicine  and  Director  of 
Oncology  at  Vanderbilt  liniversity 
Medical  Center  in  Nashville.  Doctor 
Greco  is  a 1972  graduate  of  the 
WVU  School  of  Medicine  and  a 
former  president  of  the  honor 
society. 

Membership  in  AOA  is  considered 
the  medical  profession’s  most 
prestigious  honor,  and  is  based  on 
excellence  in  scholarship,  leadership 
and  character. 

President  of  the  group  this  year  is 
John  Shufflebarger,  a fourth-year  stu- 
dent from  Berkeley  Springs.  Elected 
to  AOA  from  the  faculty  is  George 
Weinstein,  Shott  Professor  and  Chair 
of  Ophthalmology,  and  from  the 
house  staff,  Joseph  Catlett,  Depart- 
ment of  Medicine. 
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Surgeons 


Keeping  Your  Family  In  Sight 


• CATARACT  SURGERY 

• EYE  EXAMINATIONS 
• LASER  SURGERY 


SOUTH  CHARLESTON  OFFICE 


t DRY  EYE  SPECIALISTS 
• PEDIATRIC  VISION  CARE 
• CONTACT  LENSES 


CHARLESTON  OFFICE 


Eye  Physicians 

and 


Muhib  S.  Tarakji,  M.D. 


Herbert  A.  Tipler,  M.D. 


Richard  C.  Rashid,  M.D. 


Medicare  Assignment  accepted  on  jdt  medicare  patients. 
Charging-  only  what  medicare  approves  for  covered 
services. 


South  Charleston 
Across  the  street  from 
Thomas  Memorial  Hospital 
424  Division  Street 


FOR  APPOINTMENTS  CALL 

(304)  768-7371 


Charleston 

CAMC/General  Division 
General  Medical  Pavilion, 
Suite  100 
415  Morris  Street 


County 

Societies 

LOGAN 

The  Logan  County  Medical  Socie- 
ty met  March  11. 

Our  guest  speaker  was  Dr.  Edgar 
Achkar,  Department  of 
Gastroenterology,  The  Cleveland 
Clinic  Foundation,  who  presented 
an  informative  talk  on  “Update  of 
Peptic  II leer  Disease.’— Harry  D. 
Fortner,  M.  D.,  Secretary. 


McDowell 

The  McDowell  County  Medical 
Society  met  March  11  in  Welch  at 
Stevens  Clinic  Hospital. 

The  society  unanimously  approv- 
ed a motion  that  a memorial  resolu- 
tion be  prepared  in  the  memory  of 
the  late  Dr.  A.  J.  Villani  of  Myrtle 
Beach,  South  Carolina,  formerly  of 
Welch  and  a member  of  this  Society. 
(See  obituary  on  this  page — ed.) — 

R.  O.  Gale,  M.  D.,  Secretary. 


MINGO 

The  guest  speaker  for  the  meeting 
of  the  Mingo  County  Medical  Socie- 
ty March  11  at  Williamson  Memorial 
Hospital  was  ex-Senator  Kelsey 
Friend,  who  addressed  the  Ken- 
tucky compensation  laws. 

Pending  seat  belt  legislation  was 
discussed,  and  Dr.  Diane  Shafer 
distributed  a report  on  the  Manage- 
ment of  Chronic  Pain  obtained  at 
the  January  Mid-Winter  Clinical  Con- 
ference in  Charleston. — Diane 
Shafer,  M.  D.,  Secretary-Treasurer. 


MONONGALIA 

Dr.  Dale  Ramsberg,  Head  Coach, 
WVLl  Varsity  Baseball  Team,  was  the 
guest  speaker  for  the  meeting  of  the 
Monongalia  County  Medical  Society 
March  3. 

Dr.  Neil  Bucklew,  WVLi  President, 
was  scheduled  as  the  speaker  for 
the  April  7 meeting. — Robert  L.  Mur- 
phy, Executive  Secretary. 


PARKERSBURG  ACADEMY 

The  Parkersburg  Academy  of 
Medicine  met  March  10  at  the 
Parkersburg  Country  Club. 


Dr.  Charles  F.  Turner,  President  of 
the  State  Medical  Association,  and 
Mrs.  Turner  (Linda),  President  of  the 
State  Auxiliary,  addressed  the 
Academy  on  current  issues  and 
pressures  facing  the  medical 
community. 

Merwyn  G.  Scholten  of 
Charleston,  Executiv'e  Director  of 
the  State  Medical  Association,  and 
Mrs.  Scholten  (Karen),  also  were 
guests. 

The  Academy  approved  a motion 
that  the  educational  format  be 
cancelled  for  the  next  several 
meetings  in  order  to  have  “open 
forums”  where  members  can  pre- 
sent current  issues. 

The  Academy  also  approved  dona- 
tions of  $275  each  to  the  Little 
League  Baseball  Team,  “Little  Docs,” 
and  the  Diabetic  Association  for 
Camp  Kno  Koma. — R.  C.  Sims, 

M.  D.,  Secretary-Treasurer. 


WESTERN 

Dr.  Jay  B.  Wise  of  Cleveland, 

Ohio,  was  the  guest  speaker  for  the 
meeting  of  the  Western  Medical 
Society  March  lU  at  Jackson  General 
Hospital  in  Ripley.  Doctor  Wise  gave 
a comprehensive  and  detailed 
presentation  on  blood  pressure  and 
treatment.  He  is  Medical  Director, 
Hemodialysis  Linit,  Liniversity 
Hospital  of  Cleveland,  and  Assistant 
Professor  of  Medicine,  Case  Western 
Reserve  Liniversity  School  of 
Medicine,  Cleveland. — A.  H.  Morad, 
M.  D.,  Secretary. 

Obituaries 


A.  J.  VILLANI,  M.  D. 

Dr.  A.  J.  Villani  of  Myrtle  Beach, 
South  Carolina,  formerly  of  Welch, 
died  March  2 in  a Myrtle  Beach 
hospital.  He  was  78. 

Doctor  Villani  served  two  times 
on  the  Council  of  the  West  Virginia 
State  Medical  Association,  and  was  a 
former  Chairman  of  the 
Association’s  Medico- 
Legal  Committee  and  Committee  on 
Maternal  and  Perinatal  Fetal  Welfare. 

A pediatrician,  he  was  a past 
President  of  the  McDowell  County 
Medical  Society.  Born  in  New 
Haven,  Connecticut,  he  practiced 
for  42  years  in  Welch  before  retiring 
to  Myrtle  Beach  in  1979. 


Doctor  Villani  was  graduated  from 
the  Liniversity  of  Richmond,  and 
received  his  M.  D.  degree  in  1935 
from  the  Medical  College  of 
V'irginia.  He  was  a World  War  II 
Navy  veteran. 

He  was  a honorary  member  of 
the  McDowell  County  Medical 
Society,  West  Virginia  State  Medical 
Association  and  American  Medical 
Association. 

Survivors  include  the  wife,  Mrs. 
Virginia  Baynes  Villani;  two  sons. 

Dr.  A.  J.  Villani,  Jr.,  of  Myrtle  Beach 
and  Dr.  Peter  Villani  of  Lumberton, 
North  Carolina;  two  daughters,  Mrs. 
Cecelia  Vickery  of  Salisbury, 
Maryland,  and  Dr.  Susan  Villani  of 
Boston,  Massachusetts;  three 
brothers,  Tom  Villani  and  Louis 
Villani,  both  of  New  Haven,  and 
Matt  Villani  of  Marietta,  Ohio;  and 
three  sisters.  Sue  Villani  of  New 
Haven,  and  Mary  Villani  and  Celia 
Sabatino,  both  of  San  Diego, 
California. 


ARSENIO  B.  VILLANUEVA,  M.  D. 

Dr.  Arsenio  B.  Villanueva,  retired 
physician  from  Pinecrest  Hospital  in 
Beckley,  died  January  17  at  his 
home  there.  He  was  67. 

A graduate  of  the  Liniversity  of  St. 
Thomas,  Manila,  The  Philippines,  he 
was  a clinic  physician  in  Guam  and 
a staff  physician  in  St.  Louis, 
Missouri,  and  Wallbash  Hospital, 
Decatur,  Illinois. 

He  was  a member  of  the  Raleigh 
County  Medical  Society. 

Survivors  include  three  brothers. 
Dr.  Manuel  Villanueva  of  Beckley, 

Dr.  Alejandrino  of  the  Philippines 
and  Leo  Villanueva  of  Jacksonville, 
Florida;  and  a sister,  Mrs.  Adoracion 
Vergara  of  the  Philippines. 
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How  MoreThan 2000 Doctors 
Have  Eased  The  Pain 


If  your  practice  is  like  a lot  of  others, 
you  often  spend  more  time  on  office 
problems  than  on  the  health  problems  of 
your  patients. 

Our  one  easy-to-use,  fully-integrated 
computer  system  can  take  care  of  billing, 
provide  financial  updates,  help  you  market 
your  practice.  And  give  you  more  time  to  do 
what  you  went  to  medical  school  for. 

“Medic  continues  to  be  the  best 
system  for  our  ciients.” 

Thomas  Booth,  president  of  The  PM  Group, 
Battle  Creek,  Michigan 

When  this  nationally-recognized 
medical  consulting  firm  recommends  a 
product  to  their  clients,  you  know  it’s  been 
carefully  scrutinized.  After  reviewing  over 
60  medical  systems.  The  PM  Group  judged 
our  system  to  be  the  best.  And  the  one  that 
offers  the  best  support  and  service. 

“It’s  helped  our  cash  flow 
tremendously.” 

Mike  Griga,  general  manager  of  Mayfield 
Neurological  Institute,  Cincinnati,  Ohio 
Changing  the  billing  system  from  once 
a month  to  once  a week  is  Just  one  way 
Medic  has  improved  the  bottom  line  of  the 
nation’s  largest  neurosurgery  group.  Our 
system  can  ease  the  process  of  sending 


statements  and  reduce  the  number  of 
uncollected  bills.  Plus,  our  easy-to- 
understand  printouts  help  you  keep  better 
track  of  your  financial  condition. 

“When  lightning  knocked  out  our 
system,  Medic  worked  through  the 
night  to  get  it  up  and  running  quickly.” 

Doug  Speak,  assistant  administrator  of 
Suncoast  Medical  Clinic,  St.  Petersburg, 
Florida 

We’ll  do  whatever  it  takes  to  keep  your 
system  working.  Day  or  night.  We  have  a 
toll-free  STAT  line  to  handle  questions  and 
problems.  And  there’s  a STAT  PLUS  line 
from  our  support  center  to  your  system 
for  software  updates  and  diagnoses. 

So  if  you’re  looking  to  increase  the 
efficiency,  productivity  and  profitability  of 
your  practice,  take  a look  at  the  Medic 
Computer  System. 

Over  2000  physicians  in  more  than 
600  practices  throughout  the  U.S.  are 
calling  it  a minor  medical  miracle. 


MSMi 

mcor 


meMc 

computer  systems 


6601  Six  Forks  Road,  Suite  150 
Raleigh,  North  Carolina  27609 


Telephone  toll-free:  1-800-334-8534 
North  Carolina:  919-84  7-8102 

Other  offices:  Cincinnati,  Ann  Arbor 
Orlando,  Pittsburgh,  Richmond 


Please  tell  me  how  Medic  Computer 
Systems  can  help  my  practice. 

Name 

Address 

City 

State Zi  p 

Phone ( ) 

Number  of  physicians  in  practice 

Specialty 

Medic  Computer  Systems 

6601  Six  Forks  Rd.,  Suite  150 
Raleigh,  North  Carolina  27609 


New  Members 


The  following  physicians  were 
welcomed  in  March  as  new 
members  of  the  West  Virginia  State 
Medical  Association: 

Cabell 

Lori  Bennett,  1340  Hal  Greer 
Boulevard,  Huntington  25701, 
Emergency  Medicine 

Kanawha 

Paula  R.  Arrieta,  WVU  Medical 
Center,  Charleston  Division,  3 HO 
MacCorkle  Avenue,  SE,  Charleston 
25304,  Pediatrics 

Venna  Bhanot,  VOVU  Medical 
Center,  Charleston  Division,  3 HO 
MacCorkle  Avenue,  SE,  Charleston 
25304,  Psychiatry 

Gina  R.  Busch,  Suite  806,  3100 
MacCorkle  Avenue,  SE,  Charleston 
25304,  OB/GYN 

Chan  Choi,  805  Atlas  Building, 
Charleston  25301,  Internal  Medicine, 
Allergy 

Rosalind  Lee  Go,  1313  Quarrier 
Street,  Charleston  25301,  Internal 
Medicine 

James  Michael  Keegan,  Suite  604, 
3100  MacCorkle  Avenue,  SE, 
Charleston  25304,  Internal  Medicine 
Carl  Kesner,  2700  E.  Dupont 
Avenue,  Belle  25015,  Eamily  Practice 
Elias  Khoury,  5020  Killarney  Way, 
Cross  Lanes  25313,  Surgery,  General 
Practice 

Lester  Labus,  ’’12  Stockton  Street, 
Charleston  25312,  Eamily  Practice 
Donald  R.  Lilly,  Suite  709,  3100 
MacCorkle  Avenue,  SE,  Charleston 
25304,  Internal  Medicine, 
Cardiology 

Jerome  D.  Massenburg,  Suite  9, 
5600  MacCorkle  Avenue,  SE, 
Charleston  25304,  Psychiatry 
Rachel  C.  Owens,  1108  West 
Avenue,  Charleston  2 5302, 
Emergency  Medicine 

Harry  R.  Reynolds,  Suite  302,  3100 
MacCorkle  Avenue,  SE,  Charleston 
25304,  Dermatology 

David  M.  Ritchie,  4914  A.  Elk  River 
Road,  Elkview  25071,  Eamily 
Practice 

Daniel  Lee  Smith,  712  Stockton 
Street,  Charleston  25312,  Eamily 
Practice 

Norman  S.  Williams,  Charleston 
Cancer  Center,  1001  Smith  Street, 
Charleston  25301,  Radiation, 
Oncology 


Logan 

Riino  S.  Bofill,  309  Avis  Avenue,  Man 
25635 

H.  Subhani,  600  E.  McDonald 
Avenue,  Man  25635 

Marion 

Thomas  A.  Cacciola,  Eairmont  Clinic, 
P.  O.  Box  1112,  Fairmont  26554 

McDowell 

Chul  Y,  Seong,  Drive  Fork  Com- 
munity Health  Services,  Inc.,  Drawer  A, 
Yukon  24899,  Family  Practice 

Dean  Woodard,  78  Franklin  Street, 
Welch  24801 
Mercer 

William  C.  Bird,  P.  O.  Box  5451, 
Princeton  2 4740 

Monongalia 

Edward  Blum,  1200  J.  D.  Anderson 
Drive,  Morgantown  26505 

Dennis  J.  Courtney,  Rt.  1,  P.  O.  Box 
66,  Masontown  26542 

Richard  K.  Dattola,  WVU  Medical 
Center,  Morgantown  26506,  Family 
Practice 

Lionel  H.  DeMontigny,  453  Van 
Voorhis  Road,  Morgantown  26505 
Charles  J.  Foulks,  WVU  Medical 
Center,  Morgantown  26506,  Internal 
Medicine 

Thomas  M,  Work,  WVU  Medical 
Center,  Morgantown  26506,  Ophthal- 
mology 

Ohio 

Paul  H.  Levesque,  211  Oakmont 
Road,  Wheeling  26003 

Parkersburg 

Paul  West,  DO,  507  Chelsea, 
Sistersville  26l"’5,  Family  Practice 

Wetzel 

W.  Jeffery  Early,  DO,  P.  O.  Box  418, 
Pine  Grove  26419 

Residents 

Elizabeth  A.  Atkinson,  Department 
of  Otolarynology,  'OC'VU  Medical 
Center,  Morgantown  26506 

Anthony  L.  Burke,  204  29th  Street, 
Charleston  25304 

Jeffrey  P,  Fenyves,  Rt.  6,  Box  73 A, 
Morgantown  26505 
Jerry  M.  Hahn,  1831  Enslow 
Boulevard,  Huntington  25701 

Students 

Aaron  VC'.  Hensley,  26  Randolph 
Avenue,  Elkins  26241 

David  M.  Kinney,  1202  Baker  Street, 
Morgantown  26505 

Rebecca  A.  Price,  P.  O.  Box  268, 
WVU  Medical  Center,  Morgantown 
26505 

Annmarie  Ray,  2800  Hart  Street, 
Apartment  19,  Charleston  25304 


DISCOUNT 

HOLIER 

SCANNING 

SERVICES 

Starting  at  $35.00 


Cardionostic  Holter 
recorder  (cassette) 
available  from  $1,125.00 


Spacelabs  Holter 
recorder  (cassette) 
available  from  $1,275.00 


Smallest  & lightest 
bolters  update 


Fast  service 
(24-48  hrs.)  turnover 


Hook  up  kits 
starting  at  $4.95 


Special  introductory  offer 
of  three  free  tests 
with  any  purchase  or  tease 
of  the  recorder 


Cardiologst  over-read 
available  for  $15.00 

if  interested  call 

(301)  870-3626 
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In  mild  to  moderate  hypertension 

THE  FIRST 
ONCE  DAILY 


CALCIUM 

CHANNEL 

BLOCKER... 


100 


ON^E  DAILY  ^^9 

isoptinSR 

(verapamil  HCI/Knoll) 

240  mg  scored,  sustained -release  tablets 


JAMES  B. 

38,  black  male,  heavy  smoker. 
Prescribed  a diuretic  by  an- 
other physician  last  year  for 
hypertension. 

YOUR  CONCERNS 

Presents  with  "smoker's 
cough."  Workup  reveals  a BP 
of  150/107. 

A LOGICAL  CHOICE  FOR 
CONTROL  OF  HIS  BP 

ISOPTIN®  (verapamil 
HCI/Knoll)  because... 

— Black  hypertensives  often 
have  low  plasma  renin  ac- 
tivity and  generally  do  not 
respond  favorably  to  beta 
blockers. 

— Beta  blockers  may 
increase  the  likelihood  of 
bronchospasm. 


THOMAS  G. 

70,  asthmatic.  In  the  past,  BP 
adequately  controlled  with 
25  mg  hydrochlorothiazide 
daily. 

YOUR  CONCERNS 

Today  patient  presents  with 
symptoms  of  gout.  Workup 
reveals  high  uric  acid  level, 
low  serum  potassium,  and  BP 
elevated  to  180/98. 

A LOGICAL  CHOICE  FOR 
CONTROL  OF  HIS  BP 

ISOPTIN*  (verapamil 
HCI/Knoll)  because... 

— Unlike  diuretics,  ISOPTIN 
will  not  decrease  serum  po- 
tassium levels  or  elevate  uric 
acid  levels. 

— Unlike  beta  blockers, 
ISOPTIN  can  be  used  safely  in 
asthma  and  COPD  patients. 


ALICE  W. 

65,  diabetic,  overweight.  Her 
BP  has  elevated  to  190/98. 

YOUR  CONCERNS 

She's  on  daily  insulin. 

A LOGICAL  CHOICE  FOR 
CONTROL  OF  HER  BP 

ISOPTIN*  (verapamil 
HCI/Knoll)  because... 

— Unlike  most  beta  blockers 
and  diuretics,  ISOPTIN  has  no 
adverse  effects  on  serum 
glucose  levels. 

— Unlike  most  beta  blockers, 
ISOPTIN  does  not  mask  the 
symptoms  of  hypoglycemia. 


JOHN  K. 

42,  Annual  physical  uncov- 
ered diastolic  BP  of  102 . . . 
confirmed  on  three  successive 
office  visits.  Unresponsive  to 
nonpharmacologic 
intervention. 

YOUR  CONCERNS 

Salesman,  spends  many  hours 
of  his  working  day  in  car . . . 
total  cholesterol  level  300, 
HDL  35. 

A LOGICAL  CHOICE  FOR 
CONTROL  OF  HIS  BP 

ISOPTIN*  (verapamil 
HCI/Knoll)  because... 

— Unlike  diuretics,  ISOPTIN 
does  not  cause  urinary 
urgency. 

— Unlike  either  beta  blockers 
or  diuretics,  ISOPTIN  will  not 
adversely  affect  his  already 
seriously  compromised  lipid 
profile. 

— Unlike  with  propranolol, 
fatigue  and  impotence  are 
rarely  reported. 


Antihypertensive  therapy  you 
and  your  patients  can  live  with 


*A  product  of  Knoll  research. 
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In  mild  to  moderate  hypertension  Brief  summary 

THE  FIRST  ONCE  DAILY 
CALCIUM  CHANNEL  BLOCKER 

ISOPTIN®SR 
(verapamil  HCI/Knoll) 

240  mg  scored,  sustained-release  tablets 

CONTRAINDICATIONS:  1)  Severe  left  ventricular  dysfunction  (see  WARNINGS).  2)  Hypotension 
(less  than  90  mmHg  systolic  pressure)  or  cardiogenic  shock,  3)  Sick  sinus  syndrome  or  2nd  or 
3rd  degree  AV  block  (except  in  patients  with  a functioning  artificial  ventricular  pacemaker). 

WARNINGS:  Hearl  Failure:  ISOPTIN  should  be  avoided  in  patients  with  severe  left  ventricular 
dysfunction  (see  DRUG  INTERACTIONS).  Patients  with  milder  ventricular  dysfunction  should,  if 
possible,  be  controlled  before  verapamil  treatment.  Hypotension:  ISOPTIN  (verapamil  HCI)  may 
produce  occasional  symptomatic  hypotension.  Elevated  Liver  Enzymes:  Elevations  of  trans- 
aminases with  and  without  concomitant  elevations  in  alkaline  phosphatase  and  bilirubin  have 
been  reported.  Periodic  monitoring  of  liver  function  in  patients  receiving  verapamil  is  therefore 
prudent.  Accessory  Bypass  Tract  (Wolff-Parkinson-White):  Patients  with  paroxysmal  and/or 
chronic  atrial  flutter  or  atrial  fibrillation  and  a coexisting  accessory  AV  pathway  have  developed 
increased  antegrade  conduction  across  the  accessory  pathway  producing  a very  rapid 
ventricular  response  or  ventricular  fibrillation  after  receiving  intravenous  verapamil.  While  this 
has  not  been  reported  with  oral  verapamil,  it  should  be  considered  a potential  risk.  Treatment  is 
usually  D.C, -cardioversion.  Atrioventricular  Block:  The  effect  of  verapamil  on  AV  conduction  and 
the  SA  node  may  cause  asymptomatic  1st  degree  AV  block  and  transient  bradycardia.  Higher 
degrees  of  AV  block,  while  infrequent  (0  8%),  may  require  a reduction  in  dosage  or,  in  rare 
instances,  discontinuation  of  verapamil  HCI,  Patients  with  Hypertrophic  Cardiomyopathy 
(IHSS):  Although  verapamil  has  been  used  in  the  therapy  of  patients  with  IHSS,  severe 
cardiovascular  decompensation  and  death  have  been  noted  in  this  patient  population, 

PRECAUTIONS:  Impaired  Hepalic  or  Renal  Function:  Verapamil  is  highly  metabolized  by  the 
liver  with  about  70%  of  an  administered  dose  excreted  in  the  urine.  In  patients  with  impaired 
hepatic  or  renal  function  verapamil  should  be  administered  cautiously  and  the  patients 
monitored  for  abnormal  prolongation  of  the  PR  interval  or  other  signs  of  excessive  phar- 
macological effects  (see  OVERDOSAGE). 

Drug  Interactions:  Beta  Blockers:  Concomitant  use  of  ISOPTIN  and  oral  beta-adrenergic 
blocking  agents  may  be  beneficial  in  certain  patients  with  chronic  stable  angina  or  hypertension, 
but  available  information  is  not  sufficient  to  predict  with  confidence  the  effects  of  concurrent 
treatment  in  patients  with  left  ventricular  dysfunction  or  cardiac  conduction  abnormalities. 
Digitalis:  Clinical  use  of  verapamil  In  digitalized  patients  has  shown  the  combination  to  be  well 
tolerated  if  digoxin  doses  are  properly  adjusted.  However,  chronic  verapamil  treatment  increases 
serum  digoxin  levels  by  50  to  75%  during  the  first  week  of  therapy  and  this  can  result  in  digitalis 
toxicity.  Upon  discontinuation  of  ISOPTIN  (verapamil  HCI),  the  patient  should  be  reassessed  to 
avoid  underdigitalization.  Antihypertensive  Agents:  Verapamil  administered  concomitantly  with 
oral  antihypertensive  agents  (e.g  , vasodilators,  angiotensin-converting  enzyme  inhibitors, 
diuretics,  beta  blockers,  prazosin)  will  usually  have  an  additive  effect  on  lowering  blood 
pressure.  Patients  receiving  these  combinations  should  be  appropriately  monitored.  Dis- 
opyramide:  Disopyramide  should  not  be  administered  within  48  hours  before  or  24  hours  after 
verapamil  administration.  Quinidine:  In  patients  with  hypertrophic  cardiomyopathy  (IHSS). 
concomitant  use  of  verapamil  and  quinidine  resulted  in  significant  hypotension.  There  has  been 
a report  of  increased  quinidine  levels  during  verapamil  therapy.  Nitrates:  The  pharmacologic 
profile  of  verapamil  and  nitrafes  as  well  as  clinical  experience  suggest  beneficial  interactions. 
Cimetidine:  Two  clinical  trials  have  shown  a lack  of  significant  verapamil  interaction  with 
cimetidine,  A third  study  showed  cimetidine  reduced  verapamil  clearance  and  increased 
elimination  to  1/2.  Anesthetic  Agents:  Verapamil  may  potentiate  the  activity  of  neuromuscular 
blocking  agents  and  inhalation  anesthetics.  Carbamazepine:  Verapamil  may  increase  car- 
bamazepine  concentrations  during  combined  therapy.  Rifampin:  Therapy  with  rifampin  may 
markedly  reduce  oral  verapamil  bioavailability.  Lithium-  Verapamil  may  lower  lithium  levels  in 
patient  on  chronic  oral  lithium  therapy.  Carcinogenesis,  Mutagenesis,  Impairment  of  Fertility: 
There  was  no  evidence  of  a carcinogenic  potential  of  verapamil  administered  to  rats  for  two 
years.  Verapamil  was  not  mutagenic  in  the  Ames  test.  Studies  in  female  rats  did  not  show 
impaired  fertility.  Effects  on  male  fertility  have  not  been  determined.  Pregnancy  (Category  C): 
There  are  no  adequate  and  well-controlled  studies  in  pregnant  women.  ISOPTIN  crosses  the 
placental  barrier  and  can  be  detected  in  umbilical  vein  blood  at  delivery.  This  drug  should  be 
used  during  pregnancy,  labor,  and  delivery,  only  if  clearly  needed.  Nursing  Mothers:  ISOPTIN  is 
excreted  in  human  milk,  therefore,  nursing  should  be  discontinued  while  verapamil  is 
administered.  Pediatric  Use:  Safety  and  efficacy  of  ISOPTIN  in  children  belowthe  age  of  18  years 
have  not  been  established. 

ADVERSE  REACTIONS:  Constipation  8,4%,  dizziness  3.5%,  nausea  2.7%,  hypotension  2.5%, 
edema  2.1%,  headache  1.9%,  CHF/pulmonary  edema  1,8%,  fatigue  1,7%,  bradycardia  1,4%, 
3°  AV  block  0.8%,  flushing  0.1%,  elevated  liver  enzymes  (see  WARNINGS),  The  following 
reactions,  reported  in  less  than  1.0%  of  patients,  occurred  under  conditions  (open  trials, 
marketing  experience)  where  a causal  relationship  is  uncertain;  they  are  mentioned  to  alert  the 
physician  to  a possible  relationship:  angina  pectoris,  arthralgia  and  rash,  AV  block,  blurred 
vision,  cerebrovascular  accident,  chest  pain,  claudication,  confusion,  diarrhea,  dry  mouth, 
dyspnea,  ecchymosis  or  bruising,  equilibrium  disorders,  exanthema,  gastrointestinal  distress, 
gingival  hyperplasia,  gynecomastia,  hair  loss,  hyperkeratosis,  impotence,  increased  urination, 
insomnia,  macules,  muscle  cramps,  myocardial  infarction,  palpitations,  paresthesia,  psychotic 
symptoms,  purpura  (vasculitis),  shakiness,  somnolence,  spotty  menstruation,  sweating, 
syncope,  urticaria.  Treatment  of  Acute  Cardiovascular  Adverse  Reactions:  Whenever  severe 
hypotension  or  complete  AV  block  occur  following  oral  administration  of  verapamil,  the 
appropriate  emergency  measures  should  be  applied  immediately,  e g.,  intravenously  admin- 
istered isoproterenol  HCI,  levarterenol  bitartrate,  atropine  (all  in  the  usual  doses),  or  calcium 
gluconate  (10%  solution).  If  further  support  is  necessary,  inotropic  agents  (dopamine  or 
dobutamine)  may  be  administered.  Actual  treatment  and  dosage  should  depend  on  the  severity 
and  the  clinical  situation  and  the  judgment  and  experience  of  the  treating  physician. 

OVERDOSAGE:  Treatment  of  overdosage  should  be  supportive.  Beta-adrenergic  stimulation  or 
parenteral  administration  of  calcium  solutions  may  increase  calcium  ion  flux  across  the  slow 
channel,  and  have  been  used  effectively  in  treatment  of  deliberate  overdosage  with  verapamil. 
Clinically  significant  hypotensive  reactions  or  fixed  high  degree  AV  block  should  be  treated  with 
vasopressor  agents  or  cardiac  pacing,  respectively.  Asystole  should  be  handled  by  the  usual 
measures  including  cardiopulmonary  resuscitation. 
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Manuscript  Information 

Manuscripts  to  be  presented  for 
publication  in  The  West  Virginia 
Medical  Journal  should  be  type- 
written, triple-spaced,  on  one  side 
only  of  firm  (no  onion  skin  or 
flimsy),  standard  letter  sized  (8  '/z  by 
1 1 in.)  white  paper.  Wide  margins 
at  least  1 Va  in.  on  left  should  be  left 
free  for  typing.  On  the  first  or  title 
page  should  be  shown  the  title  of 
the  article,  the  name  (or  names)  of 
the  author,  and  his  degrees.  Pages 
should  be  numbered  consecutively, 
the  page  number  being  shown  in 
the  right  upper  corner  along  with 
the  surname  of  the  author. 

Where  reference  is  made  to  gen- 
erically-designated  drugs,  the  first 
such  reference  must  be  followed  by 
parentheses  containing  the  most 
commonly  known  trade-name  drug 
of  that  designation.  In  addition,  a 
listing  of  all  generic  drugs  mention- 
ed in  the  article,  with  their  trade- 
name  equivalents,  should  appear  at 
the  end  of  the  article. 

A short  abstract  summarizing  the 
manuscript  should  be  included. 
This  should  be  typed  in  double 
space  on  a separate  page. 

Authors  are  requested  to  submit 
a copy  with  the  original. 

Illustrations  should  be  numbered 
and  their  approximate  locations 
shown  in  the  text.  Each  should  be 
identified  by  placing  on  its  back  the 
author’s  name,  its  number  and  an 
indication  of  its  “top.”  Drawings 
and  charts  intended  for  reproduc- 
tion should  be  done  in  black  (India) 
ink  on  pure  white.  Photographs 
should  be  on  glossy  paper  and 
minimum  of  about  5 x 7 in.  in  size. 
Cost  of  printing  black  and  white 
photos  in  excess  of  4 will  be  billed 
to  author,  and  no  more  than  25 
references  will  be  published  free  of 
charge  to  the  author.  A legend 
should  be  provided  for  each  illustra- 
tion and,  preferably,  attached  to  it. 

All  scientific  material  appearing  in 
The  Joiirmal  is  reviewed  by  the 
Publication  Committee.  Manu- 
scripts should  be  mailed  to  The 
Editor,  West  Virginia  Medical  Jour- 
nal, Box  4106,  Charleston,  WV 
25364. 


MAY,  1987,  VOL.  83  243 


You’ve  had  painful  stomach  cramps 
before.  And  terrible  diarrhea.  Can  you 
imagine  what  it  would  be  like  to  live 
with  those  symptoms  forever? 

Well,  when  you  have  Ileitis  or 
Ulcerative  Colitis,  it's  like  having  a 
stomachache  that  never  goes  away. 

Over  2 million  men,  women,  and 
children  suffer  from  these  devastating 
intestinal  diseases.  That's  more 
victims  than  Muscular  Dystrophy  and 
Cerebral  Palsy  combined. 

For  each  of  them,  life  can  mean  con- 
stant pain,  anguish  and  embarrassment. 

Yet  as  widespread  as  Ileitis  and 
Ulcerative  Colitis  are,  they're  just  as 
misunderstood. 

Some  people  think  these  diseases 
are  only  in  your  mind. 

They’re  not. 

Some  people  think  they  come  from 
eating  the  wrong  kinds  of  foods. 

They  don’t. 

Some  people  even  laugh  at  the 
symptoms. 

They  shouldn’t. 

Because  Ileitis  and  Ulcerative  Colitis 
can  strike  you  at  any  age,  at  any  time. 
They  can  put  you  in  the  hospital  for 
weeks,  even  months.  And  there’s  no 
known  cause. 

Or  cure. 

Please  help  us  in  the  fight  against 
Ileitis  and  Ulcerative  Colitis.  We  need 
to  find  a cure.  And  we  need  to  put  an 
end  to  harmful  misconceptions. 

Because  when  you  have  a disease 
that  many  people  acknowledge  with 
only  snickers  and  whispers,  it’s  easy 
to  mistakenly  begin  hating  yourself  as 
much  as  you  hate  your  disease. 

The  National  Joundation  for 

Ileitis  I Colitis 


LIBRIUM"  ® 

chlordiazepoxide  HCI/Roche 
5-mg,  10-mg,  25-mg  capsules 
Before  prescribing,  please  consult  complete 
product  information,  a summary  of  which  follows: 
Indications:  Management  of  anxiety  disorders: 
short-term  relief  of  anxiety  symptoms,  acute  alcohol 
withdrawal  symptoms,  preoperative  apprehension 
and  anxiety.  Usually  not  required  for  anxiety  or 
tension  associated  with  stress  of  everyday  life.  Effi- 
cacy beyond  four  months  not  established  by  sys- 
temdtic  clinicdl  studies.  Periodic  reassessment  of 
therapy  recommended. 

Contraindications:  Known  hypersensitivity  to  the 
drug. 

Warnings:  Worn  patients  that  mental  and/or  physical 
abilities  required  for  tasks  such  as  driving  or  operat- 
ing machinery  may  be  impaired,  ds  may  be  mental 
alertness  in  children,  and  that  concomitant  use  with 
alcohol  or  CNS  depressants  may  hove  an  additive 
effect  Though  physicol  ond  psychological  depen- 
dence have  rarely  been  reported  on  recom- 
mended doses,  use  caution  in  administering  to 
addiction-prone  individuals  or  those  who  might 
increase  dosage.  Withdrawal  symptoms  (including 
convulsions)  reported  dfter  abrupt  cessation  of 
extended  use  of  excessive  doses  are  similar  to  those 
seen  with  barbiturates.  Milder  symptoms  reported 
infrequently  when  continuous  therapy  is  abruptly 
ended.  Avoid  abrupt  discontinuation;  gradually 
taper  dosage. 

Usage  in  Pregnancy:  Use  of  minor  tran- 
quilizers during  fhe  firsf  trimester  should 
almost  alwoys  be  avoided  because  of 
increased  risk  of  congenital  malformations 
as  suggested  in  several  studies.  Consider 
possibility  of  pregnancy  when  instituting 
therapy:  advise  patients  to  discuss  therapy 
if  they  intend  to  or  do  become  pregnant. 
Precautions:  In  the  elderly  end  debilitated,  and  in 
children  over  six  limit  to  smallest  effective  dosage 
(initially  10  mg  ar  less  per  day)  to  preclude  ataxia  or 
oversedation,  increasing  gradually  as  needed  and 
talerated.  Not  recommended  in  children  under  six. 
Though  generally  not  recommended,  if  combina- 
fion  therapy  with  other  psychotropics  seems  indi- 
cated, Cdrefully  consider  individual  pharmacologic 
effects,  particularly  in  use  af  potentiating  drugs  such 
as  MAO  inhibitors  and  phenothiazines.  Observe 
usual  precautions  in  presence  of  impaired  rendl  or 
hepatic  function.  Paradoxical  reactions  (e  g.,  excite- 
ment. stimulation  and  acute  rage)  hove  been 
reported  in  psychiatric  patients  and  hyperactive 
aggressive  children.  Employ  usual  precautions  in 
treatment  of  anxiety  states  with  evidence  of 
impending  depression;  suicidol  tendencies  may  be 
present  and  protective  measures  necessary.  Vari- 
able effects  on  blood  coagulation  have  been 
reported  very  rarely  in  patients  receiving  the  drug 
and  oral  anticoaguldnts.  Cdusal  relationship  has  not 
been  established  clinically.  Due  to  isolated  reports 
of  exocerbotion,  use  with  caution  in  patients  with 
porphyria. 

Adverse  Reactions:  Drowsiness,  ataxia  and  confu- 
sion may  occur,  especially  in  the  elderly  and  debili- 
tated, These  are  reversible  in  most  instances  by 
proper  dosage  adjustment,  but  are  also  occasion- 
ally observed  at  the  lower  dosage  ranges.  In  a tew 
instances  syncope  has  been  reported  Also 
encountered  are  isolated  Instdnces  of  skin  eruptions, 
edemo,  minor  menstrual  irregularities,  nausea  and 
constipation,  extrapyromidal  symptoms,  increased 
and  decreased  libido-all  infrequent  and  generdlly 
controlled  with  dosage  reduction,  changes  in  EEG 
patterns  (low-voltage  fast  activity)  may  appear 
during  and  after  treatment,  blood  dyscrasias 
(including  agranulocytosis),  jaundice  end  hepatic 
dysfunction  have  been  reported  occdsionally, 
making  periodic  blood  counts  and  liver  function 
tests  advisable  during  protrected  therepy. 

Usual  Daily  Dosage:  Individudiize  for  maximum 
beneficial  effects.  Oral— Adults  Mild  and  moderate 
anxiety  disorders  and  symptoms.  5 or  10  mg  t i d.  or 
q./.d..  severe  states,  20  or  25  mg  t i d.  or  q.i.d.  Geriatric 
patients:  5 mg  b i d.  to  q ; d (See  Precautions.) 
Supplied:  Librium*  (chlordiazepoxide  HCI/Roche) 
Capsules,  5 mg,  10  mg  and  25  mg— bottles  of  100 
and  500;  Tel-E-Dose*  packages  of  100,  available  in 
boxes  of  4 reverse-numbered  cards  of  25,  and  in 
boxes  containing  10  strips  of  10,  Libritabs*  (chlor- 
diazepoxide/Roche)  Tablets.  5 mg  and  10  mg— bottles 
of  100  and  500;  25  mg-  bottles  of  100,  With  respect 
to  clinical  activity,  capsules  and  tablets  are  indistin- 
guishable PI  0286 

Roche  Products  Inc. 

Manoti,  Puerto  Rico  00701 
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In  West  Virginia,  when  you  decide  to  prescribe  Librium, 

To  protect  your  decision 


5-mg,  10-mg,  25-mg  capsules 


chlordiazepoxide  HCl/Roche  ® 


ROCHE  / Copyright  © 1987  by  Roche  Products  Inc.  All  rights  reserved. 


Please  see  adjacent  page  for  a summary  of  product  information. 
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LET  OUR 

PROFESSIONAL  STAFF 
HELP  YOU  PUT  THE 
PIECES  TOGETHER 


West  Virginia  State  Medical  Association 
Group  Insurance  Administration 


McDonough  Caperton  Association  Group 


P.O.  Box  3186 
Charleston,  WV  25332 


CALL  1-800-344-5139  EXT.  708 


A PRESCRIPTION 

FOR  PHYSICIANS 

BOTHERED  BY:  

★ Too  much  paperwork?  ★ The  burden  of  office  overhead? 

★ Malpractice  insurance  costs? 

★ Not  enough  time  for  the  family? 

★ No  time  to  keep  current  with  technology  and  new  methods? 

★ No  time  or  money  for  professional  development? 

JOIN  THE  AIR  FORCE  MEDICAL  TEAM;  

WE’LL  PROVIDE  THE  FOLLOWING: 

★ Competent  and  dedicated  professionai  staff. 

★ Time  for  patients  and  for  keeping  professionally  current. 

★ Financial  security,  a generous  retirement  for  those  who  qualify. 

★ If  qualified,  unlimited  professional  development. 

★ Medical  facilities  ali  around  the  worid. 

★ 30  days  of  vacation  with  pay  each  year. 

★ Complete  medical  and  dental  care. 

★ Low  cost  life  insurance. 

Want  to  find  out  more?  Contact  your  nearest  Air  Force 
recruiter  for  information  at  no  obligation.  Call 

Major  Phyliss  E.  Allen 
412-687-7314  collect 


Pensions 

without 

the 

tensions 


Over  75%  of  our  pension  clients  are  in 
the  medical  profession,  so  chances 
are  you’ve  heard  of  us.  The  National 
Bank  of  Commerce  of  Charleston 
Employee  Benefits  Division  is  your 
source  for  full  investment  and  adminis- 
trative services.  And  we’re  your  source 
for  taking  the  tensions  out  of  providing 
a pension  plan. 

That’s  important  to  busy  physicians  and 
health  care  professionals,  and  so  are 
pension  design  and  administrative 
services  unequalled  by  any  other  insti- 
tution in  the  Kanawha  Valley. 

We  feature  total  safety  of  plan  assets,  with 
local  service  representatives  recom- 
mending local  investments.  Our 
Employee  Benefits  Division  also  features: 


• Prototype  Plans 

• A wide  variety  of  self-directed 
investment  options 

• Qualified  TEFRA  Reviews  and 
Amendments 

• Simplified  Employee  Pensions 
(SEP’s) 

• 401  (K)  Plans 

So  think  of  the  experts  you’ve  heard  of 
when  you’re  choosing  someone  to  in- 
vest funds  and  service  a retirement 
plan.  Think  of  The  National  Bank  of 
Commerce  of  Charleston.  Just  call 
Betty  Ireland,  the  head  of  our  pension 
department,  today.  And  think  of  how 
much  easier  providing  an  employee 
pension  will  be! 


The  National 
Bank  of 
Commerce 

of  Charleston 


Member  FDIC 


Employee  Benefits  Division 

Phone  348-4505  or  348-4504 

One  Commerce  Square,  Charleston,  WV  25301 


Betty  Ireland 
Vice  President, 
Pension  Trust 


Dx:  recurrent 
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for- 


HeRPecin-L^ 


herpes  labialis 

“HERPECIN-L  is  my  treatment  of  choice  for 
perioral  herpes.”  GP,  NY 

“HERPECIN-L  appears  to  actually  prevent  the 
blisters  . . . used  soon  enough.”  DDS,  MN 

“HERPECIN-L^.  . . a conservative  approach 
with  low  risk/high  benefits.”  MD,  FL 

“Used  at  prodromal  symptoms  . . . blisters 
never  formed  . . . remarkable.”  DH,  MA 

“(In  clinical  trials) . . . response  was  dramatic. 
HERPECIN-L  . .proven  far  superior.”  DDS,  PA 

“All  patients  claimed  shorter  duration  ...  at 
prodromal  symptoms  . . . HERPECIN-L 
averted  the  attacks.”  MD,  AK 


OTC.  See  P.D.R.  for  information.  For  samples  to  make 
your  own  clinical  evaluation,  write:  Campbell  Laboratories, 
Inc.,  P.O.  BOX  812-MD,  FDR  STATION,  NEW  YORK,  N.Y. 
10150 


In  West  Virginia  HERPECIN-L  is  available  at  all  Fruth,  Nelson, 
Revco,  RiteAid  and  SupeRx  and  other  select  pharmacies. 


If  You  Want  to  Improve  the  Business  of  Your  Practice, 

See  the  Professionals. 


It’s  sound  advice.  These  days,  it’s  hard  to  keep  up  \with  all  the  changes  taking  place  ...  tax  revision  . . . rising 
insurance  costs . . . government  regulations  . . . tougher  competition  . . . and  have  enough  time  to  practice. 

For  more  than  30  years  we’ve  been  successfully  providing  medical  practitioners  with  management  services  tailored 
to  their  special  needs  . . . services  designed  to  improve  business  performance  and  productivity.  We  can  do  the  same 
for  you: 


• Install  Computer  Systems 

• Tram  Personnel 

• Develop  Accounting  Systems 

• Develop  Personnel  and  Accounting 
Procedures 

• Prepare  Employee  Compensation 
Summaries 

• Review  Specific  Office  Records 
On  Surprise  Basis 

With  our  Medical  Practice  Management  Group  taking 
for  your  practice.  Call,  write,  or  see  the  professionals. 


• Maximize  Revenue,  Review 

Third  Party  Claim  Payer  Participation 

• Employee  Benefit  Planning 

• Budgeting  and  Planning 

• Allocating  Compensation 

• Operations  Review  of  Practice 

• Tax  Planning 


of  the  business  of  your  practice,  you’ll  have  more  time 


arnrllA'fosler 

certified  public  accountants 


Bill  McKee,  Coordinator 

Medical  Practice  Management  Group 

500  Lee  Street,  P.O.  Box  2629 

Charleston,  West  Virginia  25329 

(304)  346-0441 

1-800-642-3601 


COMPLETE  SURGICAL  OFFICE 

GRAND  CENTRAL  AVENUE,  VIENNA,  WV 
$285,000  Total  Package 

(can  be  sold  separately) 

TERRY  CONNOLLY  (304)  485-9511  or  295-7220 
CONNOLLY  & ASSOC.  — REALTORS,  PARKERSBURG,  WV 


BUILDING/SITE;  $225,000 

11  room  office  containing  2750  sq/ft. 
3 baths.  Conductive  flooring  in  both. 
Surgery  and  recovery  rooms. 

Cathedral  ceiling  in  informal,  family 
room  style  waiting  area. 

149  ft.  frontage,  2 lots— 21,104  sq/ft. 
located  on  major  4 lane  highway. 


EQUIPMENT/COMPUTER:  $65,000 

Office  furniture,  office  files,  all 
medical  equipment  (1  yr.),  O.R.  & 
examining  room  tables  & equipment, 
waiting  room  furniture,  private  office 
furniture. 

IMS  24  megabyte  hard  disk  mini 
frame  computer,  streaming  tape 
backup. 

Software  medic  80  package  handles 
up  to  9 doctors,  word-processing, 
mail  merge,  third  party  billing  and 
private  and  secondary  insurers. 
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THE  WHEELING  CLINIC 

WHEELING,  WEST  VIRGINIA  26003 

L.  L.  CLINE,  Executive  Director 

Wheeling,  234-2000  • St.  Clairsville,  695-2511  • New  Martinsville  area,  455-4588  • Wellsburg-Steubenville  area,  527-1230 


INTERNAL  MEDICINE 
General 

B.  L.  VanPelt.  M.  D. 

P.  R.  Hedges,  M.  D. 

R.  N.  Lewis,  M.  D.  (St.  Clairsville) 

M.  J.  Lohne,  M.  D.  (St.  Clairsville) 

R.  D.  Morris,  D.  O.  (New  Martinsville) 
C McCool,  M.  D.  (St.  Clairsville) 

Peripheral  Vascular  Disease 
J.  D.  Holloway.  M.  D. 

Cardiovascular 

A.  M.  Valentine,  M.  D. 

W.  E.  Noble,  M.  D. 

Gastroenterology 

T.  E.  Chvasta,  M.  D. 

L.  R.  Cain,  M.  D. 

Hematology/Oncology 

C.  A.  Vasquez,  M.  D. 

Nephrology  Associates.  Inc. 

Pulmonary 

T.  V.  Burke,  M.  D. 

Rheumatology 

M.  A.  Stevens,  M.  D. 

GENERAL  SURGERY 

E.  C.  Voss.  M.  D. 

J.  H.  Mahan,  M.  D.  (St.  Clairsville) 

R.  L.  Cross.  M.  D.  (Martins  Ferry) 

THORACIC  AND 
CARDIOVASCULAR  SURGERY 

H.  Shackleford,  M.  D. 


ORTHOPEDICS 

E.  L.  Barrett,  M.  D. 

R.  S.  Glass,  M.  D. 

UROLOGY 

D.  C.  Trapp,  M.  D. 

B.  M.  McCuskey,  M.  D. 

GYNECOLOGY 

R.  W.  Leibold,  M.  D. 

R.  T.  Brandfass,  M.  D. 

OBSTETRICS  & GYNECOLOGY 

T.  A.  Athari,  M.  D. 

J.  W.  Campbell.  M.  D. 

C.  V.  Porter.  M.  D. 

OPHTHALMOLOGY 

W.  F.  Park,  M.  D. 

M.  E.  Nugent.  M.  D. 

R.  V.  Pangillnan,  M.  D. 

C.  G.  Kirby,  M.  D. 

OTOLARYNGOLOGY/ 

MAXILLO  FACIAL  SURGERY 

W.  A.  Tiu,  M.  D. 

RADIOLOGY 

Valley  Radiologists,  Inc. 

FAMILY  PRACTICE 

R.  A.  Porterfield,  M.  D.  (St.  Clairsville) 
G.  L.  Cholak,  M.  D.  (St.  Glairsville) 

E.  L.  Coffield,  M.  D.  (St.  Clairsville) 

DERMATOLOGY 

M.  Baron,  M.  D. 


NEUROLOGY 

H.  L.  Kettler,  M.  D. 

S.  G.  Christopher,  M.  D. 

W.  Zyznewsky,  M.  D. 

S.  Govindan,  M.  D. 
Neuropathology 
S.  Govindan,  M.  D. 

PSYCHIATRY 

S.  D.  Ward,  M.  D. 

D.  H.  Smith,  M.  D. 

D.  P.  Hill,  M.  D. 

Pediatric  Psychiatry 
V.  Stein,  M.  D. 

ANCILLARY  SERVICES 
Optical 

Speech  Therapy/Audiology 
Counseling/Group  Therapy 
Biofeedback  Laboratory 
Electrology/Cosmetic  Therapy 
Electrocardiography 
Electroencephalography 
Non-Invasive  (Studies) 
Roentgenology 
Pulmonary  Diagnostics  Lab 
Nutrition  Therapy 


HIGHLAND  HOSPITAL 

300  56th  Street,  S.E.,  R O.  Box  4359 
Charleston,  West  Virginia  25364 


Crisis  intervention  • Group  therapy  • Fannily  therapy  • Marital  counseling  • Individual 
therapy  • Occupational  therapy  • Recreational  therapy  • Special  care  for  the  acutely 
disturbed  patient  • Schooling  provided  on  Children’s  Pavilion  • Staffed  by  qualified 
psychiatrists  and  medical  consultants. 

MEDICAL  STAFF 


ADULT  PSYCHIATRY 


Charles  C.  Weise,  M.  D 925-2159 

Pablo  M.  Pauig,  M.  D 343-8843 

Ralph  S.  Smith,  Jr„  M.  D 925-0349 

Lee  L.  Neilan,  M.  D 925-3430 

Edmund  C.  Settle.  Jr„  M.  D 925-0624 


ADULT  PSYCHIATRY 

Gina  Puzzuoli,  M.  D 925-6914 

John  P.  MacCallum,  M.  D 925-6966 

Sid  Lerfald,  M.  D 925-0004 

Elma  Bernardo,  M.  D 768-1212 

Steve  Kissinger,  M.  D 925-6966 

Jerome  Massenburg,  M.  D 925-0349 


CHILD  PSYCHIATRY 


Pablo  M.  Pauig,  M.  D 343-8843 

Ralph  S.  Smith,  Jr..  M.  D 925-0349 

John  P.  MacCallum,  M.  D 925-6966 


Serving  the  community  for  over  30  years 
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Motrin  dOOmg 

ibuprofen 


- -I  'rt 


News  from 


J3DISTA 


about  a new  dosage  form  of  cephalexin 


ANNOUNCING  NEW 


itefleT) 

TABLETS  J 

cephalexin 


All  the  advantages  of  cephalexin 
in  a convenient  tablet  form 

• Backed  by  over  15  years  of  clinical  experience 

• Smaller  tablet  is  specially  shaped  and  coated  for  easier  swallowing 

• May  enhance  patient  compliance,  particularly  among  the  elderly 

• Tablet  dosage  form  may  be  appreciated  by  patients  of  all  ages 


NEW  Keflet  Tablets  are  available  as: 


250-mg 

Tablets 


500-mg 

Tablets 


Keflet  is  contraindicated  in  patients  with  known  allergy  to  the  cephalosporins 
and  should  be  given  cautiously  to  penicillin-sensitive  patients. 


Brief  SuminarvL  Consult  the  package  literature  for  prescribing  information. 
Indications  and  Usage:  Keflet"  Tablets  (cephalexin.  Dista)  are  indicated 
lor  the  Irealment  of  the  following  infections  when  caused  by  susceptible 
strains  ol  the  designated  microorganisms 
Respiratory  tract  infections  caused  by  Streptococcus  pneumoniae  and 
group  A |3  hemolytic  streptococci  (Penicillin  is  the  usual  drug  of 
choice  in  the  Irealment  and  prevention  of  streptococcal  inleclions, 
including  the  prophylaxis  ol  rheumatic  lever  Keflet  is  generally  ellec 
live  in  the  eradication  ol  streptococci  from  the  nasopharynx,  however, 
substantial  data  establishing  the  efficacy  ol  Keflet  in  the  subsequent 
prevention  of  rheumatic  fever  are  not  available  at  present ) 

Otitis  media  due  to  S pneumoniae.  Haemophilus  influenzae,  slaphylo 
COCCI,  streptococci,  and  Neisseria  calarrhalis 
Skin  and  skin  siruclure  infections  caused  by  staphylococci  and/or 
streptococci 

Bone  infections  caused  by  staphylococci  and/or  Proteus  mirabilis 
Genitourinary  tract  inlections,  including  acute  prostatitis,  caused  by 
Escherichia  coli.  Pmirabilis.  and  Klebsiella  sp 
A/o/e-Culture  and  susceptibility  tests  should  be  initiated  prior  to  and 
during  therapy  Renal  function  studies  should  be  performed  when  indicated 
Contraindication:  Keflet  is  contraindicated  in  patients  with  known  allergy 
to  the  cephalosporin  group  ol  antibiotics. 

Warnings:  before  cephalexin  therapy  is  instiiuted.  careful  inquiry  shoulo  be 

MADE  CONCERNING  PREVIOUS  HYPERSENSITIVITY  REACTIONS  TO  CEPHALOSPORINS  AND 
penicillin  CEPHALOSPORIN  C DERIVATIVES  SHOULO  BE  GIVEN  CAUTIOUSLY  TO  PENICILLIN  ■ 
SENSITIVE  PATIENTS 


SERIOUS  ACUTE  HYPERSENSITIVIT  Y REACTIONS  MAY  REQUIRE  EPINEPHRINE  AND  OTHER 
EMERGENCY  MEASURES 

There  is  some  clinical  and  laboratory  evidence  ol  partial  cross  allergen 
icity  ol  the  penicillins  and  the  cephalosporins.  Patients  have  been  reported 
to  have  had  severe  reactions  (including  anaphylaxis)  to  both  drugs. 

Any  patient  who  has  demonstrated  some  form  ot  allergy,  particularly  to 
drugs,  should  receive  antibiotics  cautiously.  No  exception  should  be  made 
with  regard  to  Kellet 

Pseudomembranous  colitis  has  been  reported  with  virtually  all  broad 
spectrum  antibiotics  (including  macrolides,  semisynthetic  penicillins,  and 
cephalosporins),  therefore,  it  is  important  to  consider  its  diagnosis  in 
patients  who  develop  diarrhea  in  association  with  the  use  ol  antibiotics 
Such  colitis  may  range  in  severity  from  mild  to  life  threatening 
Treatment  with  broad  spectrum  antibiotics  alters  the  normal  flora  of  the 
colon  and  may  permit  overgrowth  ol  Clostridia  Studies  indicate  that  a 
toxin  produced  by  Clostridium  dilticile  is  one  primary  cause  ol  antibiotic 
associated  colitis 

fyiild  cases  of  pseudomembranous  colitis  usually  respond  to  drug  dis- 
continuance alone  In  moderate  to  severe  cases,  management  should 
include  sigmoidoscopy,  appropriate  bacteriologic  studies,  and  fluid,  elec 
tiolyte,  and  protein  supplementation  When  the  colitis  does  not  improve 
alter  the  drug  has  been  discontinued,  or  when  it  is  severe,  oral  vancomycin 
IS  the  drug  ol  choice  lor  antibiotic-associated  pseudomembranous  colitis 
produced  by  C dillicile  Other  causes  of  colitis  should  be  ruled  out 
Usage  in  Pregnancy-  Safety  ol  Ibis  product  lor  use  during  pregnancy 
has  not  been  established 

Precautions:  GeneFa/- Patients  should  be  followed  carefully  so  that  any 
side  effects  or  unusual  manifestations  of  drug  idiosyncrasy  may  be  delected. 
It  an  allergic  reaction  to  Keflet  occurs,  the  drug  should  be  discontinued  and 
the  patient  treated  with  the  usual  agents  (eg,  epinephrine  or  other  pressor 
amines,  antihistamines,  or  corticosteroids) 

Prolonged  use  of  Keflet  may  result  in  the  overgrowth  ol  nonsusceplible 
organisms  Careful  observation  of  the  patient  is  essential  It  superinfection 
occurs  during  therapy  appropriate  measures  should  be  taken 
Positive  direct  Coombs'  tests  have  been  reported  during  treatment  with 
the  cephalosporin  antibiotics.  In  hematologic  studies  or  in  translusion 
cross-matching  procedures  when  antiglobulin  tests  are  performed  on  the 
minor  side  or  in  Coombs'  testing  of  newborns  whose  mothers  have 
received  cephalosporin  antibiotics  before  parturition,  it  should  be  recog 
nized  that  a positive  Coombs'  test  may  be  due  to  the  drug. 

Kellet  should  be  administered  with  caution  in  the  presence  ol  markedly 
impaired  renal  function  Under  such  conditions,  careful  clinical  observation 
and  laboratory  studies  should  be  made  because  sale  dosage  may  be  lower 
than  that  usually  recommended 

Indicated  surgical  procedures  should  be  perlormed  in  coniunction  with 
antibiotic  therapy 

As  a result  ol  administration  of  Keflet.  a false  positive  reaction  lor  glu 
cose  in  the  urine  may  occur  This  has  been  observed  with  Benedict's  and 
Fehling's  solutions  and  also  with  Clinitest'*  tablets  but  not  with  Tes  Tape' 
(Glucose  Enzymatic  Test  Strip,  USP  Lilly) 

Broad  spectrum  antibiotics  should  be  prescribed  with  caution  in  individ 
uals  with  a history  ol  gastrointestinal  disease,  particularly  colitis. 

Usage  in  Pregnancy-Pregnancy  Category  S-The  daily  oral  administra 
tion  ol  cephalexin  to  rats  in  doses  ol  250  or  500  mg/kg  prior  to  and  during 
pregnancy,  or  to  rats  and  mice  during  the  period  ol  organogenesis  only,  had  no 
adverse  effect  on  lertility  fetal  viability,  fetal  weight,  or  litter  size.  Note  that  the 
safety  ol  cephalexin  during  pregnancy  in  humans  has  not  been  established 
Cephalexin  showed  no  enhanced  toxicity  in  weanling  and  newborn  rats 
as  compared  with  adult  animals.  Nevertheless,  because  the  studies  in 
humans  cannot  rule  out  the  possibility  of  barm.  Keflet  should  be  used  during 
pregnancy  only  if  clearly  needed 

Nursing  Mothers-  The  excretion  ol  cephalexin  in  the  milk  increased  up  to 
4 hours  after  a 500-mg  dose,  the  drug  reached  a maximum  level  ol  4fig/mL, 
theh  decreased  gradually,  and  had  disappeared  8 hours  after  administration 
Caution  should  be  exercised  when  Keflet  is  administered  to  a nursing  woman 
Adverse  Reactions:  Gas/rom/es//na/-Symptoms  ol  pseudomembran 
ous  colitis  may  appear  either  during  or  after  antibiotic  treatment.  Nausea 
and  vomiting  have  been  reported  rarely  The  most  frequent  side  effect  has 
been  diarrhea  It  was  very  rarely  severe  enough  to  warrant  cessation  of 
therapy  Dyspepsia  and  abdominal  pain  have  also  occurred  As  with  sdme 
penicillins  and  sdme  other  cephalosporins,  transient  hepatitis  and  choles 
tatic  laundice  have  been  reported  rarely 
Hypersensitivity-  Allergic  reactions  in  the  lorm  of  rash,  urticaria,  angio 
edema,  and,  rarely,  erythema  multllorme,  Stevens  Johnson  Syndrome,  or 
toxic  epidermal  necrolysis  have  been  observed  These  reactions  usually  sub 
sided  upon  discontinuation  ol  the  drug  Anaphylaxis  has  also  been  reported. 
Other  reactions  have  included  genital  and  anal  pruritus,  genital  moniliasis, 
vaginitis  and  vaginal  discharge,  dizziness,  fatigue,  and  headache  Eosino- 
philia,  neutropenia,  thrombocytopenia,  and  slight  elevations  in  SCOT  and 
SGPT  have  been  reported 


Additional  inlormalion  available  lo  the  profession  on  request  from 
Dista  Products  Company 
Division  of  Ell  Lilly  and  Company 
Indianapolis.  Indiana  46285 
Mfd  by  Eli  Lilly  Industries.  Inc 
Carolina,  Puerto  Rico  00630 
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THE  MYERS  CLINIC 

Philippi,  West  Virginia 

Radiology:  Surgery: 

Pediatrics: 

Halberto  G.  Cruz,  M.  D.  J.  W.  Woodford,  M.  D. 

E.  G.  Kreider,  M.  D. 

Boyd  R.  Wickizer,  M.  D. 

Beth  E.  Rezet,  M.  D. 

Pathology: 

Fulvio  Franyutti,  M.  D.  Medicine: 

Family  Practice: 

Karl  J.  Myers,  Jr.,  M.  D. 

Sharles  L.  Arnett,  M.  D. 

Wm.  A.  SanPablo,  M D. 

James  A.  Arnett,  M.  D. 

Gregg  J.  Fromell,  M.  D. 

Notice:  Seeking  Ob/Gyn  Board  Certified  or  Board  Eligible. 

Contact;  Lonnie  L.  Crane,  112  North  Woods  Street,  Philippi,  WV  26416. 

(304)  457-2800. 

JAMES  T.  SPENCER,  JR.,  M.D. 

ROGER  P.  NICHOLS,  M.D. 

RONALD  L.  WILKINSON,  M.D.,  F.A.C.S. 
F.  THOMAS  SPORCK,  M.D.,  F.A.C.S. 
CHARLES  D.  CRIGGER,  M.D. 


AUDIOLOGY  SERVICES 
VINCENT  LUSTIG,  PH.D. 
GARY  HARRIS,  PH.D. 


EAR,  NOSE  SC  THROAT  ASSOCIATES 
OF  CHARLESTON,  INC. 


HEAD  AND  NECK  MEDICINE  AND  SURGERY 
OTORHINOLARYNGOLOGY 
OTOLARYNGIC  ALLERGY 
FACIAL  PLASTIC  AND 
RECONSTRUCTIVE  SURGERY 
BRONCHOESOPHAGOLOGY 
FORENSIC  OTOLOGY 


1314  VIRGINIA  ST,  EAST  — P.  O.  BOX  1628 
CHARLESTON,  WEST  VIRGINIA  25326-1628 
PHONE  342-0124 


SAINT  MARY’S  HOSPITAL 

2900  First  Avenue  — Huntington,  WV  25701  — Telephone:  304-526-1234 


Psychiatric  treatment  for  the  emotionally  disturbed.  Qualified  psychologists  and  social  workers  on  staff. 
Program  Includes:  Group  Therapy,  Psychotherapy,  Crisis  Intervention,  Care  for  the  Acutely  Disturbed, 
Substance  Abuse  and  Recreational  Therapy.  Well  trained  staff.  Forty-seven  beds. 


Medical  Staff  Members 


R.  A.  Edwards,  M.  D 697-7036 

K.  M.  Fink,  M.  D 525-8191 

R.  W.  Hibbard,  M.  D 525-9355 

D.  H.  Webb,  M.  D 525-9355 

J.  Gallemore,  M.  D 526-0580 

J.  V.  Ottaviano,  M.  D 525-7851 


S.  Y.  Marca,  M.  D 


L.  C.  Smith,  M.  D 697-7036 

M.  M.  Bateman,  M.  D 526-0580 

R.  A.  Kayser,  M.  D 529-1289 

C.  L McGahee,  M.  D 526-0580 

B.  M.  Hirani,  M.  D 523-2625 

R.  Kumar,  M.  D 529-2090 


736-2216 
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Some  People 

Commit  Child  APuse  Before 
Their  Chid  Is  Even  Bom. 


According  to  the 
surgeon  general,  smoking 
by  a pregnant  woman  may 
result  in  a child’s  premature 
birth,  low  birth  weight  and 
fetal  injury.  If  that’s  not 
child  abuse,  then  what  is? 


AMERICAN 
CANCER 
? SOCIETY* 


PANHANDLE 
REHABILITATION 
SERVICES,  INC. 

MORT  K.  FARD,  M.  D. 

★ 

Practice  limited  to 
Rehabilitation  Medicine, 
Electromyography 
& Thermography 

★ 

Active  member  of  American 
Academy  and  congress  of 
Rehabilitation  Medicine  and 
American  Association  of 
Electromyography  & 
Electrodiagnosis  & American 
Academy  of  Thermology. 

★ 

Martinsburg,  WV  (304)263-8411 


Family  Practitioner 
General  Practitioner 
Pediatrician  • OB/GYN 

Needed  now  to  work  with  an  unique, 
internationally  respected  rural  health 
system  network  in  Kentucky  which 
includes  a hospital,  satellite  clinics,  a 
home  health  agency  and  a school  of 
acK'anced  nursing.  This  is  an  Equal 
Opportunity  Employer.  A regional 
medical  center  is  within  20  miles. 

The  practice  environment  is 
stimulating — physicians  and  Advanced 
Registered  Nurse  Practitioners  work 
in  joint  practice  teams;  interaction 
with  students  is  encouraged;  the  rural 
population  prevsents  a great  range  and 
intensity  of  medical  problems. 

The  setting  is  in  heavily- wooded 
mountains  with  a moderate  4-season 
climate.  Seven  state  parks  are  within 
80  miles. 

Superior  compensation/benefits 
package  includes  a guaranteed  salary 
with  incentives  and  malpractice.  Call 
Deborah  Pennington  COLLECT  at 
I-502-897-25S6. 


FOCUS: 

lealthcare 


LOOK  NO  FURTHER 
FOR  FINANCIAL 
DIRECTION! 


ALL  THE  PROFESSIONAL  FINANCIAL  AND  TRUST  SERVICES 
FOR  YOUR  PERSONAL  AND  BUSINESS  NEEDS 
ARE  IN  ONE  PLACE  . . . 

ONE  FINANCIAL  PLACE. 

NOW  AT  ALL  THE  ONE  VALLEY  BANKS  IN  WEST  VIRGINIA. 


Our  Financial  and  Trust  Services  include: 

• Personal  Asset  Management 

• Corporate  Funds  Management 

• Trusts  and  Estates 

• Estate  Settlement  for  Personal 
Executors 


• Private  Investment  Services 

• Financial  and  Estate  Planning 

• Corporate  Trusteeship  Services 

• Employee  Benefit  and  Retirement 
Plan  Administration 


One  Financial  Place  Rnancial  and  Trust  services  are  avciilable  through  these  One  Valley  Banks 


Kanawha  Valley  Bank,  NA.,  Charleston.  WV 
Security  Bank,  Huntington.  WV 

Citizens  National  Bank,  Martinsburg.  WV 
Farmers  &.  Merchants  Bank,  Morgantown.  WV 
New  River  Banking  &.  Trust,  Oak  Hill.  WV 


Mercer  County  Bank,  Princeton.  WV 
Seneca  National  Bank,  Ronceverte.  WV 
The  Bank  of  St.  Albans,  St  Albans.  WV 
First  National  Bank,  Terra  Alta.  WV 
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Classified 


MEDICAL  PRACTICE  SALES  AND  AP- 
PRAISALS. We  specialize  in  the  valuation 
and  selling  of  medical  practices.  If  in- 
terested in  buying  or  selling  a medical  prac- 
tice contact  our  Brokerage  Division  at  The 
Health  Care  Group,  400  GSB  Building,  Bala 
Cynwyd,  Pa.  19004  (215)  667-8630. 


PEDIATRICIAN:  Practice  opportunity  for 
Board  Eligible/Board  Certified  Pediatrician  in 
a warm  and  friendly  community  in  Eastern 
South  Carolina,  North  Myrtle  Beach  vicini- 
ty. Ideal  recreational  opportunities  to  in- 
clude the  beach,  sailing,  fishing,  tennis  and 
golf.  The  pediatric  practice  is  very  well 
established.  Excellent  financial  package 
from  hospital  — a 105,  bed  modern  hospital 
with  a 40  bed  Extended  Care  facility.  Con- 
tact Alton  Ewing,  Assistant  Administrator, 
Loris  Community  Hospital,  Loris,  SC  29569, 
telephone  (803)  756-4011. 


PHYSICIAN’S  ASSISTANT  — Free  adver- 
tising and  information  available  to  those  in- 
terested in  employing  a Physician’s  Assis- 
tant. CONTACT:  PA  Placement  Service, 
West  Virginia  Association  of  Physician’s 
Assistants,  c/o  Michael  W.  Holt,  PA-C,  P.  O. 
Box  1365,  Alderson-Broaddus  College,  Philip- 
pi, West  Virginia  26416,  or  call  (304)  457-1700, 
X.  230. 


FAMILY  PRACTICE  — (ATTENTION:  NEW 
GRADUATES)  One  or  two  Board  Cer- 
tified/Board Eligible  Family  Practitioners 
needed  to  join  with  successful  FP  to 
establish  comprehensive  Outpatient  Treat- 
ment Center  in  Southern  WV.  Excellent  in- 
come & fringe  benefits  potential  for  ag- 
gressive young  M.D.  All  replys  confiden- 
tial. Reply  to:  Family  Care  Center,  c/o  WV 
Medical  Journal,  P.  O.  Box  4106,  Charleston, 
WV  25364. 


OFFICE  EQUIPMENT  FOR  SALE— ENT 

Equipment.  Relocating  office.  Two  high  pro- 
file SMR  treatment  units,  positive  and 
negative  pressure,  matching  H-chairs  and 
stools.  Two  solarites:  Teledyne  tym- 
panometer  TA-4D,  Tracer  audiometer 
RA-115A:  Cameron-Miller-Electro-Surgical 
unit  with  accessories;  Two  Double  W-A  Wall 
Transformers.  All  excellent  condition.  Call 
(304)  697-4940  in  Huntington,  WV 


JOB  OPENING 

LOCAL  HEALTH  OFFICER:  Huntington,  W. 
Va.  Responsible  for  administering  basic 
public  health  services.  Requires  MD  degree 
and  three  years  of  clinical  experience;  MPH 
and/or  public  health  experience  are  highly 
desirable.  Salary  range  $48,000-860,000. 
Position  available  1-1-88.  Send  resume 
before  July  1st  to  Search  Committee,  Cabell- 
Huntington  Health  Department,  1336  Hal 
Greer  Blvd.,  Huntington,  West  Virginia  25701. 


Huntington  Ear  Clinic,  inc. 

2537  THIRD  AVENUE  HUNTINGTON,  WV  25703-1692 

J 


JOSEPH  B.  TOUMA,  M.D.,  FACS 

Practice  Limited  to  Ear  and 
Balance  Disorders 


OTOLOGIC  SERVICES 

Ear  diseases  and  surgery 
Deafness 


AUDIOLOGY 

Robert  Shumate,  M.Ed.,  CCCA 

Certified  Clinical  Audiologist 

Lena  S.  Shumate,  M.Ed.,  CCCA 

Certified  Clinical  Audiologist 


Balance  Disorders 
Facial  Nerve  Disorders 
Tinnitus 

Forensic  Otology 


AUDIOLOGIC  SERVICES 

Complete  audiometric 
testing 

Newborn  & children 
testing 

Hearing  aid  evaluation, 
dispensing  & counseling 

Compensation  & 

Rehabilitation  testing 

Industrial  hearing  screening 

Central  Auditory  testing 


HUNTINGTON  TELEPHONE  NUMBER 
304-529-2407  — 304-522-8800 


PUTNAM7TEAYS  VALLEY  TELEPHONE  NUMBER 
304-757-8877 


Charleston/^^^^ 

Eye  Care I George  E.  Toma,  M.D.,  TAGS 

Associates  Inc.^//# 


SURGICAL  CARE 
AND  TREATMENT 
FOR  DISEASES 
OF  THE  EYE 

311  Laidley  Street,  Suite  102 
Charleston,  WV  25301 
344-3937 


CATARACT  REMOVAL 

INTRAOCULAR  LENS  IMPLANT 

SURGICAL  CORRECTION  FOR 

NEARSIGHTEDNESS 

MEDICARE  ASSIGNMENT  ACCEPTED 

CHARGING  ONLY  WHAT  MEDICARE 
APPROVES  FOR  COVERED  SERVICES 


LASER  SURGERY  & THERAPY 
CORNEAL  TRANSPLANTS 

PERMANENT  COSMETIC 
EYELINER 

4430  Kanawha  Turnpike 
South  Charleston,  WV  25309 
768-0068 


CALL  TOLL  FREE  8:00  A.M.  - 4:00  P.M.  (800)  344-3993 
24  HOUR  ANSWERING  SERVICE  — FREE  PARKING  AT  BOTH  LOCATIONS 
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Ronceverte/Fairlea/Lewisburg,  West  Virginia 

INTERNAL  MEDICINE 

1-800-642-5161  or  304-647-5115 
FAMILY  GENERAL  PRACTICE 

RADIOLOGY 

Robert  K.  Modlin,  M.  D. 

Joseph  E.  Shaver,  M.  D. 

Charles  Weinstein,  M.  D. 

Helen  R.  Perez,  M.  D. 
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General  & Vascular 

Robert  L.  Wheeler,  M.  D. 

ANCILLARY  SERVICES 
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EAR,  NOSE  & THROAT 

Physical  Therapy 

Tom  Moore,  R.PT. 

General  & Thoracic 

Amir  A.  Alidina,  M.  D. 

Wood  McCue,  R.PT. 

B.  L.  Plybon,  M.  D. 

Respiratory  Therapy 

General  Surgery 

OPHTHALMOLOGY 
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Robert  K.  Scott,  II,  M.  D. 

Audiology 

ORTHOPEDIC  SURGERY 

PEDIATRICS 

Gary  M.  Vandevander,  M.S. 

Conrad  D.  Tamea,  Jr.,  M.  D. 

William  S.  Dukart,  M.  D. 

ADMINISTRATION 

James  W.  Banks,  M.  D. 

Janice  Centa,  P.  A.,  M.  S. 

Sandra  W.  Ayers,  Business  Manager 
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See  the  difference  in  the  first  week' 


Significantly  faster  relief— 62%  of 
total  four-week  improvement 
evident  in  first  week  versus  44% 
with  amitriptyline  alone' 

Dramatic  first-week  reduction  in 
somatic  complaints^ 


Nousea  Vomiting  Constipation  Anorexia  Headache 


% Reduction  in  Somotic  Symptoms' 


Protect  your  decision. 
Write  ^^Do  not  substitute." 


Only  Vs  the  dropout  rate  due  to 
side  effects  of  amitriptyline  alone, 
although  the  incidence  of  side 
effects  is  similar' 

Caution  patients  about  the  combined  effects  of  Limbitrol  with  alcohol  or 
other  CNS  depressants  and  about  activities  requiring  complete  mental 
alertness,  such  as  operating  machinery  or  driving  a car.  In  general,  limit 
dosage  to  the  lowest  effective  amount  in  elderly  patients. 


Limbitrol' 

Each  tablet  contains  5 mg  chlordiazepoxide  and  /jy 
12.5  mg  amitriptyline  (as  the  hydrochloride  salt) 

Limbitrol'DS 

Each  tablet  contains  10  mg  chlordiazepoxide  and 
25  mg  amitriptyline  (as  the  hydrochloride  salt) 


Copyright  © 1987  by  Roche  Products  Inc.  All  rights  reserved. 


References:  1.  Feighner  JP,  etol:  Psychopharmacology  61  217-225,  Mar  22,  1979  2.  Data  on  tile, 
Hoftmann-La  Roche  Inc.,  Nutley,  NJ 


Limbitrol  ’ (g 

Tranquilizer— Antidepressant 

Before  prescribing,  please  consult  complete  product  Intormotlon.  o summary  of  which  follows: 
Indicotlons:  Relief  ol  moderate  to  severe  depression  associated  with  moderate  to  severe  anxiety. 
Contraindications:  Known  hypersensitivity  to  benzodiazepines  or  tricyclic  antidepressants.  Do  not  use 
with  monoamine  oxidase  (MAO)  inhibitors  or  within  14  days  following  discontinuation  of  MAO  inhibitors 
since  hyperpyretic  crises,  severe  convulsions  and  deaths  have  occurred  with  concomitant  use;  then 
initiate  cautiously,  gradually  increasing  dosage  until  optimol  response  is  achieved.  Contraindicated 
during  acute  recovery  phase  following  myocardial  infarction 

Wornings:  Use  with  great  core  in  patients  with  history  of  urinary  retention  or  angle-closure  glaucoma 
Severe  constipation  may  occur  in  pahents  taking  tricyclic  antidepressonts  and  anticholinergic-type 
drugs  Closely  supervise  cardiovascular  patients  (Arrhythmias,  sinus  tachycardia  and  prolongation  of 
conduction  time  reported  with  use  of  tricyclic  antidepressants,  especially  high  doses.  Myocardial 
infarction  and  stroke  reported  with  use  of  this  class  ot  drugs  ) Caution  patients  about  possible  combined 
effects  with  alcohol  and  other  CNS  depressants  and  against  hazardous  occupations  requiring  complete 
mental  alertness  (e.g , operating  machinery,  driving) 

Usage  In  Pregnancy:  Use  ot  minor  tranquilizers  during  the  first  trimester  should  olmost 
dlwoys  be  avoided  because  of  increased  risk  of  congenital  malformations  os  suggested 
In  several  studies.  Consider  possibility  ot  pregnancy  when  instituting  therapy;  advise 
patients  to  discuss  therapy  if  they  Intend  to  or  do  become  pregnant. 

Since  physical  ond  psychological  dependence  to  chlordiazepoxide  hove  been  reported  rarely,  use 
caution  in  administering  Limbitrol  to  oddiction-prone  individuals  or  those  who  might  increase  dosage, 
withdrawal  symptoms  following  discontinuation  of  either  component  alone  have  been  reported 
(nousea,  headache  and  malaise  tor  amitriptyline,  symptoms  [Including  convulsions]  simitar  to  those 
of  barbiturate  withdrawot  tor  chlordiazepoxide) 

Precautions:  Use  with  caution  in  patients  with  o history  of  seizures,  in  hyperthyroid  patients  or  those 
on  thyroid  medication,  and  in  patients  with  impaired  renol  or  hepatic  function,  fecouse  of  the  possibility 
ot  suicide  in  depressed  patients,  do  not  permit  easy  access  to  large  quantities  in  these  patients.  Periodic 
liver  function  tests  ond  blood  counts  ore  recommended  during  prolonged  treatment  Amitriptyline 
component  moy  block  action  of  guanethidine  or  simitar  antihypertensives  When  tricyclic  ontidepres- 
sonts  ore  used  concomitantly  with  cimetidine  (Tagamet),  clinically  significant  effects  hove  been  reported 
involving  delayed  elimination  and  increasing  steady  state  concentrations  of  the  tricyclic  drugs 
Concomitant  use  of  Limbitrol  with  other  psychotropic  drugs  has  not  been  evoluoted,  sedative  effects 
may  be  additive  Discontinue  several  days  before  surgery  Limit  concomitant  administration  ot  ECT  to 
essential  treatment  See  Warnings  (or  precautions  about  pregnancy.  Limbitrol  should  not  be  token 
during  the  nursing  period  Not  recommended  in  children  under  12  In  the  elderly  and  debilitated,  limit  to 
smallest  effective  dosage  to  preclude  otoxio,  oversedation,  confusion  or  anticholinergic  effects 
Adverse  Reactions:  Most  frequently  reported  ore  those  associated  with  either  component  alone 
drowsiness,  dry  mouth,  constipation,  blurred  vision,  dizziness  and  bloating  Less  frequently  occurring 


reactions  include  vivid  dreams,  impotence,  tremor,  confusion  ondoiosal  congestion  Many  depressive 
symptoms  including  anorexia,  totigue,  weakness,  restlessness  and  lethargy  have  been  reported  os 
side  effects  ot  both  Limbitrol  and  amitriptyline.  Granulocytopenia,  jaundice  and  hepatic  dysfunction 
hove  been  observed  rarely. 

The  tallowing  list  includes  odverse  reactions  not  reported  with  Limbitrol  but  requiring  consideration 
because  they  hove  been  reported  with  one  or  both  components  or  closely  related  drugs 
CarcHovasculai:  Hypotension,  hypertension,  tachycardia,  palpitations,  myocardial  infarction, 
arrhythmias,  heart  block,  stroke 

Psychiainc.  Euphoria,  apprehension,  prxtr  concentration,  delusions,  hollucinotions,  hypomania  and 
increosed  or  decreosed  libido 

Neurologic  incoordination,  ataxia,  numbness,  tingling  and  paresthesias  ot  the  extremities,  extra- 
pyramidol  symptoms,  syncope,  changes  in  EEG  patterns 

Aniicholineigic:  Disturbance  of  accommodofion,  paralytic  ileus,  urinary  retention,  dilatation  of  urinary 
tract 

Allergic:  Skin  rash,  urticorio,  photosensitizotion,  edema  of  foce  and  tongue,  pruritus 
Hemalologic:  Bone  marrow  depression  including  agranulocytosis,  eosinophilia,  purpura,  thrombocy- 
topenia 

Gasiroihleslinal  Nausea,  epigastric  distress,  vomiting,  anorexia,  stomatitis,  peculior  taste,  diorrhea, 
block  tongue. 

Endocrine:  Testicular  swelling  and  gynecomastia  in  the  male,  breast  enlargement,  galactorrhea  and 
minor  menstrual  irregularities  in  the  female,  elevation  and  lowering  of  blood  sugar  levels,  and  syndrome 
of  inoppropriote  ADH  (antidiuretic  hormone)  secretion 

Olher:  Headache,  weight  gain  or  loss,  increased  perspiration,  urinary  frequency,  mydriasis,  jaundice, 
alopecia,  parotid  swelling 

Overdosage:  Immediotely  hospitalize  patient  suspected  of  having  taken  on  overdose.  Treatment  is 
symptomatic  and  supportive  I.V.  administration  ot  1 to  3 mg  physostigmine  salicylate  has  been 
reported  to  reverse  the  symptoms  ot  amitriptyline  poisoning  See  complete  product  information  tor 
manifestation  ond  treatment 

Dosage:  Individualize  according  to  symptom  severity  and  patient  response  Reduce  to  smallest  effective 
dosage  when  sotisfactory  response  Is  obtained  Larger  portion  ot  doily  dose  may  be  token  ot  bedtime 
Single  ri.s.  dose  moy  suffice  for  some  patients.  Lower  dosages  ore  recommended  for  the  elderly 
Limbitrol  DS  (double  strength)  Tablets,  initiol  dosage  of  three  or  four  tablets  doily  in  divided  doses, 
increased  up  to  six  tablets  or  decreosed  to  two  tablets  doily  os  required,  Limbitrol  Tablets,  Initial  dosage 
ot  three  or  (our  tablets  daily  in  divided  doses,  for  potients  who  do  not  tolerate  higher  doses 
How  Supplied:  Double  slrenglh  (DS)  Tablets,  white,  film-coated,  each  containing  10  mg  chlordioze- 
poxide  and  25  mg  amitriptyline  (os  the  hydrochloride  salt),  and  Tablets,  blue,  film-coated,  each 
containing  5 mg  chlordiozepoxide  and  12  5 mg  amitriptyline  (as  the  hydrochloride  salt)  Available  in 
bottles  of  100  and  500,  Tel-E-Dose®  packages  of  100,  Prescription  Paks  of  50 


ROCHE  PRODUCTS  INC 
Manoti,  Puerto  Rico  00701 
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Prince  ^oner— 
p2%  of  ®tal  four- 
Ive^k  imiovement 
acffevecft  the  first 
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versus  44%  with 
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IN  MODERATE  DEPRESSIOiHiND  ANXIE 


Each  tablet  contains  5 mg  chlordiazepixide  and 
12.5  mg  amitriptyline  (as  the  hydrochloride  salt) 


Each  tablet  contains  10  mg  chlordiazepoxide  and 
25  mg  amitriptyline  (as  the  hydrochloride  salt) 


SIE  THE  DIFFERENCE  IN  THE  FIRST  WEEK' 


Please  see  references  and  summary  of  product  information  on  adjacent  page. 
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Imagine 

A MACHINE 
THAT CAN 
DO  THIS  TO 


We're  proud  to  announce  the  introduction  of  Extra- 
corporeal Shock  Wave  Lithotripsy  as  a new  feature  of  our 
kidney  stone  treatment  program.  This  new  device  makes 
it  possible  to  pulverize  and  eliminate  kidney  stones  with- 
out invasive  surgery  Now  you  have  the  opportunity  to 
participate  in  this  state-of-the-art  procedure  at  CAMCs 
High  Tech  Center  here  in  Charleston,  West  Virginia. 

The  Lithotripter  uses  shock  waves  to  bombard  kid- 
ney stones  into  sand-like  particles  inside  the  body.  The 
residue  is  then  easily  passed.  Although  the  theory 
behind  Lithotripsy  is  simple,  the  process  is  precise.  The 
stone  is  pinpointed  inside  the  body  with  fluoroscopy 
and  shock  wave  firing  is  synchronized  with  the  patient's 
heartbeat  by  electrocardiogram.  Usually,  the  entire  pro- 
cess takes  about  an  hour. 


As  you  can  imagine.  Lithotripsy  offers  many  benefits 
to  kidney  stone  patients.  The  process  is  less  painful, 
entails  fewer  side  effects,  and  recuperation  is  quicker 
than  with  conventional  surgery.  It's  even  less  expensive 
than  surgery. 

We're  encouraging  all  area  urologists  to  apply  for 
privileges  in  Extracorporeal  Shock  Wave  Lithotripsy.  We 
invite  you  to  visit  CAMC  and  see  the  lithotripter  in 
action.  Come  and  learn  about  this  revolutionary  ther- 
apy which  is  the  wave  of  the  future  in  kidney  stone 
treatment.  We  will  happily  provide  you  with  a brochure 
for  your  use  as  well  as  brochures  for  your  patients. 

For  your  brochures  or  other  information  about 
Lithotripsy  and  our  kidney  stone  treatment  program, 
call  CAMC  at  1-800-654-0159. 


CAMC 

Charleston  Area  Medical  Center 
1-800-654-0159 
We  Care  For  West  Virginia 


the /FASTER  program 

Muscular  And  SkeietalTreatment/ Exercise/ Rehabilitation 


What  is  the  MASTER  Program? 

The  MASTER  Program  is  a comprehensive,  intensive  inter- 
disclipinary treatment  for  patients  who  have  persistent  pain 
and  dysfunction  following  a musculoskeletal  injury.  The  pro- 
gram combines  the  knowledge  and  skills  of  pain  medicine  and 
sports  medicine  to  help  patients  achieve  functional  restora- 
tion. 

What  is  Pain  Medicine? 

A small  number  of  physicians  are  now  specializing  in  the 
diagnosis  and  management  of  pain  syndromes.  Pain  Medicine 
is  the  name  of  this  specialty  which  studies  pain  mechanisms 
and  treatments. 

What  is  Sports  Medicine? 

Sports  Medicine  is  the  expedient  evaluation,  treatment  and 
rehabilitation  of  orthopedic  disorders  that  occur  in  sports  ac- 
tivities. Rehabilitation  is  provided  through  a “team  approach” 
between  the  orthopedist  and  the  physical  therapist  and  is  very 
specific  to  the  exact  injury  incurred.  Sports  Medicine  is  as  ag- 
gressive as  the  injured  tissues  allow  so  as  to  return  the  injured 
athlete  to  his  previous  activity  as  soon  as  possible. 


The  Rehabilitation  Center 

at  Mon  General 

1 000  J.  D Anderson  Dr , Morgantown,  WV  26505  1^1 


Is  the  MASTER  Program  a pain  clinic? 

The  MASTER  Program  is  designed  for  patients  with  persistent 
pain  and  dysfunction  of  three  to  four  months  duration  follow- 
ing musculoskeletal  injury.  It  is  not  a general  clinic  for  all  pain 
syndromes. 

Is  the  MASTER  Program  a last  resort? 

If  a patient  has  not  responded  to  acute  medical  care  by  three 
months  post  injury,  the  patient  may  require  evaluation  and 
treatment  by  Pain  Medicine  specialists.  Early  intervention  can 
lessen  suffering,  decrease  disability  and  restore  functioning. 

Is  the  MASTER  Program  for  patients  with  psychogenic  pain? 
Our  old  concept  of  “organic”  versus  “psychogenic”  pain  has 
been  replaced  by  a new  concept  of  peripheral  and  central  pain 
mechanisms.  While  it  is  true  that  psychological  and 
behavioral  factors  are  important  in  acute  and  especially 
chronic  pain  syndromes,  our  increased  understanding  of  the 
neurophysiology  of  central  pain  mechanisms  helps  explain 
why  some  patients  have  persistent  pain. 

The  MASTER  Program  helps  physicians  help  their  patients. 
The  program  provides  evaluation,  recommendations,  interven- 
tion if  needed  and  suggestions  for  the  physicians’  continuing 
management  of  their  patients. 

For  information  on  The  MASTER  Program  please  contact 
David  Colvin,  M.D.,  at  304-598-1411.  Or  write:  The  MASTER 
Program,  The  Rehabilitation  Center  at  Mon  General  Hospital, 
1000  J.D.  Anderson  Dr.,  Morgantown,  WV  26505. 


McDonough 

Caperton 

Systems 


Now  serving  over  120  physicians 

We  offer  the  iargest,  most  complete  selection  of  medical  office  management  systems 
and  services  available  to  physicians  in  West  Virginia.  Our  efforts  mean  you  have  a 
choice  . . . 

of  programs  including 

• Patient  Past  History/Lab 
Results/Treatment  Information 

• Statistical  Retrieval  and  Analysis 
of  Medical  Information 

• Patient  Billing  Preparation 

• Aged  Account  Information 

• Complete  Financial  and 
Management  Reporting 

• Insurance  Forms  Preparation 

of  hardware  including  IBM,  AT  & T,  and  IMS 

^ of  investment  levels  beginning  at  $9,995  with  upgrade  opportunity 

^ of  purchase  or  lease  arrangements  to  meet  your  individual  business  needs 

^ of  total  hardware  and  software  for  the  life  of  the  system  provided  by  our 
own  trained  technicians 

^of  a company  sincerely  interested  in  your  satisfaction  and  success  in  the  day- 
to-day  use  of  our  systems. 

We’re  your  systems  consultant  and  welcome  the  opportunity  to  discuss  your  individual 
concerns  and  questions.  Our  job  and  our  commitment  is  to  help  you  reduce  your  paper- 
work, increase  your  productivity  and  improve  your  cash  flow. 

MAKE  US  YOUR  CHOICE 

Call  us  at  744-2583 
or  write 

325  Sixth  Avenue 

South  Charleston,  West  Virginia  25303 
Bradley  E.  Layne,  President 


• Scheduling  Functions 

• Hospital  Census 

• Electronic  Claims  Submission 

• Word  Processing 

• Tailoring  by  Specialty 

• “Password”  Security  Protection 

• Remote  access,  including 
master  CN/CFF  capability. 
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McDonough  Caperton  Insurance  Group’s  new  corporate  office  building,  located  in  Charleston,  West  Virginia,  houses  over  150 
employees  and  serves  as  the  home  base  for  all  McDonough  Caperton  Insurance  Group  activity.  McDonough  Caperton  Insurance 
Group  also  maintains  office  facilities  in  eight  cities  throughout  West  Virginia,  Ohio,  Pennsylvania  and  Kentucky. 


McDonough 

Caperton 

Insurance 

Group 


Uniquely  capable  . . . Professionally  competent  . . . 

Serving  others  . . . Through  excellence. 


providing  a broad  range 
of  insurance  and  financial  services 
to  the  business  community, 
associations,  institutions, 
and  individuals. 


Among  the  10  Largest  Privately  Owned  Insurance  Brokers  in  the  United  States. 


Corporate  Headquarters:  One  Hillcrest  Drive,  East,  P.O.  Box  1551,  Charleston,  WV  25326.  Telephone:  (304)  346-0611. 
With  offices  in:  Beckley,  Charleston,  Fairmont,  Parkersburg,  Wheeling,  Pittsburgh,  Cleveland  and  Lexington,  KY. 


Eye 
Surgery 
Center 


Richard  C.  Rashid,  M.D.  Muhib  S.  Tarakji,  M.D. 


Herbert  A.  Tipler,  M.D. 


Richard  C.  Rashid,  M.D.  is  pleased  to  announce  the  opening  of  the  first 
certified  Ambulatory  Surgicare  Center  in  this  area,  dedicated  to  eye  care.  The  WV 
Eye  Surgery  Center  is  located  in  South  Charleston  and  is  an  integral  part  of  the  Eye 
Physicians  and  Surgeons  complex.  Together,  they  become  the  largest  freestanding 
facility  dedicated  to  total  eye  care  in  West  Virginia. 


The  WV  Eye  Surgery  Center  is  exclusively  a service  of  Eye  Physicians  and  Surgeons.  The 
Doctors  are  all  Board  Certified  surgeons.  Their  specialties  include:  Cataract  Surgery,  Laser 
Surgery,  Dry  Eye  treatment.  Children’s  Vision  Care  and  Glaucoma  Diagnosis  and  Treatment. 
Offices  are  located  in  South  Charleston  next  to  Thomas  Memorial  and  in  Charleston  on  the 
CAMC  General  Campus. 


The  Eye  Center  Offers  You 
Many  Advantages: 


CONVENIENCE 


LESS  COST 


FRIENDLY  CARE 


SAFE 


Same  Day  Surgery  ...  in  and  out  in  just  a few 
hours. 

The  Surgery  Center,  The  Anesthesia  Service 
and  the  Doctors  of  EP&S  ...  all  accept 
Medicare  Assignment.  So,  you  pay  much  less. 

Familiar  faces  . . . Family  involvement  before 
and  after  surgery  . . . Free  Transportation. 

The  WV  Eye  Surgery  Center  is  a certified 
surgery  facility.  Staff  and  Equipment  meets  or 
exceeds  government  standards. 


^Physicians 

Surgeons 

Keeping  Your 
Family  In  Sight 


For  Information 
CALL 

(304)  768-7371 

TOLL  FREE  IN  WV 

1-800-642-3937 


West  Virginia  Opportunities 


CHARLESTON: 

332  FP  - Family  Practice:  A solo  opportunity  located 
twenty  minutes  north  of  Charleston,  in  a quiet  moun- 
tainous community.  This  is  a 30-year  old  practice  recently 
vacated  by  an  NHSC  physician.  A guaranteed  income 
with  a comprehensive  benefit  package  will  be  provided. 

438  PED  - Pediatrician:  An  established  pediatrician,  in  a 
community  20  miles  west  of  Charleston,  is  seeking  a 
BE/BC  pediatrician  to  join  her  in  practice  due  to  large 
patient  volume.  She  is  currently  the  only  full-time  ped- 
iatrician in  the  community  and  utilizes  the  900-bed 
teaching  facility  in  Charleston.  Salary  and  benefits  pro- 
vided leading  to  partnership  parameters. 

MONTGOMERY: 

354  FP  - Family  Practice:  A clinic  practice  located  just 
twenty  minutes  from  the  135-bed  referral  hospital  in 
Montgomery.  This  clinic  was  designed  for  two  physicians. 
The  current  doctor  has  been  there  since  January  and  the 
practice  has  grown  so  rapidly  that  another  physician  is 
urgently  needed. 

PARKERSBURG: 

385  FP  - Family  Practice:  A partnership  opportunity  is 
available  across  the  river  in  Belpre,  Ohio.  The  office  was 
recently  expanded  and  is  fully  equipped. 


PRINCETON: 

368  FP  - Family  Practice:  A partnership  composed  of  two 
young  Family  Practitioners  urgently  needs  a third  assoc- 
iate. This  practice  is  four  years  old  and  extremely  busy.  It 
is  located  in  a recently  remodeled  office  building  across 
the  street  from  a 215-bed  regional  medical  center,  where 
qualified  Family  Practitioners  can  provide  the  full  range 
of  services. 

A solo  practice  is  also  available  in  a smaller  community 
twenty  minutes  from  Princeton.  The  current  physician  is 
leaving  this  active  practice  in  order  to  return  to  a resi- 
dency program.  A guaranteed  income  with  benefits  are 
provided. 

368  PED  - Pediatrician:  A 215-bed  hospital  with  a service 
area  of  100,000  is  seeking  a pediatrician  to  establish  a 
private  practice.  Two  ENT  surgeons  who  have  a large 
practice  with  50  percent  allergy,  are  interested  in  having 
the  pediatrician  associate  with  them.  This  beautiful  col- 
lege community  is  mountainous  with  skiing  and  white 
water  rafting  available  within  one  hour. 

WHEELING: 

443  FP  - Family  Practice:  A busy  partnership  located  near 
the  medical  park,  is  seeking  a third  associate  to  practice 
primarily  at  their  second  office  location.  For  the  physician 
with  a business  flairthisopportunity  offers  an  exceptional 
financial  incentive. 

401  PED  - Pediatrician:  Well-established  pediatrician  is 
seeking  a partner  with  interest  in  neonatology,  to  join  him 
due  to  the  relocation  of  his  associate  next  summer.  He 
utilizes  a 276-bed  hospital  which  contains  a 20-bed 
pediatric  unit  and  an  8-bed  NICU.  Competitive  salary  and 
benefits. 


VHA  Physician  Placement  Services  is  the  preferred  placement  service  for  a hospital  alliance  composed  of  over  700 
hospitals  in  45  states.  Since  our  fees  are  paid  by  our  client,  there  is  absolutely  no  cost  or  obligation  to  you  for  our 
nationwide  service.  For  additional  information  concerning  these  opportunities,  please  call  and/or  forward  your 
curriculum  vitae  in  confidence.  Thank  you  for  allowing  us  to  be  of  assistance. 


VHA  Physician  Placement  Services 
1600  Embassy  Square  Blvd.,  Suite  1605 
Louisville,  Kentucky  40299 
Call  Toll-Free  1-800-626-1857 
(in  Kentucky)  1-800-292-1856 

VH>A. 


Physician  Piacement  Services 


The  future  of  America’s  health  care 

Voluntary  Hospitals  of  America,  Inc.  (VHA) 


Elcomp...the  best  medical  office 
computer  system  is  now  even 
better  with  the  Flexible  Package" 


Would  you  treat  only  the  symptoms,  if  you  knew 
there  was  a proven  cure? 


It’s  hard  to  cure  chronic  ailments 
like  runaway  accounts  receivable, 
backlogged  claim  processing,  poor 
collection  ratio — by  treating  only  the 
symptoms.  The  Flexible  Package 
from  Elcomp  Systems,  combined 
with  Data  General’s  Desktop  Gener- 
ation computers,  has  been  a proven 
cure  for  more  than  500  physicians 
since  1978. 

The  Flexible  Package  is  modular, 
which  means  you  can  tailor  the 
system  to  fit  your  practice’s  specific 
needs  without  any  programming 
changes.  We  will  train  your  staff  in 
the  operation  of  your  system,  and 
show  you  how  your  practice  can 
most  benefit  from  all  the  features  in 
your  Flexible  Package. 


The  Flexible  Package  cure  for 
medical  office  ailments: 

• Improved  cash  flow  through 
advanced  collection  methods  and 
delinquency  reporting 

• Account  Inquiries — demographic, 
insurance,  and  financial  information 
at  a touch 

• Accounts  Receivable  and  Man- 
agement Reports,  whenever  you 
need  them 

• Instantaneous  retrieval  of  patients’ 
procedures  and  diagnoses 

• Appointment  Scheduler,  to  help 
organize  your  day 

• Automatic  preparation  of  recall 
letters 

• Flexibility  to  design  your  own 
reports  with  the  Report  Generator 

• and  many  more  benefits. . . 


Elcomp  Systems  can  supply  the 
cure  for  your  practice  management 
ailments.  The  treatment  is  singular 
and  straightforward — to  give  you 
hardware,  software,  training,  and 
after-purchase  support  as  one 
package. 

Focus  on  curing  your  office  problems, 
not  just  relieving  the  symptoms. 

Call  Elcomp  today — you’ll  never 
feel  better. 


IrDataGeneral 


Personal 

Computers 


EISETIF'"  s^slsms,  ins. 

Foster  Plaza  VII,  661  Andersen  Drive,  Pittsburgh,  PA  15220 
(800)  441  -8386 


the  Etje  and  Ear  Clinic 

of  Charleston,  Inc. 

The  Laser  Surgery  Center 


SPECIALISTS  IN 

EYE  EAR  NOSE  and  THROAT  SURGERY 


• 35>bed  JCAH  Accredited 

Hospital 

• Ambulatory  Care/ 

Same  Day  Surgery 

• Laser  Surgery  Specialists 

• Facial  Plastic  Surgery 

• Cataract  Surgery/ 

Lens  Implant 


MEDICAL  AND  SURGICAL  SERVICES  PROVIDED  THROUGH 

EYE  EAR  NOSE  and  THROAT  PHYSICIANS 
& SURGEONS  OF  CHARLESTON,  INC. 

OPHTHALMOLOGISTS  OTOLARYNGOLOGISTS 


Robert  E.  O'Connor,  MD 
Moseley  H.  Winkler,  MD 
Samuel  A.  Strickland,  MD 
James  W.  Caudill,  MD 


Romeo  Y.  Lim,  MD 
Nabil  A.  Ragheb,  MD 
R.  Austin  Wallace,  MD 

EENT 


John  A.  B.  Holt,  MD 


FREE  PARKING 

MEDICARE  ASSIGNMENT  ACCEPTED 


1306  KANAWHA  BOULEVARD,  EAST 
P.O.  BOX  2271 

CHARLESTON,  WEST  VIRGINIA  25328 
TELEPHONE:  (304)  343-4371 
TOLL  FREE:  (800)  642-3049  (WV) 


state  flag  of  West  Virginia 


FlaglL 

To  complete  your  prescription, 
be  sure  to  sign  on  the  left, 
on  the  “Brand  Necessary”  line. 

This  “flags”  both  pharmacist  and  patient 
that  you  want  the  brand  to  be  dispensed. 
And  it  protects  your  decision. 


-?ir-  -e3r- 

scored  tablets 

2 mg  5 mg  10  mg 

The  one  you  know  best. 


when  "feeling  blue" 
is  all  the  feeling 
there  is 


V 

■ our  patient  has  described  the  symptoms  of 
X depression  but  hasn't  responded  to  the  usual  anti- 
depressant medications.  You  review  the  symptoms  again; 


• Change  in  sleep  patterns 

• Fatigue 

• Loss  of  appetite 

• Feeling  helpless  and  hopeless 

• No  physical  cause  far  the  symptams 

You  decide  a consultation  is  needed,  or  perhaps 
referral.  There  are  many  specialists  who  may  be 
apprapriate  far  this  patient,  and  same  at  the  best 
practice  at  Harding  Haspital. 

Through  the  years,  Harding  Haspital  psychiatrists, 
along  with  psychologists,  social  workers  and  other 
mental  health  professionals,  have  helped  with  many 
difficult  treatment  prablems.  The  haspital  affers 
a wide  range  of  psychiatric  services  evaluation, 
out-patient,  in-patient  and  partial  haspital 
care,  shart-term.  Intermediate,  and  long-term 
treatment  for  aaolescents  and  adults. 


Harding  Hospital  has  been  a resource  for 
professionals  across  the  United  States.  If  you 
have  such  a need,  we'd  like  to  help.  We  Invite 
you  to  call  or  visit  our  facilities.  Contact  Ray 
Dutton,  Admissions  Director,  for  information  or 
to  arrange  far  consultatian  and  treatment. 


.r 


Harding  Hospital 


445  East  Granville  Read  ■ Worthington,  Ohio  43085  ■ 614/885-5381 


Before  prescribing,  see  complete  prescribing  information  in  SK&F  CO. 
literature  or  PDR.  The  following  is  a brief  summary. 


* 


WARNING 

This  drug  is  not  indicated  for  Initial  therapy  of  edema  or  hyperten- 
sion Edema  or  hypertension  requires  therapy  titrated  to  the  Individual. 
If  this  combination  represents  the  dosage  so  determined,  its  use 
may  be  more  convenient  in  patient  management.  Treatment  of  hyper- 
tension and  edema  is  not  static,  but  must  be  reevaluated  as  con- 
ditions in  each  patient  warrant. 


Contraindications:  Concomitant  use  with  other  potassium-sparing  agents 
such  as  spironolactone  or  amiloride.  Further  use  in  anuria,  progressive 
renal  or  hepatic  dysfunction,  hyperkalemia.  Pre-existing  elevated  serum 
potassium.  Hypersensitivity  to  either  component  or  other  sulfonamide- 
derived  drugs. 

Warnings:  Do  not  use  potassium  supplements,  dietary  or  otherwise, 
unless  hypokalemia  develops  or  dietary  intake  of  potassium  is  markedly 
impaired.  If  supplementary  potassium  is  needed,  potassium  tablets 
should  not  be  used.  Hyperkalemia  can  occur,  and  has  been  associated 
with  cardiac  irregularities.  It  is  more  likely  in  the  severely  ill,  with  urine 
volume  less  than  one  liter/day,  the  elderly  and  diabetics  with  suspected 
or  confirmed  renal  insufficiency.  Periodically,  serum  K'*^  levels  should  be 
determined.  If  hyperkalemia  develops,  substitute  a thiazide  alone,  restrict 
intake  Associated  widened  QRS  complex  or  arrhythmia  requires 
prompt  additional  therapy.  Thiazides  cross  the  placental  barrier  and 
appear  in  cord  blood.  Use  in  pregnancy  requires  weighing  anticipated 
benefits  against  possible  hazards,  including  fetal  or  neonatal  jaundice, 
thrombocytopenia,  other  adverse  reactions  seen  in  adults.  Thiazides 
appear  and  triamterene  may  appear  in  breast  milk.  If  their  use  is  essential, 
the  patient  should  stop  nursing.  Adequate  information  on  use  in  children 
is  not  available.  Sensitivity  reactions  may  occur  in  patients  with  or  with- 
out a history  of  allergy  or  bronchial  asthma.  Possible  exacerbation  or 
activation  of  systemic  lupus  erythematosus  has  been  reported  with 
thiazide  diuretics. 

Precautions:  The  bioavailability  of  the  hydrochlorothiazide  component  of 
'Dyazide'  is  about  50%  of  the  bioavailability  of  the  single  entity. 
Theoretically,  a patient  transferred  from  the  single  entities  of  triamterene 
and  hydrochlorothiazide  may  show  an  increase  in  blood  pressure  or  fluid 
retention.  Similarly,  it  is  also  possible  that  the  lesser  hydrochlorothiazide 
bioavailability  could  lead  to  increased  serum  potassium  levels.  However, 
extensive  clinical  experience  with  Dyazide'  suggests  that  these  conditions 
have  not  been  commonly  observed  in  clinical  practice.  Angiotensin- 
converting enzyme  (ACE)  inhibitors  can  elevate  serum  potassium:  use 
with  caution  with  'Dyazide',  Do  periodic  serum  electrolyte  determinations 
(particularly  important  in  patients  vomiting  excessively  or  receiving 
parenteral  fluids,  and  during  concurrent  use  with  amphotericin  B or 
corticosteroids  or  corticotropin  [ACTH]).  Periodic  BUN  and  serum 
creatinine  determinations  should  be  made,  especially  in  the  elderly, 
diabetics  or  those  with  suspected  or  confirmed  renal  insufficiency. 
Cumulative  effects  of  the  drug  may  develop  in  patients  with  impaired  renal 
function.  Thiazides  should  be  used  with  caution  in  patients  with  impaired 
hepatic  function.  They  can  precipitate  coma  in  patients  with  severe  liver 
disease.  Observe  regularly  for  possible  blood  dyscrasias,  liver  damage, 
other  idiosyncratic  reactions.  Blood  dyscrasias  have  been  reported  in 
patients  receiving  triamterene,  and  leukopenia,  thrombocytopenia, 
agranulocytosis,  and  aplastic  and  hemolytic  anemia  have  been  reported 
with  thiazides.  Thiazides  may  cause  manifestation  of  latent  diabetes 
mellitus.  The  effects  of  oral  anticoagulants  may  be  decreased  when 
used  concurrently  with  hydrochlorothiazide:  dosage  adjustments  may  be 
necessary.  Clinicaiiy  insignificant  reductions  in  arterial  responsiveness 
to  norepinephrine  have  been  reported.  Thiazides  have  also  been  shown  to 
increase  the  paraiyzing  effect  of  nondepolarizing  muscle  relaxants  such 
as  tubocurarine.  Triamterene  is  a weak  folic  acirJ  antagonist  Do  periodic 
blood  studies  in  cirrhotics  with  splenomegaly.  Antihypertensive  effects 
may  be  enhanced  in  post-sympathectomy  patients.  Use  cautiously  in 
surgical  patients.  Triamterene  has  been  found  in  renal  stones  in  associa- 
tion with  the  other  usual  calculus  components.  Therefore.  'Dyazide' 
should  be  used  with  caution  in  patients  with  histories  of  stone  formation 
A few  occurrences  of  acute  renal  failure  have  been  reported  in  patients 
on  'Dyazide'  when  treated  with  indomethacin.  Therefore,  caution  is 
advised  in  administering  nonsteroidal  anti-inflammatory  agents  with 
Dyazide'.  The  following  may  occur:  transient  elevated  BUN  or  creatinine 
or  both,  hvperglycemia  and  glycosuria  (diabetic  insulin  requirements  may 
be  altered),  hyperuricemia  am)  gout,  digitalis  intoxication  (in  hypokalemia) 
decreasing  alkali  reserve  with  possible  metabolic  acidosis.  Dyazide 
interferes  with  fluorescent  measurement  of  quinidine.  Hypokalemia  is 
uncommon  with  'Dyazide'.  but  should  it  develop,  corrective  measures 
should  be  taken  such  as  potassium  supplementation  or  increased  dietary 
intake  of  potassium-rich  foods  Corrective  measures  should  be  instituted 
cautiously  and  serum  potassium  levels  determined.  Discontinue  correc- 
tive measures  and  'Dyazide'  should  laboratory  values  reveal  elevated 
serum  potassium.  Chloride  deficit  may  occur  as  well  as  dilutional 
hyponatremia.  Concurrent  use  with  chlorpropamide  may  increase  the  risk 
or  severe  hyponatremia.  Serum  FBI  levels  may  decrease  without  signs 
of  thyroid  disturbance.  Calcium  excretion  is  decreased  by  thiazides. 
Dyazide'  should  be  withdrawn  before  conducting  tests  for  parathyroid 
function.  Thiazides  may  add  to  or  potentiate  the  action  of  other  anti- 
hypertensive drugs  Diuretics  reduce  renal  clearance  of  lithium  and 
increase  the  risk  of  lithium  toxicity. 

Adverse  Reactions:  Muscle  cramps,  weakness,  dizziness,  headache, 
dry  mouth:  anaphylaxis,  rash,  urticaria,  photosensitivity,  purpura,  other 
dermatological  conditions;  nausea  and  vomiting,  diarrhea,  constipation, 
other  gastrointestinal  disturbances;  postural  hypotension  (may  be 
aggravated  by  alcohol,  barbiturates,  or  narcotics).  Necrotizing  vasculitis, 
paresthesias,  icterus,  pancreatitis,  xanthopsia  and  respiratory  distress 
including  pneumonitis  and  pulmonary  edema,  transient  blurred  vision, 
sialadenitis,  and  vertigo  have  occurred  with  thiazides  alone.  Triamterene 
has  been  found  in  renal  stones  in  association  with  other  usual  calculus 
components.  Rare  incidents  of  acute  interstitial  nephritis  have  been 
reported.  Impotence  has  been  reported  in  a few  patients  on  Dyazide', 
although  a causal  relationship  has  not  been  established 

Supplied:  ‘Dyazide’  is  supplied  as  a red  and  white  capsule,  in  bottles  of 
1000  capsules;  Single  Unit  Packages  (unit-dose)  of  100  (intended  for 
institutional  use  only);  in  Patient-Pak™  unit-ot-use  bottles  of  100. 
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prevention  of  streptococcal  infections,  including  the  prophy- 
laxis of  rheumatic  fever.  See  prescribing  information. 


Ceclor*  (cefaclor) 

Summary.  Consult  the  package  literature  tor 
prescribing  information. 

Indications:  Lower  respiratory  infections, 
including  pneumonia,  caused  by  susceptible 
strains  of  Streptococcus  pneumoniae.  Haemo- 
philus influenzae,  and  Streptococcus  pyogenes 
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Contraindication: 

Known  allergy  to  cephalosporins. 

Warnings: 
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Administer  cautiously  to  allergic  patients. 
Pseudomembranous  colitis  has  been 
reported  with  virtually  all  broad-spectrum 
antibiotics.  It  must  be  considered  in  differential 
diagnosis  of  antibiotic-associated  diarrhea 
Colon  flora  is  altered  by  broad-spectrum 
antibiotic  treatment,  possibly  resulting  in 
antibiotic-associated  colitis. 


Precautions: 

• Discontinue  Ceclor  in  the  event  of  allergic 
reactions  to  it. 

• Prolonged  use  may  result  in  overgrowth  of 
nonsusceptible  organisms 

• Positive  direct  Coombs'  tests  have  been  re- 
ported during  treatment  with  cephalosporins. 

• Ceclor  should  be  administered  with  caution  in 
the  presence  of  markedly  impaired  renal  func- 
tion Although  dosage  ad|ustments  in  moderate 
to  severe  renal  impairment  are  usually  not 
required,  careful  clinical  observation  and  labo- 
ratory studies  should  be  made, 

• Broad-spectrum  antibiotics  should  be  pre- 
scribed with  caution  in  individuals  with  a his- 
tory of  gastrointestinal  disease,  particularly 
colitis. 

• Safety  and  effectiveness  have  not  been  deter- 
mined In  pregnancy,  lactation,  and  infants  less 
than  one  month  old.  Ceclor  penetrates 
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The  prevalence  of  asymptomatic 
bacteriuria  was  determined  among 
100  economically  disadvantaged 
women  attending  a prenatal  clinic 
which  previously  used  only  dipstick 
testing  to  diagnose  bacteriuria. 
Culture-based  screening  identified 
49  women  with  significant  urine 
bacterial  counts.  Of  these  49 
women,  26  may  have  represented 
false  positives,  and  23  were  con- 
sidered to  be  definitely  bacteriuric. 
Ten  of  the  women  with  positive 
culture  became  symptomatic  and 
were  treated;  one  patient  was 
subsequently  hospitalized  for  treat- 
ment of  pyelonephritis.  A substan- 
tial number  of  positive  urine 
cultures  apparently  were  due  to 
Pseudomonas  or  Proteus.  No  single 
aspect  of  patient  history  served  to 
suggest  which  patients  were  likely 
to  have  asymptomatic  bacteriuria. 

The  urinary  tract  is  the  leading 
site  of  bacterial  infection  in 
women.  Asymptomatic  bacteriuria 
and  its  more  serious  sequelae  com- 
monly complicate  pregnancy.  The 
prevalence  of  asymptomatic 
bacteriuria  in  pregnant  women 
ranges  from  four  per  cent  to  seven 
per  cent,  and  approximately  20  per 
cent  to  50  per  cent  of  affected  in- 
dividuals subsequently  develop 
pyelonephritis  if  untreated,'  Other 
maternal  and  fetal  complications  are 
associated  with  urinary  tract  infec- 
tions during  pregnancy.  Of  major 
concern  is  the  possibility  that 
prematurity  may  result  from 
unrecognized  and  untreated 
bacteriuria  during  pregnancy,^ 

Thus,  detection  and  treatment  of 


asymptomatic  bacteriuria  are  essen- 
tial elements  of  prenatal  care. 

Because  of  the  potential 
seriousness  of  undetected  and  un- 
treated urinary  tract  infections,  and 
because  economically  disadvantaged 
populations  may  be  at  greater  risk 
for  adverse  pregnancy  outcomes,^ 
a study  of  the  prevalence  of  signifi- 
cant bacteriuria  among  such  patients 
receiving  prenatal  care  at  a rural 
health  clinic  was  undertaken. 

Materials  and  Methods 

One  hundred  unselected  females 
in  various  stages  of  pregnancy  who 
were  receiving  prenatal  care  at  the 
Wayne  County  Health  Department, 
Wayne,  West  Virginia,  were  enrolled 
in  this  study.  All  patients  were 
economically  disadvantaged  as 


^ most  striking 

JL  finding  of  this 
study  was  a high  preva- 
lence of  bacteriuria.  y y 


defined  by  West  Virginia  State  Public 
Health  Department  guidelines, 

A brief  history  and  a “clean-catch” 
urine  specimen  were  obtained  from 
each  patient.  Urine  screening  prior 
to  this  study  consisted  of  urine 
dipstick  for  the  detection  of  protein, 
glucose  and  nitrites.  This  continued 
to  be  the  standard  of  care 
throughout  the  study.  The  results  of 
the  dipstick  tests  were  reviewed  by 
the  investigators  only  after  the  urine 
cultures  were  completed. 

The  history  obtained  from  each 
patient  just  prior  to  urine  collection 
consisted  of  a standard  set  of  ques- 
tions which  required  yes  or  no 
answers.  The  history  was  designed 
to  determine  the  following:  a 


Bacteriuria 

history  of  urinary  tract  infection, 
kidney  abnormality,  history  of 
diabetes,  presence  of  dysuria, 
urinary  frequency,  urgency, 
hematuria,  fever  during  this 
pregnancy,  and  abdominal  pain  dur- 
ing the  present  pregnancy.  The 
questions  were  asked  in  vernacular 
terms  to  ensure  comprehension  by 
the  patient. 

Each  patient  was  carefully  in- 
structed how  to  obtain  a midstream 
“clean-catch”  urine  specimen  in  a 
sterile  container.  Two  prepackaged 
towelettes  impregnated  with  benz- 
alkonium  chloride  were  used  for 
vulvar  cleansing  prior  to  urine  col- 
lection. Immediately  after  collection, 
urine  was  poured  into  the  Bactur- 
CLilt  (TM,  Wampole  Laboratories) 
device  according  to  the  manufac- 
turer’s instructions. 

The  Bacturcult  is  a disposable 
culture  tube  with  a nutrient- 
indicator  culture  medium  coating 
the  interior  surface.  If  used  accord- 
ing to  the  manufacturer’s  directions, 
this  system  allows  the  detection  of 
greater  than  100,000  bacteria  per  ml 
of  urine  and  allows  the  organisms  to 
be  categorized  presumptively  as 
follows: 

Group  I - Escherichia  coli 
Citrobacter  sp. 
Enterobacter  sp. 

Group  11  - Klebsiella  pneumoniae 
Staphylococcus  sp. 
Streptococcus  sp. 

Group  III  - Proteus  sp. 

Pseudomonas  sp. 

Patient  records  were  review^ed 
after  delivery  to  determine  if  the  pa- 
tient became  symptomatic  or  re- 
quired therapy  for  urinary  tract  in- 
fection or  had  urinary  tract  com- 
plications such  as  pyelonephritis. 

Results 

The  patients  studied  included 
primagravidas  and  multiparous 
w'omen,  and  sampling  took  place  in 
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TABLE 

Summary  of  Cultural  Urine  Screen- 
ing and  Subsequent  Symptoms. 


Results  of  Screening 
(.\umber) 

Subsequent 
Symptomatic  UTI 
(Number) 

Non-bacteriuric 

51/100 

0/51 

Possibly  bacteriuric 
Group  11 
30/100 

4/30* 

Bacteriuric 
Group  1 
4/100 

2/4“ 

Group  111 
15/100 

4/15 

*One  of  the  4 symptomatic  patients  had 

subsequent  positive  culture  for  Klebsiella 

pneumoniae. 

“One  patient  developed  Escherichia  coli 

pyelonephritis  requiring  inpatient  therapy. 

all  trimesters  of  pregnancy  with 
time  of  sampling  ranging  from  eight 
to  41  weeks’  gestation.  Gravidity 
among  the  patients  studied  ranged 
from  one  to  seven,  and  parity 
ranged  from  zero  to  five.  Patient 
age,  gravidity,  parity,  and  length  of 
gestation  were  not  associated  with 
the  occurrence  of  bacteriuria. 

The  number  of  patients  who  had 
100,000  colony  forming  units  per 
ml  of  urine  was  striking.  As  in- 
dicated by  the  table,  49  women  had 
significant  colony  counts.  Organisms 
belonging  to  groups  I and  III  were 
easily  identifiable  by  examination  of 
the  culture  tube,  and  were  con- 
sidered to  be  definitely  bacteriuric. 

In  contrast,  group  11  organisms 
were  hard  to  interpret  as  the  color 
change  was  sometimes  inconclusive 
and  quantitation  more  difficult.  The 
organisms  which  belong  to  group  II 
include  the  staphylococci  and  the 
streptococci  which  are  likely  to  be 
responsible  for  false  positive  tests 
due  to  skin  contamination.  This 
group  accounted  for  the  largest 
number  of  positive  urine  cultures. 
Because  four  of  the  30  patients  with 
group  II  organisms  became  symp- 
tomatic, and  Klebsiella  pneumoniae, 
a group  II  organism,  was  identified 
in  the  urine  of  one  of  these  pa- 
tients, it  was  considered  inap- 
propriate to  dismiss  all  positive 
cultures  belonging  to  group  II  as  in- 
significant. Therefore,  patients  with 
organisms  belonging  to  group  II 


were  considered  possibly 
bacteriuric. 

To  determine  if  the  patient’s 
history  could  predict  the  likelihood 
of  bacteriuria,  the  response  to  ques- 
tions in  the  patient  history  was 
compared  for  bacteriuric,  possibly 
bacteriuric,  and  non-bacteriuric  pa- 
tients using  chi-squared  analysis.  No 
single  element  of  patient  history 
was  associated  significantly  with 
positive  urine  culture.  Abdominal 
pain  was  significantly  more  often 
claimed  by  patients  without 
bacteriuria  than  those  with 
bacteriuria. 

Discussion 

The  importance  of  screening  preg- 
nant women  for  asymptomatic 
bacteriuria  needs  little  emphasis. 
However,  screening  must  be  suffi- 
ciently sensitive  to  identify  patients 
who  have  significant  bacteriuria,  suf- 
ficiently selective  to  exclude  from 
treatment  women  who  do  not  need 
therapy,  cost  effective,  and  adaptable 
to  office  practice. 


iA  method  of  screen- 
ing  for  bacteriuria 
which  is  more  rigorous 
than  the  dipstick  test  for 
nitrite  seems  warranted 
in  this  population,  y y 


Simplified  culture  techniques,  in- 
cluding the  Bacturcult  system  used 
in  the  present  investigation,  have 
been  developed  and  do  not  require 
the  services  of  a microbiology 
laboratory.  This  system  was 
employed  in  the  Wayne,  West 
Virginia,  prenatal  clinic  to  determine 
the  prevalence  of  asymptomatic 
bacteriuria  among  100  unselected 
economically  disadvantaged  women. 
The  most  striking  finding  of  this 
study  w'as  a high  prevalence  of 
bacteriuria.  Although  49  urine 
cultures  had  greater  than  100,000 
colony  forming  units  per  ml,  the 
color  indicator  in  the  culture  system 
indicated  that  30  of  the  49  positive 
cultures  contained  organisms  w'hich 
may  be  indicative  of  contamination 
due  to  improper  collection.  Thus,  if 
we  only  accept  organisms  belonging 


to  groups  I and  III  as  positive 
culture  results,  a bacteriuria 
prevalence  of  19  per  cent  was 
observed.  This  more  conservative 
estimate  is  above  the  expected  range 
of  values  seen  in  the  literature 
which  reports  2.5  per  cent  to  11  per 
cent,  with  the  majority  of  in- 
vestigators reporting  four  per  cent 
to  seven  per  cent. 

Follow-up  information  on  the  pa- 
tients included  in  this  study  in- 
dicated that  six  of  the  19  (32  per 
cent)  patients  culture  positive  with 
organisms  from  groups  I and  III 
became  symptomatic,  and  four  of 
the  30  (13  per  cent)  of  the  patients 
with  group  II  organisms  became 
symptomatic.  Thus,  it  seems  not  all 
positive  group  II  cultures  should  be 
disregarded  as  being  contaminated. 
This  conclusion  is  strengthened  by 
the  finding  that  in  one  case  the  pa- 
tient became  symptomatic  with 
Klebsiella  pneumoniae,  a group  II 
organism.  Moreover,  there  is  grow- 
ing evidence  that  group  B strep- 
tococci and  enterococci  may  also 
cause  urinary  infection.  Wood  and 
Dillon^  reported  that  over  30  per 
cent  of  significant  bacteriurias  in 
pregnancy  were  due  to  the  group  B 
streptococcus.  If  the  four  women 
who  became  symptomatic  after  hav- 
ing positive  urine  cultures  for  group 
II  organisms  are  added  to  the  19 
who  had  positive  cultures  for  group 
I and  group  III  organisms,  the 
estimate  of  asymptomatic  bacteriuria 
becomes  23  per  cent  for  this 
population. 

A further  important  finding  of  this 
study  was  the  high  prevalence  of 
non-coliform  gram  negative 
organisms  which  includes  Proteus 
and  Pseudomonas.  These  organisms 
are  often  associated  with  recurrent 
urinary  tract  infections  or  urologic 
abnormalities.  Nevertheless,  the  pa- 
tient histories  did  not  suggest  that 
these  organisms  should  have  been 
expected.  Based  on  the  literature, 
most  patients  who  have  bacteriuria 
are  expected  to  have  Escherichia 
coli,  and  antibiotic  therapy  is  often 
administered  empirically  based  on 
the  assumed  involvement  of 
Escherichia  coli.  Proteus  and 
Pseudomonas  may  not  be  suscepti- 
ble to  antimicrobials  chosen  to  treat 
Escherichia  coli. 

The  purpose  of  this  study  was 
not  to  evaluate  directly  the  sensitivi- 
ty and  accuracy  of  either  the  urine 
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dipstick  test  or  the  Bacturcult,  but 
to  determine  the  prevalence  of 
bacteriuria  in  the  study  population. 
The  results  obtained  indicate  that 
this  group  of  patients  may  represent 
a risk  group  which  should  be 
screened  by  a technique  more 
rigorous  than  the  presently  used 
dipstick  method. 

The  cost  of  culture  screening  ap- 
pears formidable  in  comparison  to 
dipstick  screening.  However,  the  list 
price  for  100  Bacturcults  at  the  time 
of  the  study  was  $128.25.  Excluding 
labor  cost,  it  should  be  possible  to 
screen  one  patient  for  $1.50.  Given 
the  fact  that  one  patient  in  the  pre- 
sent study  was  hospitalized  with 
pyelonephritis  at  a cost  of  $1,391.39, 
the  cost  of  screening  seems 
justified.  One  may  argue  that  the 
large  number  of  apparently  false 
negatives  would  add  to  the  cost  of 
treatment.  However,  if  patients  with 
cultures  of  group  1 and  group  111 
isolates  are  considered  definitely 
positive  and  offered  treatment  or 
further  testing,  while  patients  with 
group  II  isolates  are  not  automatical- 
ly treated,  a significant  portion  of 
the  cost  of  false  negative  urine 
screens  could  be  eliminated. 

During  Venipuncture 
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This  clinical  report  describes  two 
cases  in  which  bradycardia  and 
hypotension  followed  venipuncture. 
Both  patients  gave  histories  of  hav- 
ing similar  previous  episodes. 
Neither  patient  bad  protection  from 
these  symptoms  by  use  of  lidocaine 
skinwheals  prior  to  establishment  of 
the  intravenous  infusion. 


A much  larger  survey  is  required 
to  determine  whether  culture-based 
urine  screening  would  be  cost  effec- 
tive on  a statewide  basis.  Never- 
theless, our  impression  has  been 
that  the  women  included  in  this 
study  had  more  asymptomatic 
bacteriuria  than  would  have  been 
anticipated  from  the  literature;  and 
further,  that  the  organisms  they  har- 
bored are  not  those  which  we 
would  have  expected.  A method  of 
screening  for  bacteriuria  which  is 
more  rigorous  than  the  dipstick  test 
for  nitrite  seems  warranted  in  this 
population. 
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Current  surgical  and  anesthetic 
practice  encompasses  routine 
drawing  of  blood  samples  and 
insertion  of  intravenous  lines. 
Although  these  may  be  painful,  they 
usually  have  no  life-threatening  con- 
sequences. In  a very  small  number 
of  cases,  however,  potentially 
serious  reflexes  may  be  elicited.  One 
of  these  reflexes  is  called  the 
“vasovagal  reflex.”  Many  factors  may 
precipitate  this  phenomenon,' 
which  frequently  results  in 
bradycardia  and  hypotension.  The 
following  is  a description  of  two 
cases  where  this  reflex  was  most 
probably  elicited  by  venipuncture. 

Case  1 

The  patient  was  a 60-year-old 
white  male  scheduled  on  1/11/79  for 
total  knee  replacement.  History  and 
physical  examination  revealed  an 


Anesthetic  Physical  Status  II  patient 
with  a chronic  rheumatoid  arthritis. 
He  had  smoked  one  pack  of  ciga- 
rettes per  day  for  42  years.  He  also 
had  a history  of  renal  stones  and 
multiple  previous  general 
anesthesias  without  complication. 
Finally,  he  stated  that  he  experienc- 
ed significant  w'eakness  and 
sweating  w'hen  needle  sticks  w^ere 
performed. 

The  patient  w'as  premedicated 
with  meperidine  (Demerol),  ^5  mg, 
hydroxyzine  (Vistaril),  25  mg,  and 
atropine,  0.4  mg,  intramuscularly. 
Immediately  before  leaving  for  the 
operating  room,  his  heart  rate  was 
72  and  his  blood  pressure  110/76. 
Shortly  after  arrival  in  the  operating 
room,  an  18-gauge  intravenous  infu- 
sion was  started  in  his  left  hand 
after  a one-per  cent  lidocaine  (Xylo- 
caine)  skinw'heal.  Following  the  in- 
travenous insertion,  the  patient 
became  cold  and  clammy.  EKG 
monitoring  show^ed  a sinus 
bradycardia  of  24/min.  Pulse  was 
not  palpable.  The  patient  w^as 
treated  with  atropine,  0.8  mg,  in- 
travenously; within  one  minute  the 
heart  rate  rose  to  72  and  the  blood 
pressure  to  100/60.  The  patient  pro- 
gressed from  unresponsiveness  to 
normal  orientation.  Surgery  w’as 
cancelled  and  a cardiology  consulta- 
tion was  obtained.  Final  evaluation 
of  EKGs  and  cardiac  enzymes 
reflected  only  an  old  inferior 
myocardial  infarction.  The  car- 
diologist stated  that  the  above 
represented  a vasovagal  episode 
with  severe  bradycardia. 

Surgery  was  rescheduled  for 
1/16/79-  Premedication  consisted  of 
morphine,  12  mg,  hydroxyzine,  50 
mg,  and  atropine,  1.0  mg,  in- 
tramuscularly at  8;15  A.  M.  Subse- 
quently, a 20-gauge  intravenous  infu- 
sion w^as  started  prior  to  the  pa- 
tient’s arrival  in  the  operating  room. 
(Unfortunately,  the  exact  time  se- 
quence of  the  above  w^as  not 
recorded.)  How^ever,  through  the  in- 
duction, the  heart  rate  remained 
near  72  and  the  blood  pressure 
around  116/74.  Anesthesia  with 
thiamylal  (Surital),  N20:02, 
meperidine,  and  curare  was  unevent- 
ful, as  w'as  the  postoperative  course. 

Case  2 

A 56-year-old  w^hite  male  w'as  ad- 
mitted on  2/27/79  for  removal  of  a 
cataract  of  the  left  eye.  History  and 
physical  examination  w'ere  within 


Lidocaine  Skinwheal  Fails 
To  Prevent  Vasovagal  Reflex 
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normal  limits  except  for  previous 
episodes  of  fainting  and  dizziness 
with  intravenous  insertions.  Regular 
medications  included  acetazolamide 
(Diamox),  500  mgs,  RO.,  q.d., 
meprobamate  (Miltown),  400  mg, 
q.d.,  h.s.,  and  chloramphenicol 
(Chloroptic)  0.5  per  cent  eye  drops. 
Previous  general  anesthesia  in  June, 
1978,  was  uneventful.  Laboratory 
data  demonstrated  left  ventricular 
hypertrophy. 

Preoperative  medication  consisted 
of  meperidine,  75  mg,  hydroxyzine, 
50  mg,  and  glycopyrrolate  (Robinul), 
0.3  mg,  given  intramuscularly  at 
11:10  A.  M.  Outside  the  operating 
room  an  intravenous  infusion  was 
started  at  12:35  P.  M.  after  a one-per 
cent  lidocaine  skinwheal.  Shortly 
thereafter,  the  patient  appeared  pale, 
clammy  and  disoriented.  Blood 
pressure  dropped  from  110/80  to 
80/-.  The  heart  rate  fell  from  76  and 
regular  to  60  and  weak.  The  patient 
was  taken  rapidly  into  the  operating 
room  and  EKG  monitoring  begun. 
Pulse  and  blood  pressure  gradually 
improved  over  the  next  10  minutes 
without  further  treatment.  Subse- 
quently, the  patient  became  more 
oriented.  The  decision  was  made  to 
continue  with  the  planned  surgery. 
Anesthesia  consisted  of  thiamylal, 
N20:02,  fentanyl  and  curare.  The 
procedure  and  the  post  operative 
course  proceeded  without  complica- 
tion. The  patient  was  discharged  the 
following  day  without  further  event. 

Discussion 

These  two  cases  support  known 
clinical  evidence  that  bradycardia 
and  hypotension  can  occur  after 
needle  puncture  of  the  skin. 
However,  the  relationship  between 
the  stimulus — needle  puncture,  and 
the  response — bradycardia  and 


hypotension,  has  not  been  quan- 
titated to  date.  In  our  cases  the 
amount  of  painful  stimulus  did  not 
correlate  with  the  occurrence  of  the 
reflex.  If  the  amount  of  painful 
stimulus  was  a factor,  why  did  our 
patients  develop  the  vasovagal  reflex 
following  lidocaine  infiltration?  In 
our  first  case  the  absence  of  an  ex- 
act time  sequence  eliminates  data 
that  could  certainly  contribute  to  a 
better  understanding  of  the  reflex. 
Still,  the  overall  unpredictability  of 
this  reflex  illustrates  that  continued 
vigilance  should  detect  significant 
complications  when  they  occur. 

These  two  cases  emphasize  a 
reflex  which  is  known  to  occur  in 
other  clinical  settings.  One  recent 
report  by  Tizes  describes  cardiac  ar- 
rest and  successful  resuscitation  oc- 
curring in  his  office."  However,  to 
date,  no  case  report  could  be  found 
where  lidocaine  skinwheals  were  us- 
ed prior  to  intravenous  insertion. 
Fortunately,  cardiac  arrest  did  not 
occur  in  either  of  our  patients  but 
the  hospital  stay  was  lengthened  five 
days  for  one  patient  to  rule  out 
myocardial  damage.  Interestingly 
enough,  both  patients  gave  histories 
of  similar  events  with  previous  nee- 
dle insertions.  Perhaps  a routine  in- 
quiry prior  to  venipuncture  would 
identify  most  of  the  patients 
predisposed  to  this  reflex. 

From  a review  of  these  cases  and 
others  in  the  literature,  the  vasovagal 
reflex  occurs  sporadically  and  can 
be  precipitated  by  any  type  of 
needle-to-patient  contact.  Occur- 
rence here  was  associated  with 
venipuncture  attempts  only  and  not 
with  premedication  injections. 
However,  when  planning  to  start  an 
intravenous  infusion,  acquire  blood 
samples,  or  give  intramuscular  and 


subcutaneous  medications,  the 
technician  must  be  aware  of  com- 
plications up  to  and  including  car- 
diac arrest  as  documented  by  Tizes’ 
report.  In  our  first  case,  possibly 
heavier  pre-operative  atropine  (one 
mg)  helped  to  eliminate  a repeat  oc- 
currence. This  certainly  is  helpful  in 
decreasing  the  incidence  of 
vasovagal  reflex  in  children.-^ 

Perhaps  patients  with  strongly 
suspicious  histories  would  be  even 
safer  if  intravenous  infusions  were 
started  in  the  operating  room  with 
FKG  monitoring  prior  to  the  induc- 
tion of  anesthesia. 

In  summary,  we  have  described 
two  cases  where  venipuncture 
resulted  in  bradycardia  and  hypoten- 
sion (vasovagal  reflex).  This  was  not 
initiated  by  and  occurred  despite 
prophylactic  lidocaine  skinwheals  at 
the  venipuncture  sites.  Although  a 
higher  repeat  preoperative  atropine 
dose  appeared  helpful  in  our  first 
case,  this  will  not  guarantee  freedom 
from  potential  complications. 

Generic/Trade  Name  of  Drugs 

Generic  names  and  trade  names 
(in  parentheses)  of  drugs  mentioned 
in  this  article  are:  meperidine 
(Demerol),  hydroxyzine  (Vistaril), 
lidocaine  (Xylocaine),  thiamylal 
(Surital),  acetazolamide  (Diamox), 
meprobamate  (Miltown),  chloram- 
phenicol (Chloroptic),  gylcopyr- 
rolate  (Robinul),  fentanyl 
(Sublimaze). 
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President’s  Page 


it  is  good  for  i-is  to 
remember  that  financial  interests 
should  not  interfere  with  a physi- 
cian’s medical  Judgements.” 


The  Plateau  Of 

Editor’s  Note:  President  Charles 
E.  Turner,  M.  D.,  addressed  seniors 
at  Marshall  University  School  of 
Medicine’s  Investiture  Ceremony  in 
Huntington  May  8.  He  elected  to 
use  that  speech  for  this  month’s 
President's  Page. 

Good  evening.  Thank  you  for 

inviting  me  to  be  a part  of  your 
wonderful  celebration.  We  are  now 
on  a plateau  in  your  professional 
journey,  a plateau  of  celebration, 
and  there  is  much  to  celebrate 
because  you,  with  the  help  of  your 
family,  spouses  and  friends,  have  ac- 
complished much,  and  it  is  ap- 
propriate and  right  and  we  should 
celebrate. 

Can  you  not  feel  it  that  you  are 
now  joining  thousands,  yes,  hun- 
dreds of  thousands,  who  have 
reached  this  plateau  by  standing  on 
the  shoulders  of  the  giants  who 
went  before  them?  The  history  of 
our  profession,  the  written  history, 
is  25  centuries  long.  In  a little 
while,  you  will  be  taking  the  oath  of 
Hippocrates  which  was  written 
several  centuries  before  the  birth  of 
Christ.  Our  profession  is  an 
honored  profession  because  we 
have  agreed  to  conduct  ourselves  by 
such  a code  of  ethics.  Understood 
with  that  code  of  ethics  are  two  ad- 
ditional principles.  First,  we  have 
agreed  to  take  care  of  people  when 


Celebration 

they  are  at  their  worst.  Sick  and 
anxious  people  may  not  be  polite  or 
easy  to  get  along  with,  but  we  have 
agreed  to  take  care  of  them  when 
they  are  at  their  physical  and  emo- 
tional worsts.  Secondly,  we  have 
agreed  to  take  care  of  them  whether 
they  can  afford  to  pay  or  not.  It  is 
understood  by  society  that  in  order 
for  us  to  carry  out  these  noble 
goals,  we  must  have  resources,  both 
economic  and  personal.  It  is  proper 
that  we  should  be  paid  for  our  ser- 
vices, but  who  will  pay  the  bill  and 
how  will  it  be  paid  is  an  area  of 
great  struggle  and  change  in  our 
world  today. 

There  is  room  in  our  profession 
for  many  types  of  physicians,  those 
who  will  work  with  HMOs  on  a 
capitation  system  or  PPOs  on  a 
negotiated  fee  system;  room  for 
those  who  will  work  in  a university, 
in  a practice  plan,  and  on  salary, 
and  those  who  will  be  in  a tradi- 
tional fee-for-service  practice,  but  all 
of  these  practitioners  must  protect 
and  preserve  their  professionalism 
and  their  professional  autonomy. 
There  are  those  forces  in  our  socie- 
ty that  would  like  to  take  away  our 
professional  autonomy;  we  must  be 
vigilant  as  a profession  and  as  in- 
dividuals to  prevent  this  from  hap- 
pening. In  our  struggle  for  profes- 
sional autonomy  and  for  the 
economic  resources  to  fulfill  our 


role  as  professionals,  it  is  good  for 
us  to  remember  that  financial  in- 
terests should  not  interfere  with  a 
physician’s  medical  judgements  on 
behalf  of  his  patients.  This  is  an  an- 
cient concept  and  is  exemplified  in 
Maimonides’  Prayer  (circa  1190), 

“Do  not  allow  thirst  for  profit,  am- 
bition for  renown  and  admiration  to 
interfere  with  my  profession.  For 
these  are  the  enemies  of  truth  and 
can  lead  me  astray  in  the  great  task 
of  attending  to  the  welfare  of  your 
creatures.” 

The  key  to  excellence  in  health 
care  is  the  doctor/patient  relation- 
ship; never  take  it  casually.  Your 
happiness  and  success  in  our 
honored  profession  depend  upon 
your  full  understanding  of  the  im- 
plications and  multifaceted  nature  of 
this  critical  and  beautiful 
relationship. 

As  you  prepare  to  leave  this 
Plateau  of  Celebration  in  a few  days 
and  begin  again  the  steep  climb  of 
your  professional  growth,  I con- 
sidered what  I could  say  that  would 
be  useful  to  you.  I realized  that 
there  were  qualities  you  must  have 
already  developed,  or  nothing  I 
could  say  would  be  of  significance. 

(a.)  You  must  realize  that  you  are 
a student  for  life,  that  there 
will  never  be  a time  when 
(Continued  on  Page  292) 


276  THE  WEST  VIRGINIA  MEDICAL  JOURNAL 


Editorials 


More  On  Costs 


Continuing  last  month’s  views 
on  the  high  cost  of  medical 
care  and  ways  of  reducing  them, 
this  month  I will  analyze  numerous 
other  factors. 

Drugs:  Another  area  needing  at- 
tention is  the  cost  of  drugs.  (Upjohn 
just  announced  a 3/1  stock  split 
after  introducing  monoxidal  for  hair 
growth.  Are  they  justified  in  making 
this  kind  of  profit?  Should  the  price 
of  the  drug  be  reduced?).  1 have  no 
quarrel  with  retaining  profits  for 
future  research  and  fair  return  to  the 
investor  but  what’s  fair?  The  drug 
industry  is  one  of  the  hottest  items 
on  the  Wall  Street  market,  and  has 
been  for  years. 

Medical  Appliances:  1 just  had  a 
phone  call  from  my  daughter — a 
simple  sling  cost  $7.  Need  I say 
more?  Some  items  could  be  re-used, 
but  most  aren’t  because  efforts 
aren’t  made. 

Ancillary  Services:  For  years, 
nurses,  aides  and  hospital  employees 
labored  as  a matter  of  service  with 
miniscule  pay.  Now  some  of  those 
with  minimal  added  training  call 
themselves  practitioners  (a  term 
formerly  used  by  physicians  as  non- 
specialists) and  expect  salaries  com- 
mensurate with  this  title. 

Laboratory  Services:  As  a 

pathologist  1 remember  taking  15 
minutes  -i-  heat  -t-  equipment  to  do 
blood  sugar.  The  price  was  $5. 
Several  years  ago  a cost  analysis  on 
new  equipment  showed  about  54 
cents  per  test  including  labor  but 
the  price  today  is  still  $5  or  more. 
Many  other  reductions  can  be  made 
by  not  needing  every  piece  of 
tomorrow’s  equipment.  Since  some 
tests  (i.e.  blood  sugar)  have  no 
clinical  significance  with  accuracy  of 
less  than  one  per  cent,  why  strive 
for  0.01-per  cent  accuracy  at  much 
higher  costs? 


Insurance:  Malpractice  insurance 
represents  increasing  costs  that  are 
becoming  the  straw  to  break  the 
camel’s  back.  I,  as  have  many  of  my 
friends,  would  probably  have  con- 
tinued part-time  practice  except  for 
malpractice  insurance  costs  and 
bureaucratic  red  tape.  For  several 
years  I have  felt  that  to  go  “bare” 
might  be  the  only  answer.  Another 
alternative  is  to  have  the  patient  take 
out  a policy  as  one  does  when 
boarding  an  airplane.  I recognize 
many  of  the  legal  problems  of  these 
alternatives  but  can  we  as  physicians 
afford  $80,000  to  $100,000  liability 
insurance  costs  when  income  is 
being  curtailed? 

Bureaucracy:  The  red  tape  must 
decrease.  Physicians  should  realize 
the  mistake  they  made  in  the  early 
fifties  of  accepting  third-party 
payors.  Let  the  patient  pay;  let  in- 
surance, government  or  whatever 
reimburse  the  patient  upon  presen- 
tation of  a receipted  bill.  Too  sim- 
ple? No.  Banks  will  make  loans 
pending  the  insurances  reimburse- 
ment. Physicians  should  be 
dedicated  to  the  care  and  manage- 
ment of  the  sick,  not  being  account- 
ants, adjudicators  and  record 
keepers.  Physicians’  offices  should 
not  be  sites  of  expensive,  non- 
medical personnel  and  equipment. 

Good  Start 

The  details  will  be  reported  in 
coming  WESGRAMs  and  The 
Journal  but  the  first  WVSMA 
Leadership  Conference  in  Charleston 
May  9 appeared  to  be  a great 
success. 

Concluded  as  this  issue  of  The 
Journal  was  going  to  press,  the 
Conference’s  most  striking 
characteristics,  for  this  observer, 
seemed  to  be  the  enthusiastic 
response  of  the  69  people  attending 


Offices:  Whether  in  the  hospital, 
clinic  or  physician’s  office,  should 
we  justify  the  finest  rugs,  decora- 
tions, desks,  lamps,  art  work,  etc?  A 
simple  setting  may  not  be  quite  as 
impressive  but  may  produce  just  as 
fine  a result. 

Helicopter  Service:  Can  we  af- 
ford the  cost  in  dollars  and  precious 
lives  lost  in  helicopter  crashes?  Can’t 
the  nearest  facility  provide  that  first 
emergency  care  to  prepare  for 
ground  transportation  to  the  center 
of  more  expertise?  Certainly  there 
are  areas  of  the  country  where 
distance  is  great  that  would  refute 
my  premise  but  where  many 
hospitals  in  a 50-mile  radius  exist,  is 
helicopter  service  necessary? 

I have  played  out  my  feelings 
which  are  arrived  at  after  about  50 
years  in  medicine,  serving  in 
isolated  30-bed  hospitals,  100-bed 
hospitals,  four  large  university 
hospitals,  5,000-bed  hospitals, 
clinics.  Navy  hospitals  and  ships,  VA 
hospitals,  and  private  practice.  In  ad- 
dition, I have  had  opportunity  to  be 
involved  in  the  politics  of  medicine. 
Many  changes  are  occurring,  and 
more  will  be  forthcoming  but  the 
bottom  line  is  that  we  cannot 
render  100  per  cent  of  the  type  care 
we  now  give  to  100  per  cent  of  the 
people. — LWF 


and  their  close  attention  to  the 
speakers  assembled. 

There  definitely  was  an  upbeat 
note  despite  the  many  problems 
discussed.  Dr.  James  E.  Davis, 
Speaker  of  the  AMA  House  of 
Delegates  who  also  was  present  for 
the  pre-conference  meeting  of 
WVSMA  Council,  set  the  tone  for 
the  meeting  when  he  concluded  his 
formal  remarks  with  the  statement 
that  “Our  system  of  health  care  is 
quite  simply  the  best  mankind  has 
ever  had  for  us  not  to  preserve 
what  we  have  today.”  The  articulate 
AMA  leader  was  well  received. 

(Continued  on  Next  Page) 
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In  a stirring  luncheon  address,  the 
Pastor  of  the  Fifth  Avenue  Baptist 
Church  in  Huntington,  Dr.  R.  F. 
Smith,  called  for  doctors  to  maintain 
their  compassion  in  their  treatment 
of  patients,  and  to  recover  the 
idealism  they  had  in  their  student 
days.  He  ended  his  upbeat, 
humorous-yet-emotional  talk  by  say- 
ing “The  patient  doesn’t  care  how 
much  you  know  until  he  knows 
how  much  you  care.” 

Dexanne  Clohan,  Director  of  Con- 
gressional Affairs  for  the  AMA  in 
Washington,  talked  on  “A  "View  from 


Developmental 

About  20,000  West  Virginians 
have  developmental  disabilities, 
physical  and  mental  impairments 
that  occur  before  age  22  and  have 
severe  and  long-lasting  effects. 

According  to  Ashok  Dey,  Director 
of  the  West  Virginia  University  Af- 
filiated Center  for  Developmental 
Disabilities  (UADCC),  nearly  four 
million  Americans  have  developmen- 
tal disabilities. 

These  include  genetic  defects, 
cerebral  palsy,  autism,  epilepsy, 
spina  bifida  and  other  conditions 
that  affect  the  central  nervous 
system  and  brain. 

The  UADCC,  based  in  WVU’s  Col- 
lege of  Human  Resources  and 
Education,  is  part  of  a nationwide 
federal  program  that  provides 
assistance  to  developmentally  disabl- 
ed people.  The  center  links  WVU 
resources  with  federal,  state  and 
local  programs  that  help  the  disabl- 
ed population.  A 35-member  staff 
coordinates  health,  psychology, 
education  and  social  work 
programs. 

“The  most  common  condition  is 
mental  retardation,”  Dey  said  “Ap- 
proximately one  in  10  Americans 
has  a mentally  retarded  person  in 
the  family.” 

Most  of  these  individuals  live  in 
their  own  homes,  in  group  homes 
or  in  other  supervised  housing 
rather  than  in  institutions. 


Washington  on  Medical  Issues,”  and 
Senator  Dan  Tonkovich,  President  of 
the  West  Virginia  Senate,  answered 
questions  after  covering  the  state 
“budget  battle,”  economy  and 
economic  goals,  education,  and  tort 
reform  in  his  presentation. 

After  a lengthy  Conference  discus- 
sion of  various  possible  ways  of 
providing  liability  insurance 
coverage  for  West  Virginia  doctors. 
President  Turner  capped  off  the 
meeting  with  an  appeal  for  doctors 
to  respond  to  the  coming  WVSMA 
survey  concerning  liability  insurance 


Disabilities 

Dey  said  that  since  1981  more 
than  240  mentally  retarded  children 
and  young  adults  have  moved  out 
of  the  state  hospitals  as  a result  of  a 
class  action  suit  filed  in  the  late 
1970s  on  behalf  of  institutionalized 
children. 

“Ten  or  15  years  ago,  Weston  State 
Hospital  had  about  2,400  residents, 
but  today  there  are  about  300,”  Dey 
said.  “We  are  beginning  to  look  at 
the  developmentally  disabled  in  a 
different  way.  There  is  more  support 
at  the  state  level  including  a 
Developmentally  Disabled  Planning 
Council. 

“Our  mission  now  in  the  UACDD 
is  to  promote  awareness  of  services 
and  health  providers  available  to  the 
disabled.” 

The  UACDD  Interdisciplinary 
Diagnostic  Clinic  provides  evalua- 
tion services  for  the  developmental- 
ly disabled,  and  includes  specialists 
in  clinical  and  educational 
psychology,  behavioral  analysis, 
special  education,  rehabilitation 
counseling,  counseling  and 
guidance,  child  development  and 
Dmily  resources,  nutrition,  and 
speech  pathology  and  audiology. 

Other  UACDD  services  and  pro- 
jects include: 

The  West  Virginia  System,  a com- 
prehensive education  system  for  the 
severely  handicapped; 


organizational  options  so  that  a 
decision  can  be  made  at  the 
Association’s  Annual  Meeting  in 
August. 

Positive.  Upbeat.  Enthusiastic. 
Serious  concern  but  determination 
to  do  something  about  all  the  pro- 
blems. Yes,  those  seemed  to  be  the 
vibes  coming  from  the  first  Leader- 
ship Conference.  President  Turner 
asked  the  audience  if  there  should 
be  similar  conferences  in  the  future. 
Anyone  who  had  attended  the 
meeting  would  not  have  been  sur- 
prised at  the  response,  a resounding 
“yes!’— CBH 


A directory  of  programs  for 
developmentally  disabled  infants 
and  their  families; 

The  Systematic  Curriculum  for  In- 
dependent Living,  a training  pro- 
gram for  the  moderately 
handicapped; 

Diagnosis  and  Referral  of 
Developmentally  Disabled,  Abused, 
and  Neglected  Children,  a screening 
method  used  by  protective  service 
agencies  to  identify  relationships 
between  developmental  disabilities 
and  child  abuse  and  neglect; 

Prevention  Research  Program,  a 
five-year  study  of  high-risk  mothers 
and  infants;  and  the  Nutritional 
Assessment  and  Intervention 
Program. 

A statewide  system  of  case 
managers,  family  support  workers 
and  advocates  identifies  and  coor- 
dinates local  services,  and  licenses 
and  trains  individuals  to  run 
specialized  family  care  homes.  Nine 
regional  advocates  monitor  services 
and  work  to  protect  the  rights  of 
developmentally  disabled  clients. 

“There  is  still  much  to  be  done,” 
Dey  says.  “But  West  Virginia  has  a 
very  positive  attitude  toward  the 
developmentally  disabled  right 
now.” 

— Guest  Editorial  courtesy  of 

West  Virginia  University  News 

Service,  Medical  Center 
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Convention  To 

Physicians  and  their  spouses  are 
invited  to  attend  a talk  on  medical 
marriages  during  WVSMA’s  120th 
Annual  Meeting. 

A sex  educator-therapist  in  private 
practice  in  Dayton,  Ohio,  Judith 
Huffman-Seifer,  R.N.,  Ph.D.,  will 
speak  on  “Medical  Marriages:  New 
Trails  in  Old  Territory”  Monday, 

August  10,  at  4:30  PM. 

Dr.  Huffman-Seifer  also  will  ad- 
dress the  Auxiliary  earlier  on  the 
same  day.  Her  topic  for  the  Aux- 
iliary will  be  “Women  of  the  80s: 
Changing  Priorities?  Changing 
Roles?.” 

The  WVSMA  convention  will  be 
held  August  8-11  at  the  Greenbrier. 

Doctor  Huffman-Seifer,  who  is 
married  to  William  J.  Seifer,  D.O.,  is 
a graduate  of  St.  Johns  Hospital 
School  of  Nursing  and  Quincy  Col- 
lege in  Illinois. 

Degrees  From  San  Francisco  Institute 

She  has  a masters  degree  in 
human  sexuality  and  a Ph.D.  in  sex 
research  from  the  Institute  for  Ad- 
vanced Study  of  Human  Sexuality  in 
San  Francisco,  is  a member  of  the 
teaching  faculty  in  the  Department 
of  Psychology  at  the  University  of 
Dayton,  and  is  affiliated  with  the 
Department  of  Psychiatry  at  the 
Wright  State  University  School  of 
Medicine  in  Dayton. 

Certified  by  the  American  College 
of  Sexologists  and  the  American 
Association  of  Sex  Educators, 
Counselors  and  Therapists,  Doctor 
Huffman-Seifer  speaks  frequently  at 
continuing  education  seminars  for 
physicians,  nurses,  counselors  and 
other  health  care  professionals. 

She  is  a consultant  to  ABC  Televi- 
sion at  WEWS-TV  in  Cleveland, 

Ohio. 

A medical  couple  for  15  years,  the 
Seifers  have  done  marital  counseling 
and  sex  therapy  as  a team  for  a 
decade.  Doctor  Seifer  is  an 
obstetrician-gynecologist . 


General  News 

' 


Look  At  Medical  Marriages 


I 


Judith  Huffman-Seifer,  R.N.,  Ph.D. 

Titles  of  some  of  her  more  recent 
talks  include  “When  Sex  Doesn’t 
Work  Anymore  . . . and  Why?,” 
“Touch  . . . Our  Most  Marketable, 
Most  Overlooked  Commodity,” 
“Stress  and  Sex,”  “Medical  Marriages 
. . . Surviving  the  Stressors,”  and 
“Sexual  Compatibility.” 

Among  her  many  present  and  past 
appointments-activities  are  those  as 
President,  Auxiliary  to  the  Ohio 
Osteopathic  Association  (1981-82); 
religious  education  instructor.  Holy 
Angels  Catholic  Church,  and  Pro- 
gram Chair,  Ohio  Section,  American 
Association  of  Sex  Educators, 
Counselors  and  Therapists  (1982-84). 

AMA  President  Speaker 

The  Annual  Meeting  will  begin 
with  business  meetings  August  8, 
with  Dr.  William  S.  Hotchkiss,  as  an- 
nounced earlier,  addressing  the 
opening  session  of  the  House  of 
Delegates  Sunday  morning.  Doctor 
Hotchkiss,  a thoracic  surgeon  from 
Chesapeake,  Virginia,  will  be  install- 
ed as  AMA  President  this  month. 

Sunday  afternoon  will  be  free 
time  for  conventioneers,  with  golf 


and  tennis  tournaments  for  doctors- 
exhibitors  and  the  Auxiliary  schedul- 
ed then.  A one-hour  seminar  on 
“Retirement  Plans — Getting  the  Most 
Out  of  Your  Tax-Deductible  Dollars” 
will  be  offered  by  Parker/Hunter  In- 
corporated of  Clarksburg  Sunday  be- 
ginning at  5 P M.  The  speakers  will 
be  Mark  K.  Dunbar,  a consulting  ac- 
tuary with  the  firm  of  Halliwell  and 
Associates  of  Pittsburgh,  and  Fred  A. 
Scheeren,  C.F.P,  Parker/Hunter  Vice 
President  and  Branch  Manager. 

The  President’s  Reception,  also 
hosted  by  Parker/Hunter,  will  follow 
the  seminar  at  6:30  P.  M. 

JCAH  President  Keynoter 

Dr.  Dennis  S.  O’Leary  of  Chicago, 
also  as  announced  earlier,  will  deliver 
the  Thomas  L.  Harris  Address  dur- 
ing opening  exercises  Monday  morn- 
ing. His  topic  will  be  “Future  Trends 
in  Quality  of  Care  Evaluation.” 

Doctor  O’Leary,  President  of  the 
Joint  Commission  on  Accreditation 
of  Hospitals,  also  will  participate  in 
a panel  with  a series  of  topics  deal- 
ing with  crucial  problems  in 
medicine. 

Dr.  Peter  B.  Cotton,  as  reported 
previously,  will  speak  on  “The  Im- 
pact of  Therapeutic  GI  Endoscopy” 
at  the  Monday  morning  scientific 
session.  The  gastroentrologist  is 
Professor  of  Medicine  and  Chief  of 
Endoscopy,  Division  of  Gastroen- 
terology at  Duke  University. 

Other  Monday  scientific  session 
speakers  and  panelists  are  to  be 
announced. 

Monday  luncheon  and  afternoon 
meetings  are  being  scheduled  for 
WVSMA  sections  and  other  specialty 
groups. 

Receptions  for  exhibitors.  West 
Virginia  University  and  Medical  Col- 
lege of  Virginia  alumni  are  sched- 
uled Monday  evening,  followed  by  a 
dance  with  music  by  Bo  Thorpe 
and  his  Orchestra. 

The  second  session  of  the  House 
will  be  held  Tuesday  morning,  with 
convention  adjournment  at  noon. 
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Free  Software 
For  Medicare  Claims 

Physicians  with  coftiputers  or 
planning  to  add  computers  to  their 
practices  may  be  interested  in  know- 
ing that  Nationwide,  the  Medicare 
Intermediary  for  West  Virginia 
claims  processing,  is  now  offering 
the  use  of  free  software  for  direct 
claims  submission. 

Called  the  “EMC  Courtesy  Soft- 
ware” package,  the  program  consists 
of  two  standard  five  and  one-fourth- 
inch  floppy  disks  complete  with  in- 
structions for  entering,  editing  and 
formatting  Medicare  Part  B claims 
data  for  EMC  submission. 

All  that  is  needed  is  a personal 
computer  operating  under  MS-DOS 
or  PC-DOS,  version  2.1  or  above 
The  user  then  has  the  option  of 
either  sending  the  claims  data  via 
floppy  disk  to  one  of  the  many 
services  supporting  the  Golden 
Eagle  Electronic  Group  or  transmit- 
ting directly  to  Nationwide  if  the 
doctor’s  PC  has  a phone  modem. 

Benefits 

Utilizing  the  electronic  claims  sub- 
mission offers  the  physician  several 
benefits:  faster  claims  processing 
time  and  higher  numbers  of  “clean” 
claims  which  avoid  being  pended  or 
held  up  for  clarification;  protection 
for  the  integrity  of  the  profile  data; 
patient  account  numbers  on  the  ex- 
planation of  benefits  form  for  faster 
posting;  reduction  of  postage  ex- 
pense; less  clerical  time  in  preparing 
claims  allows  for  greater  efficiency 
in  employees  for  other  duties;  and 
opportunity  for  continuing  auto- 
matic enhancement  of  program  cap- 
abilities as  they  arise  in  the  future. 

The  physician  retains  the  option 
of  being  fully  participating  or  par- 
ticipating on  a per-case  basis  while 
utilizing  the  program. 

It  must  be  emphasized  that  this  is 
NOT  a complete  claims  processing 
package  which  can  be  used  for  bill- 
ing other  carriers.  It  will  work  only 
for  Medicare  with  Nationwide. 

Physicians  with  an  interest  in  fur- 
ther exploring  the  use  of  such  an 
electronic  claims  system  for  their 
Medicare  billings  can  contact  the 
carrier  for  more  information  at: 

EMC  Systems  Division,  Medicare 
Operations,  14T,  Nationwide  Mutual 
Insurance  Company,  P.  O.  Box 
16781,  One  Nationwide  Plaza, 
Columbus,  OH  43216. 


John  B.  Markey,  M.  D. 


The  annual  meeting  of  the 
American  Medical  Association’s 
House  of  Delegates  will  be  held 
June  21-25  at  the  Chicago  Hilton  & 
Towers  Hotel. 

WVSMA’s  three  Delegates  to  the 
AMA  House  are  Drs.  John  B.  Markey 
of  Charleston,  Harry  S.  Weeks,  Jr, 
Wheeling,  and  Joseph  A.  Smith, 
Dunbar.  Alternate  Delegates  will  be 
Drs.  Stephen  D.  Ward,  Wheeling; 
David  Z.  Morgan,  Morgantown,  and 
Charles  E.  Turner,  Huntington. 

The  AMA  meeting  will  be  the  first 
ever  attended  by  three  WVSMA 
Delegates,  up  one  from  the  two 
who  have  represented  WVSMA  at 
previous  AMA  House  sessions. 

WVSMA  qualified  for  the  addi- 
tional Delegate  last  fall  because  of 
increased  membership  from  West 
Virginia  in  AMA.  At  that  time,  our 
membership  in  AMA  passed  the 
2,000-mark.  One  AMA  delegate  is 
designated  for  each  1,000  AMA 
members  or  a fraction  thereof  in  a 
state. 

Since  the  third  AMA  delegate  and 
alternates  can’t  be  officially  elected 
until  the  Annual  Meeting  in  August, 
Council  made  the  interim  appoint- 
ments for  the  June,  1987,  AMA 
meeting  only.  Doctor  Smith,  pre- 
sent senior  alternate,  was  named  full 
Delegate  and  Doctors  Morgan  and 


Harry  S.  Weeks,  Jr.,  M.  D. 


Turner,  who  were  already  authorized 
to  attend  AMA  meetings  as  Council 
Chairman  and  President,  respective- 
ly, were  appointed  the  other  two 
Alternate  Delegates  joining  Doctor 
Ward,  who  becomes  WVSMA’s 
senior  Alternate  Delegate.  Doctors 
Weeks  and  Markey  are  the  two 
previously-elected  AMA  Delegates. 

Dr.  Frank  J.  Holroyd  of  Princeton, 
who  served  for  32  years  as  a West 
Virginia  AMA  Delegate,  is  Honorary 
AMA  Delegate. 

House  Composition 

The  AMA  House  is  composed  of 
406  delegates  representing  state 
medical  associations,  national 
medical  specialty  societies,  resident 
physicians,  medical  students,  young 
physicians,  medical  schools,  hospital 
medical  staffs,  medical  corps  of  the 
U.  S.  military  services,  and  Veterans 
Administration. 

Dr.  William  S.  Hotchkiss,  who  will 
be  installed  as  President  during  the 
AMA  Annual  Meeting,  will  address 
the  opening  session  of  the  WVSMA 
House  of  Delegates  August  9 during 
the  WVSMA  Annual  Meeting  August 
8-11  at  the  Greenbrier  in  White 
Sulphur  Springs.  Doctor  Hotchkiss 
is  a thoracic  surgeon  from 
Chesapeake,  Virginia. 


AMA  House  Meeting  First  With  Three 
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WVU  Grads’  Residencies  Listed 


Joseph  A.  Smith,  M.  D. 


WVSMA  Delegates 

Dr.  Albert  J.  Osbahr  of  Glenville 
is  the  resident  member  of  the  AMA 
Council  on  Medical  Service. 

WVSMA  President  Elect  Cordell  A. 
DeLaPena,  Clarksburg,  and  Ex- 
ecutive Director  Merwyn  C. 

Scholten  also  will  attend  the 
convention. 

Vice  Speaker  Candidates 

Two  announced  candidates  for  the 
office  of  Vice  Speaker  of  the  House 
of  Delegates  are  Drs.  Daniel  H. 
Johnson,  Jr.,  of  New  Orleans  and 
Richard  E.  Corlin,  Santa  Monica, 
California.  The  current  Vice  Speaker 
is  Dr.  John  L.  Clowe,  Schenectady, 
New  York.  Dr.  John  E.  Davis, 
Durham,  North  Carolina,  recent 
visitor  to  West  Virginia  for  the 
WVSMA  Council  and  Leadership 
meetings  May  8-9,  is  the  present 
Speaker. 

Opportunities  unique  to  the 
employee  physician  will  be  the  sub- 
ject of  a National  Forum  for 
Employed  Physicians  to  be  held  in 
Chicago  June  19-20  preceding  the 
AMA  annual  meeting. 

Key  opening  speakers  and  events 
had  not  been  announced  by  AMA  as 
this  issue  of  The  Journal  went  to 
press. 


Match  Day  is  over  and  the  80 
members  of  the  West  Virginia 
University  School  of  Medicine  class 
of  1987  know  where  they  will  be 
spending  their  first  postgraduate 
year,  beginning  July  1. 

Most  medicine  seniors  participate 
in  the  National  Resident  Matching 
Program  (NRMP),  which  tabulates 
results  based  on  students’  and 
hospitals’  preferences.  Others  select 
military  or  early  matching 
agreements. 

No  particular  trend  appears  in  this 
year’s  results,  unlike  other  times 
when  one  specialty  selection  or 
location  prevailed  over  others. 

More  than  half  the  class,  including 
five  in  transitional  programs  for  the 
year,  chose  primary  care 
specialties.  And  more  than  half  of 
those  staying  in  the  state  for  their 
residencies  did  the  same. 

WVU  Hospitals,  Inc.,  attracted  14 
from  the  class;  Charleston  Area 
Medical  Center,  12,  and  Marshall 
University  Affiliated  Hospital,  one. 

Other  hospitals  or  centers  where 
two  or  more  from  this  year’s  class 
will  train  are  George  Washington 
University  Hospital,  four;  Western 
Pennsylvania  Hospital  and  Mercy 
Hospital,  in  Pittsburgh,  and  Medical 
University  of  South  Carolina,  three 
each,  and  Cleveland  Clinic, 

Methodist  Hospital  of  Indiana, 

Emory  University,  Hershey  (Pa.) 
Medical  Center  and  naval  hospitals 
in  Bethesda,  Md.,  and  Portsmouth, 
Va.,  two  each. 

Primary  care  specialties  and  the 
number  in  each  include  internal 
medicine,  23;  family  practice,  eight, 
and  pediatrics,  seven. 

Other  residency  choices  and  the 
number  in  each  are  general  surgery, 
15;  psychiatry,  six;  obstetrics/ 
gynecology,  four;  emergency 
medicine,  three;  anesthesiology, 
physical  medicine  and  rehabilitation, 
and  radiology,  two  each,  and  car- 
diology, neurology,  and  orthopedic 
surgery,  one  each. 

Class  of  ’87 

Members  of  the  class  of  1987, 
their  home  towns  and  destinations 
are: 

Gilberto  J.  Alfonso,  Valdosta,  Ga., 
MU  Affiliated  Hospital,  Huntington; 


Jamie  L.  Baisden,  Charleston, 

Eastern  Virginia  Graduate  School  of 
Medicine,  Norfolk;  Christine  A. 
Banvard,  Shepherdstown,  TC 
Thompson  Children’s  Hospital, 
Chattanooga,  Tenn.;  Deniz  F.  Bastug, 
Wheeling,  CAMC;  Andrew  K.  Bean, 
Mebane,  N.C.,  WVU  Department  of 
Family  Practice;  Gary  R.  Bergman, 
Broken  Arrow,  Okla.,  Western  Penn- 
sylvania Hospital,  Pittsburgh; 
Elizabeth  R.  Boonsue,  Point  Plea- 
sant, CAMC;  Kathleen  P.  Bors, 

Bowie,  Md.,  CAMC;  James  F.  Cahill, 
Rockville,  Md.,  Western  Pennsylvania 
Hospital,  Pittsburgh;  Felicia  K.  Cain, 
Oldtown,  Md.,  WVU  Department  of 
Anesthesiology; 

Nicolette  Castillenti,  Clairton,  Pa., 
McKeesport  (Pa.)  Hospital;  William  P. 
Cheshire,  Jr.,  Alexandria,  Va.,  WVU 
Department  of  Medicine;  John  T. 
Cinicola,  Allison  Park,  Pa.,  Cleveland 
Clinic  Foundation;  Lisa  A. 
Copenhaver,  Charleston,  CAMC; 
Dwight  R.  Cordero,  Fort  Ashby, 
Southern  Illinois  University  School 
of  Medicine,  Springfield;  Sabrina  D. 
Craigo,  Hurricane,  CAMC;  Jyotsna  N. 
Dalai,  Bombay,  India,  WVU  Depart- 
(Continued  on  Page  293) 


Resident’s  Paper 
Wins  ACP  Award 

Dr.  Rafael  Schmulevich,  a third- 
year  resident  at  Ohio  Valley  Medical 
Center  in  Wheeling,  presented  a paper 
during  the  68th  annual  session  of 
the  American  College  of  Physicians 
in  New  Orleans,  April  2-5. 

His  paper,  “Sudden  Paralysis:  A 
Striking  Presentation  of  Bartter’s 
Syndrome,”  was  one  of  10  chosen 
nationally  to  be  given  during 
“Associates  Day”  at  the  meeting. 

The  papers  were  awarded  a prize  of 
SI, 000  each. 

The  report  described  the  difficult 
diagnosis  of  Bartter’s  Syndrome  in 
an  18-year-old  West  Virginia  youth 
following  presentation  “in  a striking 
way’— lower  back  pain  and  paralysis 
of  the  lower  extremities. 

Doctor  Schmulevich,  a native  of 
Argentina,  will  complete  his  residen- 
cy this  summer. 

Co-authors  of  the  paper  were 
OVMC  physicians  Arlene  Feder  and 
Jeffrey  Shultz. 
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Continuing 

Education 

Activities 


Here  are  the  continuing  medical 
education  activities  listed  primarily 
by  the  Marshall  University  and  West 
Virginia  University  Schools  of 
Medicine  for  part  of  1987,  as  com- 
piled by  Ernest  W.  Chick,  M.  D.,  MU 
Director  of  Continuing  Medical 
Education;  Robert  E.  Kristofco, 

WVU  Assistant  to  the  Dean/Continu- 
ing Medical  Education;  J.  Zeb 
Wright,  Ph.D.,  Director  of  Continu- 
ing Education  Outreach  and  Com- 
munity Affairs,  WVU  Charleston 
Division;  and  Sharon  Hall,  Director 
of  Continuing  Education,  Charleston 
Area  Medical  Center  (also  in  charge 
of  WVU  Charleston  Division  on- 
campus  CME).  The  schedule  is 
presented  as  a convenience  for 
physicians  in  planning  their  continu- 
ing education  program.  (Other  na- 
tional, state  and  district  medical 
meetings  are  listed  in  the  Medical 
Meetings  Department  of  The 
Journal.) 

The  program  is  tentative  and  sub- 
ject to  change.  It  should  be  noted 
that  weekly  conferences  also  are 
held  on  the  WVU  Morgantown, 
Charleston  and  Wheeling  cam- 
puses. Eurther  information  about 
CME  activities  may  be  obtained  by 
calling  Doctor  Chick  at  (304) 
526-0515;  Kristofco,  (304)  293-3937; 
Wright,  (304)  347-1243;  and  Hall, 
(304)  348-9580. 

West  Virginia  University 

June  5,  Charleston,  Fine  Needle 
Aspiration 

June  5,  Morgantown,  WV  Association 
of  Anesthesiologists 
June  6,  Charleston,  Flexible  Sig- 
moidoscopy 

June  13,  Charleston,  Cardiology 
Update 

July  25-26,  Charleston,  Advanced  Car- 
diac Life  Support 

August  8,  Charleston,  Searching 
Medline — A Guide  for  the  Health 
Professional 


Regularly  Scheduled  Continuing 
Education  Outreach  Programs 
from  WVU  Medical  Center- 
Charleston  Division/CAMC 

Beckley,  Southern  W.  Va.  Clinic,  4th 
Thursday,  5:30  to  7:30  P.  M.  — 
Special  dinner  event  30,  6:30 
p.m.,  “Emotional  Aspects  of  Car- 
diovascular Disease,”  John  J.  Schwab, 
M.D.  (For  invitation,  call  Linda 
Johnson,  R.N.,  M.S.,  1-800-642-2758 
or  252-7331.) 

Cabin  Creek,  Cabin  Creek  Medical 
Center,  Dawes,  2nd  Thursday,  8-10 
A.  M.  — June  11,  “Diabetic  Kidney 
Problems,”  Asif  Rahman,  M.  D. 

July  (vacation) 

Gassaway,  Braxton  Co.  Memorial 
Hospital,  1st  Wednesday,  7-9  PM.  — 
June  3,  “Informed  Consent,”  David 
R.  Brisell,  J.D. 

July  (vacation) 

Greenbrier,  Library,  Greenbrier 
Clinic,  3rd  Tuesday,  4-5  R M.  — June 
16,  “Diverticular  Disease  & Irritable 
Colon  Syndrome,”  Warren  Point, 
M.D. 

July  21  “Approach  to  Mesenteric 
Ischemic  Disease,”  Brittain 
Mcjunkin,  M.  D. 

Madison,  Boone  Memorial  Hospital 
Conference  Room,  2nd  Tuesday,  7-9 
P.  M.  — June  9,  “Primary  Care  of  Pa- 
tients With  Common  Psychiatric 
Problems,”  Martin  Kommor,  M.  D. 
July-August  (vacation. 

Oak  Hill,  Plateau  Medical  Center 
(Oyler  Exit,  N 19)  4th  Tuesday, 
7-9  R M.  — June  23,  “Update  Imag- 
ing,” Steve  Artz,  M.D. 

July-Aug  (vacation) 

Summersville,  Summersville 
Memorial  Hospital,  1st  Tuesday, 
6:30-8:30  P.  M.  — June  (vacation) 

Welch,  Stevens  Clinic  Hospital,  3rd 
Wednesday,  12  Noon-2  P.  M.  — 
June-Aug.  (vacation) 

Whitesville,  Raleigh-Boone  Medical 
Center,  4th  Wednesday,  11  A.  M.- 
1 P.  M.  — June-Aug.  (vacation) 

Williamson,  Williamson  Memorial 
Hospital,  1st  Thursday,  6:30-8:30 
P.  M.  — June  4,  “The  Poison  Pa- 
tient: Management  Principles,” 
Gregory  Wedin,  Pharm.  D. 
July-Aug.  (vacation) 


Clarksburg  CME 
Program,  June 

Following  are  one-hour  CME 
conferences  for  June  scheduled  at 
United  Hospital  Center  in  Clarksburg 
through  the  Family  Practice 
Residency: 

“Near  Drowning,”  June  8; 
“Management  of  Acute  Ml,”  June  10; 
“Anticoagulation  of  CVA,”  June  11; 
“Evaluation  of  Traumatized  Ab- 
domen,” June  15;  “SIDS,”  June  16, 
and  “Evaluation  of  Multiple 
Trauma,”  June  30. 

For  additional  information,  call 
(304)  624-7589. 


Amendments  Vote 
Due  At  Convention 

The  House  of  Delegates  approved 
amendments  to  the  WVSMA  Bylaws 
to  eliminate  the  honorary  member- 
ship category  during  the  1986  An- 
nual Meeting.  A similar  amendment 
to  the  WVSMA  Constitution, 
however,  under  the  terms  of  the 
Constitution,  must  lie  over  for  a 
year  and  be  approved  by  a two- 
thirds  vote  of  the  delegates  present. 
The  proposed  amendment  to  the 
Constitution,  which  was  presented 
by  Council  last  year,  will  be  acted 
upon  at  the  second  session  of  the 
House  of  Delegates,  August  11,  1987, 
during  the  120th  Annual  Meeting  at 
the  Greenbrier. 

Printed  below  is  the  official  pro- 
posed Constitutional  amendment. 


PROPOSED  AMENDMENT 
TO  THE  CONSTITUTION 
(To  Be  Acted  Upon  at  the 
Second  Session  of  the 
House  of  Delegates,  1987) 

Amend  ARTICLE  IV— 
COMPOSITION—  Sec.  4,  by 
deleting  the  words,  “and  honorary,” 
in  the  current  Constitution  and 
Bylaws  which  reads  as  follows: 
“Retired  and  honorary  members 
shall  be  those  physicians  qualified 
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for  such  membership  under  the  By- 
Laws  of  this  Association.” 

(Note:  The  purpose  of  this 
amendment  is  to  eliminate  the 
category  of  honorary  membership 
in  the  WVSMA.) 


The  amendments  to  the  Bylaws 
cannot  become  effective  until  the 
Constitutional  amendment  is  ap- 
proved in  order  to  avoid  conflicting 
provisions;  therefore,  the  Constitu- 
tional amendment  and  the  Bylaws 
amendments  must  be  voted  on 
together. 

Below  are  the  Bylaws  amend- 
ments: 

PROPOSED  AMENDMENTS 
TO  THE  BYLAWS 

(To  Be  Acted  Upon  at  the 
Second  Session  of  the 
House  of  Delegates,  1987) 

Amend  CHAPTER  1.— 
MEMBERSHIP — Sec.  4,  by  deleting 
the  second  and  third  paragraphs 
which  read  as  follows:  “The 
honorary  membership  of  this 
Association  shall  consist  of  those 
physicians  who  have  attained 
eminence  in  the  medical  profession; 
have  been  nominated  for  honorary 
membership  by  their  component 
societies;  and  have  been  elected  to 
such  membership  by  a majority  vote 
of  the  Couneil  and  the  House  of 
Delegates  of  the  Association. 

The  retired  membership  of  this 
Association  shall  consist  of  those 
physieians  who  have  been  active 
members,  but  have  retired  from  pro- 
fessional activity.  Nominations  for 
this  category  shall  be  forwarded  by 
the  appropriate  component  societies 
to  the  Executive  Director  for  sub- 
mission to  Council  for  election.” 

Amend  CHAPTER  1.— 
MEMBERSHIP — Sec.  4,  by  inserting  a 
new  paragraph  two  as  follows:  “The 
retired  membership  of  this  Associa- 
tion shall  consist  of  those  physicians 
who  have  attained  age  70  and,  upon 
written  request,  received  Council 
approval;  and  physicians  under  the 
age  of  70  who  are  retired  from  the 
active  practice  of  medicine.” 

Amend  CHAPTER  1.— 
MEMBERSHIP — Sec.  4,  by  deleting 
the  words,  “Honorary  and,”  in 


paragraph  four  which  currently 
reads  as  follows:  “Honorary  and 
retired  members  shall  be  exempt 
from  the  payment  of  dues  or 
assessments.  They  shall  have  the 
privilege  of  the  floor  in  any  open 
session  of  the  Association,  but  shall 
not  have  the  right  to  make  or  sec- 
ond motions,  to  vote,  or  to  hold 
any  elective  office  in  this  Associa- 
tion, except  that  they  may  hold 
elective  or  appointive  committee 
membership.” 

Amend  CHAPTER  1.— 
MEMBERSHIP — Sec.  4,  by  inserting  a 
new  paragraph  three  as  follows: 
“Retired  members  shall,  following 
Council  approval,  be  exempt  from 
the  payment  of  dues  or  assessments 
on  January  1 following  their  seven- 
tieth birthday;  and  physicians  excus- 
ed by  Council  may  be  exempt  from 
the  payment  of  dues  to  alleviate 
financial  hardship  or  because  of 
forced  retirement  from  medical 
practice  due  to  physical  disability. 
Council  shall  establish  appropriate 
standards  and  procedures  for  grant- 
ing all  dues  exemptions.  These 
physicians  shall  have  the  privilege  of 
the  floor  in  any  open  session  of  the 
Association,  but  shall  not  have  the 
right  to  make  or  second  motions,  to 
vote,  or  to  hold  any  elective  office 
in  this  Association,  except  that  they 
may  hold  elective  or  appointive 
committee  membership. 

(Note:  The  purpose  of  these 
amendments  is  to  change  the  pro- 
cedure by  which  an  active  member 
may  become  a retired  member  in 
the  WVSMA.) 


Correction 

The  box  announcement  for  the 
WVSMA  Leadership  Conference  in 
the  May  issue  of  The  Journal  (Page 
229)  incorrectly  listed  the 
Charleston  Marriott  as  the  location 
of  the  May  9 Conference.  The  cor- 
rect location  was  the  Charleston 
House  Holiday  Inn.  The  Journal 
regrets  this  error  and  any  inconve- 
nience it  might  have  caused  Con- 
ference attendees. 


William  F.  Friedman,  M.  D. 


UCLA  Pediatrician 
Chapter  Speaker 

The  Executive  Chairman  of  the 
Department  of  Pediatrics  at  the 
University  of  California,  Los 
Angeles,  will  be  guest  speaker  for 
the  meeting  of  the  West  Virginia 
Chapter,  American  Academy  of 
Pediatrics  during  the  WVSMA  An- 
nual Meeting  in  August. 

Dr.  William  E.  Ereidman,  also  J.  H. 
Nicholson  Professor  of  Pediatric 
Cardiology  at  UCLA  School  of 
Medicine,  will  talk  on  “Critical  Heart 
Disease  in  the  Newborn”  during  the 
Chapter’s  meeting  Monday,  August 
10,  beginning  at  1:30  P.  M. 

Doctor  Eriedman,  author  or  co- 
author of  more  than  200  scientific 
articles,  has  lectured  throughout  the 
world.  He  is  Editor  of  Scientific 
Research,  and  is  Chairman  of  both 
the  Pediatric  Cardiology  and  Train- 
ing Directors  committees  for  the 
American  College  of  Cardiology. 

A native  of  New  York  City,  he  has 
been  an  International  lecturer  for 
the  Chinese  Medical  Association,  a 
Fulbright  Commission  Professor  in 
Portugal  and  Egypt,  and  recipient  of 
the  Dr.  Frank  L.  Babbott  Memorial 
Distinguished  Alumnus  Award,  Col- 
lege of  Medicine,  State  University  of 
New  York  Downstate  Medical  Center 
(1986).  He  earned  his  M.  D.  degree 
there  in  1961. 

Dr.  Robert  A.  Lewine  of  Wheeling 
will  preside  at  the  August  meeting. 
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Poetry  Corner 


The  Touch  So  Light 

Once  in  a great  while  you  meet 

someone  who  can  just  look  at  you 
and  know  what  you  ’re  about. 

And  you  can  feel  the  goodness  of 
that  person  reach  out  and  touch 
you,  like  the  soft  touch  of  a fallen 
feather. 

And  it  is  a wonderful  sensation 
indeed  to  be  touched  in  that  way. 

And  this  is  710  feat  to  be  takeri 
lightly 

To  reach  out  with  one’s  soul  m this 
way  is  surely  a rare  gift. 

For  if  you  are  fo7-tu77ate  enough 
to  be  able  to  do  this,  you  are 
blessed  beyond  belief. 

No  >7iatter  what  the  fnisfortime  that 
may  befall  your  external  being, 

Do  7iot  be  concerned. 

Because  your  body  is  but  a 
shell  . . . 

A mere  vehicle  to  carry  the  true 
jewel  of  life. 

A7id  nothing  77iay  harm  this  7nost 
p7-ecious  part  of  you  . . . your 
true  self,  your  soul  shines  forever 
hi  all  those  who  have  been  touch- 
ed by  you. 


The  Medical  Education  Committee 
of  the  Southeastern  Surgical  Con- 
gress invites  any  qualified  medical 
doctor  to  submit  an  abstract  of  a 
paper  to  be  considered  for  presenta- 
tion at  the  56th  annual  assembly 
February  1-3,  1988,  at  Buena  Vista 
Palace,  Disney  World,  Florida. 
Deadline  for  abstracts  is  July  1. 

Residents  in  surgery  are  invited  to 
submit  abstracts  of  research  papers 
to  be  considered  for  the  Gold  Medal 
Papers.  Papers  are  judged,  and  cash 
awards  are  given  by  Jobst,  Inc. 
Deadline  for  abstracts  is  July  1. 

Call  or  write  the  Southeastern 
Surgical  Congress,  69  Butler  Street, 


(Dedicated  to  a young  woman  I’ve 
had  the  pleasure  to  know  whose 
courageous  battle  against  her  chronic 
illness  has  not  dulled  her  love  for  the 
medical  profession.  She  is  a constant 
inspiration  to  me  and  many  others.) 

Randy  Swain 
Fourth-Year  Medical 
Student,  WVU 


Patient 

Still  the  call  light, 
as  my  crisp  sheets, 
neither  weight  nor  comfort, 
crackle  against  the  dark, 
and  beyond  my  lighted  doorway 
women's  voices  rustling 
become  my  only  clock, 
glows  upon  electric  cords 
plugged  in. 

Harriet  S.  Squier,  M.D. 

Clarksburg 


We  request  physician  contributions  to 
Poetry  Corner:  Submissions  should  be 
addressed  to  Stephen  D.  Ward,  M.  D., 
Editor,  The  West  Virginia  Medical 
Journal,  Box  4106,  Charleston  25364. 


S.E.,  #314,  Atlanta,  Georgia,  for  the 
appropriate  forms.  Telephone 
404/221-0570. 

Meanwhile,  the  Congress  also 
announced  that  Thomas  Vargish,  M.  D., 
Professor  of  Surgery  at  West  Virginia 
University  School  of  Medicine,  has 
been  appointed  to  serve  a three-year 
term  as  Councilor  for  the  state  of 
West  Virginia. 

Doctor  Vargish  fills  the  vacancy 
created  when  Dr.  Alvin  L.  Watne 
moved  to  the  University  of  Illinois 
College  of  Medicine.  He  has  served 
the  Congress  on  the  Gold  Medal 
Forum  Committee  for  the  past  four 
years. 


New  WVU  Outpatient 
Physical  Therapy 

West  Virginia  University  Hospitals 
has  opened  new  outpatient  Physical 
Therapy  Services  at  376  Patteson 
Drive  in  Morgantown. 

“The  new  facility  represents  one 
of  the  finest  clinics  in  the  state  and 
in  the  country  as  well,”  said  Steve 
Murphy,  Administrative  Director  of 
Physical  Therapy  at  University 
Hospitals. 

Murphy  said  the  6,000-square- 
foot  facility  will  provide  better  ser- 
vice and  accessibility  to  patients 
with  work-related  injuries, 
musculoskeletal  injuries  and  acute  or 
chronic  pain. 

“Our  space  in  the  hospital  was 
very  restricted,”  said  Murphy.  “The 
new  unit  provides  room  for  several 
specialized  programs.  And  because 
it’s  at  ground  level  and  has  ramps, 
it’s  very  accessible  to  our  patients.” 

Michael  Staggers,  Assistant  Direc- 
tor of  Physical  Therapy  at  University 
Hospitals,  will  oversee  the  unit. 

Among  the  programs  offered  are 
work  hardening  and  comprehensive 
work  capacity  evaluation  programs. 
These  programs  aid  patients  with 
work-related  injuries. 

The  unit  is  staffed  by  physical 
therapists,  physical  therapy 
assistants,  exercise  physiologists  and 
an  occupational  therapist.  Hours  are 
7:30  A.M.  to  6 P.  M.  Monday 
through  Friday.  For  more  informa- 
tion about  Physical  Therapy  Ser- 
vices, call  (304)  293-3700. 


“The  way  your  expenses  keep  increasing— I 
might  have  to  hire  an  assistant  to  keep  up.” 


Papers  Invited  By  Surgical  Group 
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Dr.  Carl  B.  Hall,  right,  Charleston  family  physician  since  1946,  is  presented  the  “Mister 
Doc  Award”  for  1987  by  Dr.  Thomas  G.  Wack,  Jr.,  Wheeling,  President  of  the  West  Virginia 
Chapter,  American  Academy  of  Family  Physicians. 


Family  Physicians  Meet  In  Charleston 


Dr.  Thomas  G.  Wack,  Jr.,  of 
Wheeling  was  installed  as  President 
during  the  Scientific  Assembly  of 
the  West  Virginia  Chapter,  American 
Academy  of  Family  Physicians  in 
April  at  Charleston. 

Dr.  Jose  1.  Ricard  of  Huntington  is 
President  Elect. 

More  than  340  family  physicians 
representing  six  states  attended  the 
three-day  business  and  educational 
meeting. 

Other  state  officers  are  Drs.  A. 

Paul  Brooks,  Jr.,  Parkersburg,  Chair- 
man of  the  Board;  Wilbur  Z.  Sine, 
Morgantown,  Vice  President;  John 
E.  Beane,  Parkersburg,  Secretary; 
John  V.  Merrifield,  Dunbar, 

Treasurer;  L.  Dale  Simmons, 
Clarksburg,  Delegate  AAFP;  Joseph 
A.  Smith,  Dunbar,  Delegate  AAFP; 
John  L.  Fullmer,  Morgantown,  Alter- 
nate Delegate,  and  Thomas  P.  Long, 
Man,  Alternate  Delegate. 

Board  members  are  Drs.  Dennis 
R.  Niess,  Wheeling,  District  I; 
Michael  J.  Lewis,  Morgantown, 
District  II;  Larry  C.  Rogers, 
Petersburg,  District  III;  David  W. 
Avery,  Vienna,  District  IV;  David  R. 
Hess,  Bridgeport,  District  V; 


Stephen  L.  Sebert,  Lewisburg, 
District  VI;  Anne  Jean  Cavender, 
Charleston,  District  VII;  John  B, 
Walden,  Huntington,  District  VIII; 
and  Kathleen  M.  O’Hanlon,  Hun- 
tington, Resident  Member.  Student 
members  are  Gregory  Carico,  Hun- 
tington, and  Edmund  P.  Guelig, 
Philippi. 

William  B.  Eerrell,  Jr.,  Charleston, 
is  Executive  Secretary. 


Officers  Elected 

Newly  elected  officers  of  the  West 
Virginia  Academy  of  Ophthalmologv 
(WVAO)  are  Robert  K.  Scott  II,  M.  D., 
Ronceverte,  President;  Michael  A. 
Eiery,  M.  D.,  Huntington,  Vice- 
President;  and  Samuel  A.  Strickland, 
M.  D.,  Charleston,  Secretary- 
Treasurer. 

Elected  to  the  Board  of  Directors 
are  George  W.  Weinstein,  M.  D., 
Morgantown;  E.  G.  Cadogan,  M.  D., 
Eairmont;  Moseley  H.  Winkler,  M.  D., 
Charleston,  and  Harry  L.  Amsbary, 

M.  D.,  Parkersburg. 

The  officers  were  elected  during 
the  WVAO  National  Spring  Meeting 
in  April  at  the  Greenbrier. 


Medical 
Meetings 


June 


I- 5 — International  Conference  on  AIDS, 
Washington,  DC. 

9- 12 — International  Congress  on  Ethics 
in  Medicine,  New  York. 

21-2  5 — AMA  House  of  Delegates, 
Chicago. 

August 

8- 11 — 120th  Annual  Meeting,  WV 
State  Medical  Assoc.,  White  Sulphur 
Springs. 

September 

10- 11 — Am.  Society  for  Parenteral  & 
Enteral  Nutrition  (1987  Postgraduate 
Course),  Chicago. 

14- 17 — AAFP,  San  Francisco. 

16-19 — Am.  Thyroid  Assoc.,  Washington, 
DC. 

October 

9 —  Lasers  in  Ophthalmology  (WVU 
Dept,  of  Ophthalmology),  Morgantown. 

9- 10 — Office  Managers  Assoc,  of  Health 
Care  Providers,  Parkersburg. 

10—  WVU  Dept,  of  Ophthalmology  Con- 
ference, Morgantown. 

II- 16 — Am.  College  of  Surgeons,  San 
Francisco. 

15- 18 — Am.  Society  of  Internal 
Medicine. 

21-25 — Am.  Academy  of  Child 
Psychiatry,  Washington,  DC. 

26- 30 — Am.  College  of  Chest  Physicians, 
Atlanta. 

27- Nov.  1 — Am.  Medical  Women’s 
Assoc.,  Orlando,  Fla. 

November 

1-4 — Southern  Medical  Assoc,  San 
Antonio. 


1988 

January 

22-24 — 21st  Mid-Winter  Clinical  Con- 
ference, Charleston. 

31 — Feh.  3 — Southeastern  Surgical  Con- 
gress, Orlando,  Fla. 

For  More  Information  . . . 

Contact  The  Journal  for  additional 
information  about  most  of  the 
above  meetings.  Call  (304) 
925-0342. 
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WVU  Medical 
Center  News 


yc 


West  Virginia 
University 


Compiled  from  material  furnished  by  the 
Medical  Center  S’ews  Service.  Morgantown, 
vc  : Va. 


Cardiac  Surgeon 
Chairs  Surgery 

Gordon  F.  Murray,  Professor  and 
Chair  of  Cardiothoracic  Surgery 
since  1985,  has  been  named  Chair 
of  the  Department  of  Surgery. 

Dean  Richard  DeVaul,  M.  D.,  in 
announcing  the  appointment,  said, 
“Further  evidence  of  our  distin- 
guished faculty  comes  with  the 
selection  of  Doctor  iMurray,  recom- 
mended by  the  search  committee 
after  a national  survey  of  candidates. 
He  has  reshaped  WVU’s  open  heart 
surgery  program,  and  it  flourishes 
under  his  direction.  We’re  pleased 
that  this  same  leadership  can  now 
benefit  the  entire  department.” 

In  the  first  10  months  after  he 
joined  WVU,  Doctor  Murray  and  his 
staff  of  cardiac  surgeons  performed 
239  open  heart  operations  and  110 
major  thoracotomies.  The  revitalized 
program  makes  it  possible  once 
again  for  patients  from  the  north 


Gordon  E.  Murray,  M.  D. 


central  and  northern  West  Virginia 
regions,  particularly,  to  stay  in  the 
state  for  the  surgery  they  need. 

North  Carolina  Post 

Doctor  Murray  came  to  WVU 
from  the  University  of  North 
Carolina  School  of  Medicine  at 
Chapel  Hill,  where  he  was  Professor 
and  Associate  Chief  of  Car- 
diothoracic Surgery.  Before  joining 
the  North  Carolina  faculty  in  19"^2, 
he  was  a Navy  surgeon  for  two 
years. 

Born  in  Michigan,  he  received  his 
undergraduate  and  medical  educa- 
tion at  the  University  of  Michagan 
where  he  was  elected  to  Alpha 
Omega  Alpha  honor  medical  society. 

He  did  postgraduate  training  in 
surgery  at  Johns  Hopkins  Hospital 
where  he  was  Chief  Resident,  and  at 
Massachusetts  General  Hospital. 

All  His  Photos  Win  In 

He  has  photographed  country 
music  stars  and  taught  airbrush 
techniques  to  the  Japanese,  and  his 
photos  of  medical  procedures  ap- 
pear in  publications  all  over  the 
world.  But  Clyde  Koon  of  WVU 
Medical  Center  had  never  entered  a 
contest  until  this  year — when  he 
won  awards  for  each  of  his  12  en- 
tries in  a competition  of  the  West 
Virginia  Professional  Photographers 
Association. 

He  won  blue,  red,  green  and 
white  ribbons  in  the  categories  of 
commercial,  portrait,  pictorial  and 
creative  photography,  oil  painting, 
print  enhancement  and  animal 
photography.  All  received  gold  cor- 
ners, which  means  they  are  gallery- 
quality  prints. 

According  to  contest  officials,  this 
is  the  only  time  someone  has 
entered  the  competition  for  the  first 
time  and  had  all  of  his  photos  win 
merits. 

For  the  past  six  years  he  has  been 
supervisor  of  biomedical  photo- 
graphy at  WVU  where  he 
photographs  surgery,  specimens  and 


Doctor  Murray’s  “Cancer  of  the 
Lung”  was  published  in  1974,  and 
he  is  author  or  co-author  of  five 
chapters  in  other  books  and  more 
than  80  journal  articles  and 
abstracts. 

Awards 

He  received  the  Moore  County 
Medal  of  the  North  Carolina  Medical 
Society  in  1978,  and  he  has  twice 
won  the  Southern  Thoracic  Surgical 
Association’s  President’s  Award  for 
best  scientific  paper. 

A member  of  numerous  medical 
and  surgical  associations,  including 
the  Halsted  Society,  Doctor  Murray 
is  Secretary-Treasurer  of  both  the 
Southern  Thoracic  Surgical  Associa- 
tion and  the  Thoracic  Surgery 
Directors  Association.  He  is  the  lat- 
ter’s representative  to  the  Associa- 
tion of  American  Medical  Colleges. 

First  Contest 

Patients,  mostly  for  medical  publica- 
tions and  teaching  purposes. 

One  of  his  prints  of  a heart  pump 
was  a blue-ribbon  winner  in  the 
competition,  and  Koon  says  that,  as 
far  as  he  knows,  he’s  the  only 
medical  photographer  among  the 
Association’s  membership  of  profes- 
sionals from  air  over  West  Virginia, 
Pennsylvania,  Ohio  and  Maryland. 


Talks  In  Europe 

Donald  L.  Lamm,  M.  D.,  Professor 
and  Chair  of  Urology,  w'as  invited  to 
West  Germany  and  The  Netherlands 
to  present  a series  of  talks  in  late 
March. 

His  stops  were  in  Munich  and 
Amsterdam  where  he  was  a guest 
speaker  and  panelist  at  the  2nd  In- 
ternational Congress  on  the  Progress 
and  Controversies  in  Oncological 
Urology.  The  purpose  of  the 
meeting  was  to  obtain  consensus  on 
the  factors  essential  in  conducting 
prospective  clinical  trials  in  urologic 
cancer. 
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Seated,  left  to  right,  Neil  P.  Dubner,  M.D.,  Medical  Director;  D.  Wilfred  Abse,  M.D.; 
James  K.  Barnes,  M.D.;  Ronald  L.  Myers,  M.D.  Standing,  left  to  right,  Orren  LeRoyce 
Royal,  M.D.;  Morgan  E.  Scott,  M.D.;  Don  L.  Weston,  M.D.;  Arthur  E.  Kelley,  M.D.; 
G.  Paul  Hlusko,  M.D.;  Hal  G.  Gillespie,  M.D.;  Basil  E.  Roebuck,  M.D. 


Not  Just  A Name 

without  A Face 


For  over  70  years,  Saint  Albans  Hospital  has 
offered  the  highest  quality  of  psychiatric  care. 

At  the  center  of  this  care  are  the  fine 
physicians  on  the  Active  Medical  Staff  of  Saint 
Albans  Hospital.  Their  concern  is  reflected  in 
the  treatment  given  each  and  every  patient. 
Through  specialized  programs  for  adolescents, 
senior  adults,  those  with  chemical 
dependencies  and  those  with  eating  disorders, 
our  physicians  work  to  restore  their  patients  to 
full  recovery. 


When  you  have  a patient  in  need  of 
psychiatric  help,  call  one  of  our  doctors, 
knowing  your  patient  will  receive  the  best  care 
possible. 


Saint  Albans 
(^hiotficIHospital 


P.O.  Box  3608  Radford,  Virginia  24143 
In  Virginia:  1-800-572-3120 

Outside  Virginia:  1-800-368-3468 

Virginia's  only  private,  full-service,  not-for-profit  psychiatric  hospital. 


MU  School  OF 
Medicine  News 


Mar^hiall 

University 


Compiled  from  material  furnished  by  the  Of- 
fice of  University  Relations.  Marshall 
University. 


AMA  President 
Addresses  Seniors 

In  the  annual  Last  Lecture  to 
School  of  Medicine  seniors,  AMA 
President  John  Coury  praised  the 
U.S.  medical  system  as  the  world’s 
best,  and  said  that  keeping  it  that 
way  depends  in  part  on  a renewed 
focus  on  strong  doctor-patient 
relationships. 

Doctor  Coury  told  of  visiting  the 
U.S.S.R.  where  care  for  the  average 
person  “is  about  where  we  were  in 
1900.”  He  recalled  South  American 
hospitals,  whose  “caring  care”  relies 
heavily  on  family  involvement.  He 
described  the  coronary  intensive 
care  unit  of  Shanghai  University, 
whose  one  EKG  unit  was  moved 
from  patient  to  patient. 

“I’ll  bet  you  the  smallest  hospital 
in  this  community  is  a thousand 
times  better  equipped  than  Shanghai 
University,”  he  said. 

Twin  Concerns 

Doctor  Coury  addressed  the  twin 
concerns  of  increasing  liability  in- 
surance costs  and  government  in- 
tervention in  medical 
decision-making. 

“I  am  convinced  that  there  will 
be  changes  made,”  he  continued. 
“But  they  won’t  be  made  until  the 
public  gets  up  on  its  feet  and  says 
‘Enough  is  enough.’  ” He  urged 
laymen,  physicians,  and  lawmakers 
to  work  together  in  finding  solu- 
tions. 

“It’s  important,  because  we’re 
pricing  ourselves  not  only  out  of 
the  medical  market;  we’re  pricing 
ourselves  out  of  the  world  product 
market,”  Doctor  Courey  said. 

He  urged  doctors  to  commit  or 
recommit  themselves  to  developing 
strong  relationships  with  their 
patients. 


‘“When  patients  come  in,  as  far  as 
they’re  concerned  they’re  the  only 
patient  in  the  world  and  you’re  the 
only  doctor  taking  care  of  them,”  he 
said.  “So  you  have  the  responsibili- 
ty ...  to  give  them  the  very  best 
care  you  know  how.  And  by  that  I 
mean  treat  them  as  equals,  let  them 
know  what  you  think  they  have,  let 
them  know  what  you  plan  on  do- 
ing, and  let  them  know  how  much 
you’re  going  to  charge  them  in  a 
reasonable  way. 

“If  all  physicians  did  this.  I’m 
convinced  that  the  liability  problem 
would  be  90  per  cent  less  than  it  is 
today.” 


Turner  Speaks 
At  Investiture 

Activities  at  Marshall’s  1987  In- 
vestiture Ceremony  included  an  ad- 
dress to  graduates  from  'WVSMA 
President  Charles  E.  Turner 
(reprinted  In  The  Journal  as  this 
month’s  President’s  Page)  and  the 
presentation  of  student  and  faculty 
awards. 

The  Bertha  and  Lake  Polan  Award 
for  the  student  with  the  highest 
academy  standing  went  to  Mark  E. 
Coggins,  who  also  received  two 
other  awards. 

Other  students  honored  were  C. 
Stephen  Batiste,  Todd  A.  Broome, 
Kevin  M.  Clarke,  and  Jeanne  M. 
Zekan. 

Also  recognized  was  Dan  Phillips, 
who  was  selected  Best  West  Virginia 
Student  of  Emergency  Medicine  by 
the  West  Virginia  Chapter  of  the 
American  College  of  Emergency 
Physicians. 

Graduating  seniors  elected  five 
faculty  members  to  their  Outstand- 
ing Instructor  Society.  The  faculty 
are:  Drs.  Prathap  Chandran, 
Medicine;  Nancy  Munn,  Medicine; 
William  Walker,  Eamily  and  Com- 
munity Health,  and  Surgery;  Charles 
McKown,  Radiology;  and  Nazem 
Abraham,  Medicine  (volunteer). 

Dr.  Robert  T.  Gallaher  was  chosen 
Resident  of  the  Year. 


At  the  School  of  Medicine  Investiture 
Ceremony,  Dr.  Charles  E.  Thrner, 
WVSMA  President  and  MU  volunteer 
faculty  member,  advises  graduates  to 
become  involved  in  organized  medicine 
and  to  put  down  roots  in  their 
communities. 


70  Per  Cent  Get 
First  Choice 

More  than  70  per  cent  of  Mar- 
shall’s seniors  received  their  first- 
choice  program  in  this  year’s 
residency  match,  and  another  22 
per  cent  matched  their  second- 
choice  program,  reports  Dr.  Jack 
Baur,  Associate  Dean  for  Clinical 
Affairs. 

Two  thirds  of  the  class  will  do 
residencies  in  the  primary-care 
fields.  Other  students  will  enter 
such  fields  as  orthopedic  surgery, 
diagnostic  radiology  and  neurology. 
In  addition  to  in-state  programs, 
Marshall  graduates  will  be  doing 
their  residencies  at  institutions  in- 
cluding the  University  of  Cincinnati, 
Vanderbilt  University,  UCLA  Medical 
Center,  and  the  Bowman-Gray 
Medical  Program  at  Wake  Eorest 
University. 
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Living  in  the  city 
is  lone^enough... 
with  herpes  it’s  like 
solitary  confinement; 


ZOVIRAX 


CAPSULES 


Prevent  genital  herpes 
recurrences 
month  after  month  with 
daily  ther^y. 

(In  controlled  studies,  recurrences  were 
totally  prevented  for  4 to  6 months  in  up  to 
75%  of  patients.) 

Please  see  last  page  of  this  advertisement  for 
brief  summary  of prescribing  information. 


ZOVIRAX 

(acyclovir) 

CAPSULES 

Help  free  your 
patients  from 
recurrences. 


Daily  therapy 

Coping  with  genital  herpes  is 
rarely  easy.  For  some,  the 
worst  part  is  the  pain  and 
discomfort  of  frequent  attacks 
— month  after  month,  year 
after  year.  For  others,  the 
emotional  burden  presents  a 
more  difficult  problem,  leading 
to  social  isolation,  anxiety  and 
diminished  self-esteem. 

Prevent  or  reduce 
recurrences 

Although  your  patients  have 
to  live  with  herpes,  they 
shouldn’t  have  to  suffer.  Daily 
therapy  with  ZOVIRAX 
CAPSULES  can  help  free 
them  from  the  cycle  of 
recurrent  genital  herpes.  For 
many,  one  capsule  three  times 
a day  can  suppress  recurrences 
completely  while  on  therapy. 


Generally 
well  tolerated 

Daily  therapy  with  ZOVIRAX 
CAPSULES  is  generally  well 
tolerated.  The  most  frequent 
adverse  reactions  reported 
during  clinical  trials  were 
headache,  diarrhea,  nausea/ 
vomiting,  vertigo,  and 
arthralgia. 

The  physical  and  emotional 
difficulties  posed  by  genital 
herpes  are  unique  for  each 
patient.  The  frequency  and 
severity  of  recurrent  episodes, 
as  well  as  the  emotional 
impact  of  the  disease,  should 
be  considered  when  selecting 
daily  therapy  with  ZOVIRAX 
CAPSULES. 

Please  see  brief  summary  of 
prescribing  information  on  next  page. 


Prevent  recurrences 
month  after  month* 

ZOVIRAX 

(acydovir) 

CAPSULES 

Brief  Summary 

INDICATIONS  AND  USAGE:  Zovirax  Cap- 
sules are  indicated  for  the  treatment  of  initial 
episodes  and  the  management  of  recurrent  epi- 
sodes of  genital  heipes  in  certain  patients. 

The  severity  of  disease  is  variable  depending 
upon  the  immune  status  of  the  patient,  the  fre- 
quency and  duration  of  episodes,  and  the  degree 
of  cutaneous  or  systemic  involvement.  These 
factors  should  determine  patient  management, 
which  may  include  symptomatic  support  and 
counseling  only,  or  the  institution  of  specific 
therapy.  The  physical,  emotional  and  psycho- 
social difficulties  posed  by  heipes  infections  as 
well  as  the  degree  of  debilitation,  particularly  in 
immunocompromised  patients,  are  unique  for 
each  patient,  and  the  physician  should  deter- 
mine therapeutic  alternatives  based  on  his  or 
her  understanding  of  the  individual  patient’s 
needs.  Thus  Zovirax  Capsules  are  not  appropri- 
ate in  treating  all  genital  herpes  infections.  The 
following  guidelines  may  be  useful  in  weighing 
the  benefit/risk  considerations  in  specific  disease 
categories: 

First  Episodes  (primary  and  nonprimary  infec- 
tions — commonly  known  as  initial  genital 
herpes): 

Double-blind,  placebo-controlled  studies  have 
demonstrated  that  orally  administered  Zovirax 
significantly  reduced  the  duration  of  acute  infec- 
tion (detection  of  virus  in  lesions  by  tissue  cul- 
ture) and  lesion  healing.  The  duration  of  pain 
and  new  lesion  formation  was  decreased  in 
some  patient  groups.  The  promptness  of 
initiation  of  therapy  and/or  the  patient’s  prior 
exposure  to  Herpes  simplex  virus  may  influence 
the  degree  of  benefit  from  therapy.  Patients  with 
mild  disease  may  derive  less  benefit  than  those 
with  more  severe  episodes.  In  patients  with  ex- 
tremely severe  episodes,  in  which  prostration, 
central  nervous  system,  involvement,  urinary 
retention  or  inability  to  take  oral  medication  re- 
quire hospitalization  and  more  ag^essive  man- 
agement, therapy  may  be  best  initiated  with 
intravenous  Zovirax. 

Recurrent  Episodes: 

Double-blind,  placebo-controlled  studies  in 
patients  with  frequent  recurrences  (6  or  more 
Misodes  per  year)  have  shown  that  Zovirax 
Capsules  given  for  4 to  6 months  prevented  or 
reduced  the  frequency  and/or  severity  of  recur- 
rences in  greater  than  95%  of  patients.  Clinical 
recurrences  were  prevented  in  40  to  75%  of  pa- 
tients. Some  patients  experienced  increased 
severity  of  the  first  episode  following  cessation 
of  therapy;  the  severity  of  subsequent  episodes 
and  the  effect  on  the  natural  history  of  the 
disease  are  still  under  study. 

The  safety  and  efficacy  of  orally  administered 
acyclovir  in  the  suppression  of  frequent  episodes 
of  genital  herpes  have  been  established  only  for 
up  to  6 months.  Chronic  suppressive  therapy  is 
most  appropriate  when,  in  the  judgement  of  the 
physician,  the  benefits  of  such  a regimen  out- 
weigh known  or  potential  adverse  effects.  In 
general,  Zovirax  Capsules  should  not  be  used  for 
the  suppression  of  recurrent  disease  in  mildly 
affected  patients.  Unanswered  questions  con- 
cerning the  human  relevance  of  in  vitro  muta- 
genicity studies  and  reproductive  toxicity 
studies  in  animals  given  very  high  doses  of  acy- 
clovir for  short  periods  (see  Carcinogenesis, 
Mutagenesis,  Impairment  of  Fertility)  should  be 
home  in  mind  when  designing  long-term  man- 
agement for  individual  patients.  Discussion  of 
these  issues  with  patients  will  provide  them  the 
opportunity  to  weigh  the  potential  for  toxicity 
against  the  severity  of  their  disease.  Thus,  this 
regimen  should  be  considered  only  for  appropri- 
ate patients  and  only  for  six  months  until  the 
results  of  ongoing  studies  allow  a more  precise 
evaluation  of  the  benefit/risk  assessment  of 
prolonged  therapy. 

Limited  studies  have  shown  that  there  are  cer- 
tain patients  for  whom  intermittent  short-term 
treatment  of  recurrent  episodes  is  effective.  This 


approach  may  be  more  appropriate  than  a sup- 
pressive regimen  in  patients  with  infrequent 
recurrences. 

Immunocompromised  patients  with  recurrent 
herpes  infections  can  be  treated  with  either 
intermittent  or  chronic  suppressive  therapy. 
Clinically  significant  resistance,  although  rare, 
is  more  likely  to  be  seen  with  prolonged  or  re- 
peated therapy  in  severely  immunocompromised 
patients  with  active  lesions. 
CONTRAINDICATIONS:  Zovirax  Capsules 
are  contraindicated  for  patients  who  develop 
hypersensitivity  or  intolerance  to  the  compor 
nents  of  the  formulation. 

WARNINGS:  Zovirax  Capsules  are  intended  for 
oral  ingestion  only. 

PRECAUTIONS:  General:  Zovirax  has  caused 
decreased  spermatogenesis  at  high  doses  in  some 
animals  and  mutagenesis  in  some  acute  studies 
at  high  concentrations  of  drug  (see  PRECAU- 
TIONS — Carcinogenesis,  Mutagenesis, 
Impairment  of  Fertility).  'The  recommended  dos- 
age and  length  of  treatment  should  not  be  ex- 
ceeded (see  DOSAGE  AND  ADMINISTRA’nON). 

Exposure  of  Herpes  simplex  isolates  to  acy- 
clovir in  vitro  can  lead  to  the  emergence  of  less 
sensitive  viruses.  The  possibility  of  the  appear- 
ance of  less  sensitive  viruses  in  man  must  be 
home  in  mind  when  treating  patients.  The  rela- 
tionship between  the  in  vitro  sensitivity  of 
Herpes  simplex  virus  to  acyclovir  and  clinical 
response  to  therapy  has  yet  to  be  established. 

Because  of  the  possibility  that  less  sensitive 
virus  may  be  selected  in  patients  who  are  receiv- 
ing acyclovir,  all  patients  should  be  advised  to 
take  particular  care  to  avoid  potential  transmis- 
sion of  virus  if  active  lesions  are  present  while 
they  are  on  t'nerapy.  In  severely  immunocompro- 
mised patients,  tbe  physician  should  be  aware 
that  prolonged  or  repeated  courses  of  acyclovir 
may  result  in  selection  of  resistant  viruses 
which  may  not  fully  respond  to  continued  acy- 
clovir therapy. 

Drug  Interactions:  Co-administration  of  pro- 
benecid with  intravenous  acyclovir  has  been 
shown  to  increase  the  mean  half-life  and  the 
area  under  the  concentration-time  curve. 
Urinary  excretion  and  renal  clearance  were 
correspondingly  reduced. 

Carcinogenesis,  Mutagenesis,  Impairment 
of  Fertility:  Acyclovir  was  tested  in  lifetime 
bioassays  in  rats  and  mice  at  single  daily  doses 
of  50, 150  and  450  mg/kg  given  by  gavage.  There 
was  no  statistically  significant  difference  in  the 
incidence  of  tumors  between  treated  and  control 
animals,  nor  did  acyclovir  shorten  the  latency  of 
tumors.  In  2 in  vitro  cell  transformation  assays, 
used  to  provide  preliminary  assessment  of  poten- 
tial oncogenicity  in  advance  of  these  more  defini- 
tive life-time  bioassays  in  rodents,  conflicting 
results  were  obtained.  Acyclovir  was  positive 
at  the  highest  dose  used  in  one  system  and  the 
resulting  morphologically  transformed  cells 
formed  tumors  when  inoculated  into  immuno- 
suppressed,  syngeneic,  weanling  mice.  Acyclovir 
was  negative  in  another  transformation  system 
considered  less  sensitive. 

In  acute  studies,  there  was  an  increase,  not 
statistically  significant,  in  the  incidence  of 
chromosomal  damage  at  maximum  tolerated 
parenteral  doses  of  100  mg/kg  acyclovir  in  rats 
but  not  Chinese  hamsters;  higher  doses  of  500 
and  1000  mg/kg  were  clastogenic  in  Chinese 
hamsters.  In  addition,  no  activity  was  found 
after  5 days  dosing  in  a dominant  lethal  study  in 
mice.  In  6 of  11  microbial  and  mammalian  cell 
assays,  no  evidence  of  mutagenicity  was  ob- 
served. At  3 loci  in  a Chinese  hamster  ovary  cell 
line,  the  results  were  inconclusive.  In  2 mam- 
malian cell  assays  (human  lymphocytes  and 
L5178Y  mouse  lymphoma  cells  in  vitro),  positive 
responses  for  mutagenicity  and  chromosomal 
damage  occurred,  but  only  at  concentrations  at 
least  400  times  the  acyclovir  plasma  levels 
achieved  in  man. 

Acyclovir  has  not  been  shown  to  impair  fertil- 
ity or  reproduction  in  mice  (450  mg/kg/day,  p.o.) 
or  in  rats  (25  mg/kg/day,  s.c.).  At  50  mg/kg/day 
s.c.  in  the  rat,  there  was  a statistically  sig- 
nificant increase  in  post-implantation  loss,  but 
no  concomitant  decrease  in  litter  size.  In  female 
rabbits  treated  subcutaneously  with  acyclovir 
subsequent  to  mating,  there  was  a statistically 
significant  decrease  in  implantation  efficiency 
but  no  concomitant  decrease  in  litter  size  at  a 
dose  of  50  mg/kg/day.  No  effect  upon  implanta- 
tion efficiency  was  observed  when  the  same  dose 
was  administered  intravenously.  In  a rat  peri- 
and  postnatal  study  at  50  mg/kg/day  s.c.,  there 
was  a statistically  significant  decrease  in  the 
group  mean  numbers  of  corpora  lutea,  total 
implantation  sites  and  live  fetuses  in  the  F i 
generation.  Although  not  statistically  signifi- 


cant, there  was  also  a dose  related  decrease  in 
group  mean  numbers  of  live  fetuses  and  implan- 
tation sites  at  12.5  mg/kg/day  and  25  mg/kg/day, 
s.c.  The  intravenous  administration  of 
100  mg/kg/day,  a dose  known  to  cause  obstruc- 
tive nephropathy  in  rabbits,  caused  a significant 
increase  in  fetal  resorptions  and  a corresponding 
decrease  in  litter  size.  However,  at  a maximum 
tolerated  intravenous  dose  of  50  mg/kg/day  in 
rabbits,  there  were  no  drug-related  reproductive 
effects. 

Intraperitoneal  doses  of  320  or  80  mg/kg/day 
acyclovir  given  to  rats  for  1 and  6 months,  re- 
spectively, caused  testicular  atrophy.  Ttesticular 
atrophy  was  persistent  through  the  4-week  post- 
dose recovery  phase  after  320  mg/kg/day;  some 
evidence  of  recovery  of  sperm  production  was 
evident  30  days  postdose.  Intravenous  doses  of 
100  and  200  mg/kg/day  acyclovir  given  to  dogs 
for  31  days  caused  aspermatogenesis.  'Ibsticles 
were  normal  in  dogs  given  50  mg/kg/day,  i.v.  for 
one  month. 

Pregnancy:  Jbratogenic  Effects:  Pregnancy 
Category  C.  Acyclovir  was  not  teratogenic  in  the 
mouse  (450  mg/kg/day,  p.o.),  rat  (50  mg/kg/day, 
s.c.)  or  rabbit  (50  mg/kg/day,  s.c.  and  i.v).  There 
are  no  adequate  and  well-controlled  studies  in 
pregnant  women.  Acyclovir  should  not  be  used 
during  pregnancy  unless  the  potential  benefit 
justifies  the  potential  risk  to  the  fetus.  Although 
acyclovir  was  not  teratogenic  in  animal  studies,, 
the  drug’s  potential  for  causing  chromosome 
breaks  at  bigh  concentration  should  be  taken 
into  consideration  in  making  this  determination. 
Nursing  Mothers:  It  is  not  known  whether  this 
drug  is  excreted  in  human  milk.  Because  many 
drugs  are  excreted  in  human  milk,  caution 
should  be  exercised  when  Zovirax  is  adminis- 
tered to  a nursing  woman.  In  nursing  mothers, 
consideration  should  be  given  to  not  using  acy- 
clovir treatment  or  discontinuing  breastfeeding. 
Pediatric  Use:  Safety  and  effectiveness  in 
children  have  not  been  established. 

ADVERSE  REACTIONS  — Short-Term 
Administration:  The  most  frequent  adverse 
reactions  reported  during  clinical  trials  were 
nausea  and/or  vomiting  in  8 of  298  patient  treat- 
ments (2.7%)  and  headache  in  2 of  298  (0.6%). 
Less  frequent  adverse  reactions,  each  of  which 
occurred  in  1 of  298  patient  treatments  (0.3%), 
included  diarrhea,  dizziness,  anorexia,  fatigue, 
edema,  skin  rash,  leg  pain,  inguinal  adenopathy, 
medication  taste  and  sore  throat. 

Long-Tferm  Administration:  The  most  frequent 
adverse  reactions  reported  in  studies  of  daily 
therapy  for  3 to  6 months  were  headache  in  33  of 
251  patients  (13.1%),  diarrhea  in  22  of  251 
(8.8%),  nausea  and/or  vomiting  in  20  of  251 
(8.0%),  vertigo  in  9 of  251  (3.6%),  and  arthralgia 
in  9 of  251  (3.6%).  Less  frequent  adverse  reac- 
tions, each  of  which  occurred  in  less  than  3%  of 
the  251  patients  (see  number  of  patients  in 
parentheses),  included  skin  rash  (7),  insomnia 
(4),  fatigue  (7),  fever  (4),  palpitations  (1),  sore 
throat  (2),  superficial  thrombophlebitis  (1), 
muscle  cramps  (2),  pars  planitis  (1),  menstrual 
abnormality  (4),  acne  (3),  lymphadenopathy  (2), 
irritability  (1),  accelerated  hair  loss  (1),  and 
depression  (1). 

DOSAGE  AND  ADMINISTRATION:  TFeat- 
ment  of  initial  genital  herpes:  One  200  mg  cap- 
sule every  4 hours,  while  awake,  for  a total  of 
5 capsules  daily  for  10  days  (total  50  capsules). 

Cnronic  suppressive  therapy  for  recur- 
rent disease:  One  200  mg  capsule  3 times  daily 
for  up  to  6 months.  Some  patients  may  require 
more  drug,  up  to  one  200  mg  capsule  5 times 
daily  for  up  to  6 months. 

Intermittent  Therapy:  One  200  mg  capsule 
every  4 hours,  while  awake,  for  a total  of  5 
capsules  daily  for  5 days  (total  25  capsules). 
Therapy  should  be  initiated  at  the  earliest  sign 
or  symptom  (prodrome)  of  recurrence. 

Patients  With  Acute  or  Chronic  Renal  Im- 
pairment: One  200  mg  capsule  every  12  hours  is 
recommended  for  patients  with  creatinine  clear- 
ance slO  ml/min/1.73/m2. 

HOW  SUPPLIED:  Zovirax  Capsules  (blue, 
opaque)  containing  200  mg  acyclovir  and  printed 
with  “Wellcome  ZOVIRAX  200’’-  Bottles  of  100 
(NDC-0081-0991-55)  and  unit  dose  pack  of  100 
(NDC-0081-0991-56). 

Store  at  15'’-30°C  (59°-86°F)  and  protect  from 
light. 


*ln  controlled  studies , recurrences  were  totally 
prevented  for  4 to  6 months  in  up  to  75%  of  patients. 
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Obituaries 


GEORGE  O.  MARTIN,  M.  D. 

Dr.  George  O.  Martin,  retired 
general  practitioner  and  industrial 
physician  in  Martinsburg  since  1927, 
died  March  20  in  a hospital  there. 

He  was  89. 

Doctor  Martin  was  one  of  the  first 
industrial  physicians  in  the  area.  He 
worked  as  medical  director  for 
Standing  Limestone  (1927-1970),  In- 
terwoven Mills  (1929  until  closing), 
Potomac  Edison  (1950-1980)  and 
Pennsylvania  Glass  (1930-1978). 

He  was  an  honorary  staff  member 
of  City  Hospital  in  Martinsburg,  and 
an  honorary  member  of  the  Eastern 
Panhandle  Medical  Society,  West 
Virginia  State  Medical  Association 
and  American  Medical  Association. 
He  was  a past  President  and 
Secretary  of  the  local  medical 
society. 

Doctor  Martin  received  his  M.  D. 
degree  in  1926  from  the  University 
of  Virginia. 

Born  in  Charlotte  County, 

Virginia,  he  was  a World  War  1 Navy 
veteran. 

Survivors  include  a daughter, 
Elizabeth  B.  Martin,  at  home;  and 
three  sisters,  Mrs.  Floyd  Kay,  Lex- 
ington, Virginia;  Mrs.  Fay  Barrow, 
Charlotte  County,  Virginia,  and  Mrs. 
Julian  Hickman,  Harrisonburg, 
Virginia. 


WALTER  G.  J.  PUTSCHAR,  M.  D. 

Dr.  Walter  G.  J.  Putschar  of 
Eugene,  Oregon,  formerly  of 
Charleston,  died  April  5 in  Eugene. 
He  was  80. 

Doctor  Putschar,  a pathologist, 
was  born  in  Austria  and  received  his 
medical  degree  in  1927  from  the 
University  of  Vienna. 

He  interned  there  and  at  the 
University  of  Gottingen  in  Germany, 
and  did  additional  postgraduate 
work  at  the  latter  institution  and  at 
the  University  of  Buffalo  after  com- 
ing to  the  United  States  in  1935.  He 
was  an  Assistant  Professor  of 
Pathology  at  the  University  of  Buf- 
falo before  going  to  Charleston  in 
1938. 

Doctor  Putschar,  a Diplomate  of 
the  American  Board  of  Pathology 
and  a member  of  the  American 
Association  of  Pathologists  and 
Bacteriologists,  was  Chairman  of  the 
Department  of  Pathology  at  the 


former  Charleston  General  Hospital. 
He  left  Charleston  in  I960  to  join 
the  Department  of  Pathology  at 
Massachusetts  General  Hospital  in 
Boston. 

He  was  a retired  civilian  consul- 
tant of  the  Armed  Forces  Institute  of 
Pathology. 

Doctor  Putschar  was  an  honorary 
member  of  the  Kanawha  Medical 
Society,  West  Virginia  State  Medical 
Association  and  American  Medical 
Association. 

Surviving  is  a daughter,  Mrs.  Elga 
Bernhard  of  Eugene. 

County 
Societies 

McDowell 

The  McDowell  County  Medical 
Society  met  April  8 at  Stevens  Clinic 
Hospital  in  Welch. 

Dr.  Barbara  Fenton  of  Welch 
presented  two  cases  of  pericarditis 
and  discussed  the  ramifications  of 
treatment.  There  also  was  some 
discussion  of  the  chelation  treat- 
ment for  atherosclerosis. — R.  O. 

Gale,  M.  D.,  Secretary. 


MINGO 

The  Mingo  County  Medical  Socie- 
ty met  April  15  at  Williamson 
Memorial  Hospital. 

Dr.  S.  A.  Vyas,  President,  cir- 
culated for  signatures  by  members  a 
letter  in  opposition  to  the  inclusion 
of  the  services  of  radiologists, 
anesthesiologists  and  pathologists  in 
hospital  Diagnosis  Related  Group 
(DRG)  payments.  Recipients  of  the 
letter  will  include  Senator  Byrd, 
Congressman  Rahall  and  the  AMA. 

Dr.  Rao  Vempaty  reported  on  the 
April  8 meeting  in  Logan  which 
WVSMA  President  Charles  E.  Turner, 
M.  D.,  attended. — Diane  E.  Shafer, 

M.  D.,  Secretary/Treasurer. 


MONONGALIA 

Dr.  Neil  S.  Bucklew,  President  of 
West  Virginia  University,  was  the 
principal  speaker  for  the  meeting  of 
the  Monongalia  County  Medical 
Society  April  7. 

Dr.  David  Z.  Morgan  gave  a brief 
report  regarding  progress  on  issues 
in  the  State  Legislature  of  interest  to 
the  State  Medical  Association. — 
Robert  L.  Murphy,  Executive 
Secretary. 


LIBRIUM " (S 

chlordiazepoxide  HCI/Roche 
5-mg.  10-mg,  25-mg  capsules 
Before  prescribing,  please  consult  complete 
product  information,  a summary  of  which  follows: 
Indications:  Management  at  anxiety  disorders: 
short-term  reliet  of  anxiety  symptoms,  acute  alcohol 
withdrawal  symptoms,  preoperative  apprehension 
and  anxiety  Usuolly  not  required  tor  anxiety  or 
tension  associated  with  stress  of  everyday  life.  Effi- 
cacy beyond  four  months  not  established  by  sys- 
tematic clinical  studies.  Periodic  reassessment  of 
therapy  recommended. 

Contraindications:  Known  hypersensitivity  to  the 
drug. 

Warnings:  Warn  patients  that  mental  and/or  physical 
abilities  required  for  tasks  such  as  driving  or  operat- 
ing machinery  may  be  impaired,  as  may  be  mental 
alertness  in  children,  and  that  concomitant  use  with 
alcohol  or  CNS  depressants  may  have  an  additive 
effect.  Though  physical  and  psychological  depen- 
dence hove  rarely  been  reported  on  recom- 
mended doses,  use  caution  in  administering  to 
addiction-prone  individuals  or  those  who  might 
increase  dosage.  Withdrawal  symptoms  (including 
convulsions)  reported  after  abrupt  cessation  of 
extended  use  of  excessive  doses  are  similar  to  those 
seen  with  barbiturates.  Milder  symptoms  reported 
infrequently  when  continuous  therapy  is  abruptly 
ended.  Avoid  abrupt  discontinuation:  gradually 
taper  dosage. 

Usage  in  Pregnancy:  Use  of  minor  fron- 
qullizers  during  the  first  trimester  should 
almost  always  be  avoided  because  of 
increased  risk  of  congenital  malformations 
as  suggested  in  several  studies.  Consider 
possibility  of  pregnancy  when  instituting 
therapy:  advise  patients  to  discuss  therapy 
if  they  intend  to  or  do  become  pregnant. 
Precautions:  In  the  elderly  and  debilitated,  and  in 
children  over  six,  limit  to  smallest  effective  dosage 
(initially  10  mg  or  less  per  day)  to  preclude  ataxia  or 
oversedation,  increasing  gradually  as  needed  and 
tolerated.  Not  recommended  in  children  under  six. 
Though  generally  not  recommended,  if  combina- 
tion therapy  with  other  psychotropics  seems  indi- 
cated, carefully  consider  individual  pharmacologic 
effects,  particularly  in  use  of  potentiating  drugs  such 
as  MAO  inhibitors  and  phenothiazines.  Observe 
usual  precautions  in  presence  of  impaired  renal  or 
hepatic  function.  Paradoxical  reactions  (e.g.,  excite- 
ment, stimulation  and  acute  rage)  hove  been 
reported  in  psychiatric  patients  and  hyperactive 
aggressive  children.  Employ  usual  precautions  in 
treatment  of  anxiety  states  with  evidence  of 
impending  depression:  suicidal  tendencies  may  be 
present  and  protective  measures  necessary.  Vari- 
able effects  on  blood  coagulation  have  been 
reported  very  rarely  in  patients  receiving  the  drug 
and  oral  anticoagulants:  causal  relationship  has  not 
been  established  clinically.  Due  to  isolated  reports 
of  exacerbation,  use  with  caution  in  patients  with 
porphyria. 

Adverse  Reactions:  Drowsiness,  ataxia  and  confu- 
sion may  occur,  especially  in  the  elderly  and  debili- 
tated. These  are  reversible  in  most  instances  by 
proper  dosage  adjustment,  but  are  also  occasion- 
ally observed  at  the  lower  dosage  ranges.  In  a few 
instances  syncope  has  been  reported.  Also 
encountered  are  isolated  instances  of  skin  eruptions, 
edema,  minor  menstrual  irregularities,  nausea  and 
constipation,  extrapyramidal  symptoms,  increased 
and  decreased  libido  -all  infrequent  and  generally 
controlled  with  dosage  reduction:  changes  in  EEG 
patterns  (low-voltage  fast  activity)  may  appear 
during  and  after  treatment:  blood  dyscrasias 
(including  agranulocytosis),  jaundice  and  hepatic 
dysfunction  have  been  reported  occasionally, 
making  periodic  blood  counts  and  liver  function 
tests  advisable  during  protracted  therapy. 

Usual  Daily  Dosage:  Individualize  for  maximum 
beneficial  effects.  Oral-Adults  Mild  and  moderate 
anxiety  disorders  and  symptoms,  5 or  10  mg  t.i.d.  or 
q./.d..  severe  states,  20  or  25  mg  t.i.d.  or  q.i.d.  Geriatric 
patients.  5 mg  b.i.d  to  q.i.d.  (See  Precautions.) 
Supplied:  Librium®  (chlordiazepoxide  HCI/Roche) 
Capsules,  5 mg,  10  mg  and  25  mg— bottles  of  100 
and  500:  Tel-E-Dose®  packages  of  100,  available  in 
boxes  of  4 reverse-numbered  cards  of  25,  and  in 
boxes  containing  10  strips  of  10.  Libritabs®  (chlor- 
diazepoxide/Roche)  Tablets.  5 mg  and  10  mg-bottles 
of  100  and  500: 25  mg-  bottles  of  100.  With  respect 
to  clinical  activity,  capsules  and  tablets  are  indistin- 
guishable. P I 0286 

Roche  Products  Inc. 

Manati,  Puerto  Rico  00701 
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In  West  Virginia,  when  you  decide  to  prescribe  Librium, 

To  protect  your  decision... 


President’s  Page  . . . 

(Continued  from  Page  276) 

you  can  stop  learning.  Many 
of  the  diagnostic  tools  and 
therapies  which  I use  routine- 
ly in  my  practice  were  not 
even  in  the  imagination  of  my 
professors  when  I graduated 

in  1963. 

(b.)  You  must  have  the  compas- 
sion and  commitment  to  the 
care  of  the  sick  so  that  the 
patient’s  interest  always  comes 
before  your  own.  If  that  is 
not  now  a part  of  your  being, 
no  word  from  me  will  impart 
that  quality  to  you. 

Sir  William  Osier,  one  of  the 
giants  of  Western  and  American 
medicine,  upon  whose  shoulders  we 
all  stand,  discussed  three  ideals  to 
which  he  attributed  his  success. 

Hear,  then,  Sir  William  Osier: 

“I  have  had  three  personal  ideals. 
One,  to  do  the  day’s  work  well  and 
not  to  bother  about  tomorrow.  It 
has  been  urged  that  this  is  not  a 
satisfactory  ideal;  it  is,  and  there  is 
not  one  which  the  student  can 
carry  with  him  into  practice  with 
greater  effect.  To  it  more  than 
anything  else,  I owe  whatever  suc- 
cess I have  had  to  this  power  of  set- 
tling down  to  the  day’s  work  and 
trying  to  do  it  well  to  the  best  of 
one’s  ability  and  letting  the  future 
take  care  of  itself.  The  second  ideal 
has  been  to  act  the  “golden  rule”  as 
far  as  in  me  lay  towards  my  profes- 
sional brethren  and  towards  the  pa- 
tients committed  to  my  care  and  the 
third  has  been  to  cultivate  such  a 
measure  of  equanimity  as  will 
enable  me  to  bear  success  with 
humility,  the  affection  of  my  friends 
without  pride,  and  to  be  ready 
when  the  day  of  sorrow  came  to 
meet  it  with  the  courage  befitting  a 
man.” 

In  this  complex  world  of  ours 
there  are  four  bits  of  practical  ad- 
vice that  I want  to  give  you  about 
your  professional  and  personal  life. 

I can  give  you  this  advice  not 
because  of  great  inherent  wisdom 
but  only  because  I am  a little  fur- 
ther along  in  this  journey  of 


plateaus  and  steep  climbs.  First,  to 
preserve  the  great  traditions  of  our 
profession  and  to  preserve  your  pro- 
fessional autonomy,  get  involved  in 
organized  medicine,  be  a part  of 
your  county  society,  your  profes- 
sional societies,  and  participate  on  a 
state  and  national  level.  Your  par- 
ticipation will  ensure  your  voice 
will  be  heard  as  the  programs  and 
the  policies  of  medicine  are  made  at 
the  grass  roots  levels  of  the  county 
society  and  filtered  upward  so  that 
we  can  engage  constructively  the 
major  forces  that  are  attempting  to 
shape  and  change  our  profession. 


i i ri  irst,  to  preserve  the 
Jl  great  traditions  of 
our  profession  and  to  pre- 
serve your  professional 
autonomy,  get  involved  in 
organized  medicine  . . . y y 


Secondly,  put  down  roots  in  all 
the  communities  in  which  you  live, 
and  that  goes  for  residency.  I have 
learned  that  it  is  much  easier  to 
transplant  a plant  with  good  roots 
than  it  is  to  transplant  one  with 
poor  roots.  You  are  a talented  group 
of  people  and  every  community  you 
live  in,  whether  it  is  in  your 
residency  or  after  you  start  practice, 
will  need  your  talent.  You  should  be 
involved  in  your  children’s  school. 
You  should  be  involved  in  com- 
munity organizations,  on  school 
boards,  and  some  of  you  will  run 
for  political  office.  It  is  essential  that 
our  profession  be  represented  by 
people  who  care  about  and  put 
their  energy  into  their  churches, 
schools,  and  communities. 

Now  the  next  two  bits  of  advice 
are  very  personal.  You  are  a 
precious  asset.  Some  of  you  do  not 
yet  appreciate  the  valuable  resource 
you  are  to  your  fellow  human  be- 
ings. Because  of  that,  physicians 
sometimes  neglect  the  practical 
areas  of  family  living  and  stability. 

Listen  to  me  as  you  would  a 
Dutch  uncle,  because  physician  in- 
come and  earnings  in  the  coming 


years  may  well  be  less  than  I and 
those  before  me  in  the  60s  and  70s 
have  enjoyed.  Be  cautious  about 
debt.  Many  of  you  now  have  signifi- 
cant debts  acquired  to  complete 
medical  school  and  many  will 
assume  more  debt  while  you  com- 
plete residency.  You  may  well  have 
to  borrow  more  money  when  you 
begin  practice.  Therefore,  in  the  ear- 
ly years  of  your  practice  you  will 
need  to  control  personal  and  family 
spending.  You  do  not  have  to  start 
practice  driving  an  expensive  car  or 
living  in  the  most  expensive 
neighborhood  in  your  community. 
Start  small  and  you  will  not  feel  the 
terrible  pinch  of  not  having  enough 
money  even  to  take  a vacation.  You 
are  a good  credit  risk  and  people 
will  loan  you  so  much  money  that 
you  may  not  be  able  to  pay  it  back, 
so  be  prudent. 

1 hope  each  of  you  will  have  a 
long  professional  life.  To  attain  that 
you  will  need  personal  resources 
over  many  years.  Do  you  know' 
what  your  most  important  asset  is? 

It  is  that  person  who  shares  your 
life — your  spouse,  and  your  family, 
your  children.  Protect  your  family.  I 
am  not  talking  only  about  their 
financial  security;  1 am  talking  about 
the  intimacy  and  closeness  of  the 
family  relationship.  Do  not  permit  it 
to  happen — that  it  can  be  said  of 
you— ‘you  lived  together  but  grew 
apart.”  Devote  the  time  and  energy 
to  preserve  the  quality  of  your  mar- 
riage. A good  marriage  takes  com- 
mitment, energy  and  time  from 
both  parties.  The  medical  marriage 
is  under  great  stress  because  of  your 
commitment  to  patients  and  their 
needs,  but  it  is  possible  to  practice 
the  highest  quality  of  medicine  and 
to  preserve  the  highest  quality  of 
family  life.  It  takes  hard  work  and 
determination. 

The  celebration  continues.  Soon 
you  will  be  beginning  the  steep 
climb  again.  You  have  many  people 
pulling  for  you — your  medical 
school  faculty,  your  family,  and  your 
colleagues  in  our  honored  profes- 
sion. Godspeed. 

— Charles  E.  Turner,  M.  D. 
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WVU  Grads’  . . . 
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ment  of  Medicine;  Robert  D’Angelo, 
Weirton,  Western  Pennsylvania 
Hospital,  Pittsburgh;  Mark  T. 

Darnell,  Hockessin,  Del,.  Medical 
College  of  Ohio,  Toledo;  Bruce  J. 
Davidson,  Morgantown,  New  York 
University  Medical  Center;  Richard 
J.  DeAngelis,  Naples,  Fla.,  WVU 
Department  of  Family  Practice; 

Edward  D.  DeVelin,  West 
Chester,  Pa.,  Conemaugh  Valley 
Memorial  Hospital,  Johnstown,  Pa.; 
Lee  C.  Drinkard,  Wheeling,  George 
Washington  University  Hospital; 
Jaimela  J.  Dulaney,  Morgantown, 
University  Health  Center/Montefiore 
Hospital,  Pittsburgh;  Howard  N. 
Ferimer,  Charleston,  Mercy  Hospital, 
Pittsburgh;  Susanne  E.  Fix,  Hun- 
tington, Methodist  Hospital  of  In- 
diana, Indianapolis;  Jeanne  M. 

Foose,  Huntington,  Vanderbilt 
University  Hospital,  Nashville;  John 
L.  Goad,  Delbarton,  CAMC;  Lisa  S. 
Graham,  Hinton,  CAMC;  William  C. 
Hamilton,  Grove  City,  Ohio,  Naval 
Hospital,  Portsmouth,  Va.;  John  P. 
Hayes,  Charleston,  St.  Agnes 
Hospital,  Baltimore,  Md.; 

Charles  B.  Hickok,  Washington, 
D.C.,  Washington  Hospital  Center; 
Stephen  E.  Holbrook,  Dunwoody, 
Ga.,  Emory  University  School  of 
Medicine,  Atlanta;  Douglas  H, 
Howerton,  Berkeley  Springs, 
Cleveland  Clinic  Eoundation;  Robert 
B.  Jackson,  Charleston,  AMI- 
Presbyterian-St.  Lukes  Medical 
Center,  Denver,  Colo.;  Helen  M. 
Kellett,  Wheeling,  Hackensack  (N.J.) 
Medical  Center;  Bruce  P.  Klein, 
Stamford,  Conn.,  WVU  Department 
of  Orthopedic  Surgery;  Jay  J.  Libys, 
Adelphi,  Md.,  Medical  LIniversity  of 
South  Carolina,  Charleston;  Glen  A. 
Marino,  Bethpage,  N.  Y.,  Nassau 
County  Medical  Center,  East 
Meadow,  N.Y.;  Bruce  E.  Mazurek, 
Fairmont,  Allegheny  General 
Hospital,  Pittsburgh;  William  H. 
McCuskey,  Wheeling,  Mercy 
Hospital,  Pittsburgh; 

James  E.  McDermott,  Wheeling, 
CAMC;  Matthew  L.  Miller, 
Parkersburg,  Naval  Hospital,  Ports- 
mouth, Va.;  Carol  P.  Milam, 
Charleston,  University  of  Utah  Af- 
filiated Hospitals,  Salt  Lake  City; 

Jack  C.  Moore  II,  Hiller,  Pa.,  Milton 
S.  Hershey  Medical  Center;  John  P. 
Muse,  Brookline,  Mass.,  University 
of  Connecticut  School  of  Medicine, 
Farmington;  Francis  H.  Oliver, 

White  Flaven,  Pa.,  WVU  Department 
of  Medicine,  Section  of 


Cardiology;  Susan  E.  Palmer, 
Monessen,  Pa.,  University  of  Iowa 
Hospitals/Clinics,  Iowa  City;  Dayton 
D.  Payne  Jr.  Pinch,  CAMC;  Nicholas 
D.  Pouios,  St.  Helena,  Calif., 
Jacksonville  (Ela.)  Health  Education 
Program;  Marilyn  Radke,  Wheeling, 
George  Washington  University 
Hospital; 

Jerilyn  K.  Ribovich,  McKeesport, 
Pa.,  North  Carolina  Baptist  Hospital, 
Winston-Salem;  George  R.  Robin- 
son, Severna  Park,  Md.,  York  (Pa.) 
Hospital;  Glenn  C.  Robinson,  North 
Haven,  Conn.,  Maine  Medical 
Center,  Portland;  David  J.  Rodak, 
Morgantown,  Emory  University 
School  of  Medicine,  Atlanta;  Judith 
T.  Romano,  Clarksburg,  WVU 
Department  of  Pediatrics;  Michael  A. 
Russell,  Parkersburg,  Methodist 
Hospital  of  Indiana,  Indianapolis; 
Daniel  L.  Sadler,  Bluefield,  CAMC; 

Debra  H.  Selby,  Burnt  House, 
WVU  Department  of  Pediatrics; 
James  H.  Sherry,  Howard,  Pa., 
Bethesda  (Md.)  Naval  Hospital; 
Donald  R.  Shoenthal  Jr.,  Murrysville, 
Pa.,  WVU  Department  of  Eamily 
Practice;  John  V.  Shufflebarger, 
Berkeley  Springs,  Milton  S.  Hershey 
Medical  Center;  Timothy  K. 
Simmons,  Bridgeport,  Baptist 
Medical  Centers,  Birmingham,  Ala.; 
Mariel  M.  Smith,  Huntington, 

Medical  University  of  South  Caro- 
lina, Charleston;  John  L.  Stanley, 
Fayetteville,  University  of 
Massachusetts,  Worcester;  Imelda  D. 
Stevenson,  Morgantown,  WVU 
Hospitals,  Inc.;  Edward  E.  Stewart 
Jr.,  Las  Vegas,  Nev.,  WVU  Depart- 
ment of  Pediatrics;  Michael  J. 
Sullivan,  Milton,  Medical  LIniversity 
of  South  Carolina,  Charleston; 
Randall  A.  Swain,  Wheeling,  Ohio 
State  University  Hospital,  Columbus; 

Susan  M.  Sypolt,  Terra  Alta,  WVU 
Department  of  Radiology;  Daniel  B. 
Thistlethwaite,  Tucson,  Ariz., 

CAMC;  Gregory  A.  Thompson,  Fair- 
mont, Orlando  (Fla.)  Regional 
Medical  Center;  Mark  O.  Thornton, 
Philadelphia,  Pa.,  Bethesda  (Md.) 
Naval  Hospital;  Devin  J.  Troyer, 
Hershey,  Pa.,  St.  Francis  Medical 
Center,  Pittsburgh;  George  J. 

Ullrich,  Clarksburg,  McL,  George 
Washington  LIniversity  Hospital;  An- 
thony J.  Viti,  Pelham  Manor,  N.Y., 
WVU  Department  of  Medicine; 
Ronald  S.  Wargacki,  Weirton,  Mercy 
Hospital,  Pittsburgh;  Crystl  D. 
Willison,  Mathias,  George 
Washington  LIniversity  Liospital; 
Todd  Witsberger,  Wheeling,  CAMC; 
and  Wynne  E.  Woodyear,  Dunkirk, 
Md.,  Duke  University  Medical 
Center,  Durham,  N.C. 


Family 

Practitioner 

General 

Practitioner 

Pediatrician 

Needed  now  to  work  with 
an  unique,  internationally 
respected  rural  health  system 
network  in  Kentucky  which 
includes  a hospital,  satellite 
clinics,  a home  health  agency 
anci  a school  of  advanced 
nursing.  This  is  an  Equal 
Opportunit}'  Employer.  A 
regional  medical  center  is 
within  20  miles.  The  prac- 
tice environment  is  stimu- 
lating - physicians  and 
Advanced  Registered  Nurse 
Practitioners  work  in  joint 
practice  teams;  interaction 
with  students  is  encouraged; 
the  rural  population  presents 
a great  range  and  intensiw 
of  medical  problems. 

The  setting  is  in  hea\  ily- 
wooded  mountains  with  a 
moderate  4-season  climate. 
Seven  state  parks  are  within 
80  miles. 

Superior  compensation/ 
benefits  package  includes  a 
guaranteed  salary^  with  incen- 
tives and  malpractice.  Call 
Deborah  Pennington  COL- 
LECT at  1-502-897-2556. 

^OCUS: 

LHealthcare 
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New  Members 

The  following  physicians  were 
welcomed  in  April  as  new  members  of 
the  West  Virginia  State  Medical 
Association: 

Cabell 

Carl  L.  McGahee,  M.D.,  Marshall 
Medical  School,  1801  6th  Avenue,  Hun- 
tington 25701,  Psychiatry 

Bruce  Merkin,  M.D.,  531  6th  Avenue, 
Huntington  25701,  Internal  Medicine 

Susan  Spitz,  M.D.,  1335  13th  Avenue, 
Huntington  25701,  Family  Practice 

Sara  Louise  Stevens,  M.D.,  510  10th 
Street,  Huntington  25701 

William  Triest,  M.D.,  Cabell  Hun- 
tington Hospital,  13^0  Hal  Greer 
Boulevard,  Huntington  25701, 
Pathology 

Fereydoun  Zangeneh,  M.D.,  Marshall 
Medical  School,  1801  6th  Avenue,  Hun- 
tington 25701,  Pediatrics 

Eastern  Panhandle 

Robert  Lynch,  M.D.,  3H  Cliffton 
Court,  Martinsburg  25401 

Stephen  !.  Mallott,  M.D.,  2010  Oates 
Drive,  Suite  101,  Martinsburg  25401 

Harry  Spalt,  M.D.,  2010  Oates  Drive, 
Suite  105,  Martinsburg  25401 

Fayette 

Alejandro  Adajar,  M.D.,  729  Main 
Street,  Mt.  Hope  25880,  General 
Practice 

Miraflor  Khorshad,  M.D.,  Sum- 
mersville  Llrgent  Care  Specialty  Center, 
415  Main  Street,  Summersville  26651, 
General  Practice 

Greenbrier 

Wesley  Riggs  Bagan,  M.D.,  Green- 
brier Valley  Medical  Arts  Building, 
Fairlea  24902 

Harrison 

Michael  Angotti,  M.D.,  Doctor’s  Of- 
fice Building,  4 Hospital  Plaza, 
Clarksburg  26301 

Paul  Brager,  M.D.,  Llnited  Hospital 
Center,  P,  O.  Box  1680,  Clarksburg 
26301 


Roni  Kunor,  M.D.,  United  Hospital 
Center,  P.  O.  Box  1680,  Clarksburg 
26301,  Emergency  Medicine 

Douglas  McKinney,  M.D.,  418 
Buckhannon  Pike,  Nutter  Fort  26301 

Maurice  C.  Rhodes,  M.D.,  101 

Stoneybrooke  Road,  Clarksburg  26301 

Dennis  P.  Tikansky,  M.D.,  United 
Hospital  Center,  P,  O.  Box  1680, 
Clarksburg  26301,  ICtdiology 

Kanawha 

Graciano  Cendana,  M.D.,  4915 
Kanawha  Avenue,  SE,  Charleston 
25304,  Pathology 

David  Seidler,  M.D.,  103  Walnut 
Drive,  Scott  Depot  25560,  Emergency 
Medicine 

Logan 

Steve  Kondovski,  M.D.,  P.  O.  Box 
218,  Varney  25696 

Mason 

Joseph  Gallo,  M.D.,  Bend  Area 
Medical  Center,  New  Haven  25265, 
Eamily  Practice 

Monongalia 

Roger  S.  Barclay,  M.D.,  300 

Wedgewood  Drive,  Morgantown  26505 

Janet  L.  Hortin,  M.D.,  300 

Wedgewood  Drive,  Morgantown  26505 

Ohio 

Daniel  W.  Wilson,  M.D.,  2200  Na- 
tional Road,  Wheeling  26003 

Summers 

Brian  G.  Richards,  M.D.,  New  River 
Internal  Medicine,  415  Third  Avenue, 
Hinton  25951,  Internal  Medicine 

Residents 

Valerie  Anne  Lazzell,  M.D.,  548 
Morgan  Street,  Morgantown  26505 

Robert  J.  Palmer,  Jr,,  M.D.,  302 
Washington  Avenue,  Wheeling  26003 

Students 

David  C.  Griffin,  1222  Waco  Road, 
Huntington  25701 

K.  Edwin  Leap,  11,  3304  Chestnut 
Hill  Apartments,  Morgantown  26505 

David  P.  Malone,  8001  Chestnut  Hill 
Apartments,  Morgantown  26505 


DISCOUNT 

HOLTER 

SCANNING 

SERVICES 

Starting  at  $35.00 


Cardionostic  Holter 
recorder  (cassette) 
available  from  $1,125.00 


Spacelabs  Holter 
recorder  (cassette) 
available  from  $1,275.00 


Smallest  & lightest 
bolters  update 


Fast  service 
(24-48  hrs.)  turnover 


Hook  up  kits 
starting  at  $4.95 


Special  introductory  offer 
of  three  free  tests 
with  any  purchase  or  lease 
of  the  recorder 

• 

Cardiologst  over-read 
available  for  $15.00 

if  interested  call 

(301)  870-3626 
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MAGNETIC  RESONANCE  IMAGING 


IT’S  HERE  AND  NOW 

Full  time  scanning  services 


COMMUNITY  RADIOLOGY,  INC. 

1279  STADIUM  DRIVE 

BLUEFIELD,  WV  24701  (304)  327-0394 


He  can’t  wait  a lifetime — he  hasn’t  got  it. 

So  like  thousands  of  other  children 
with  Duchenne  Muscular  Dystrophy,  he  can 
only  sit  tight  while  MDA  researchers  race 
against  time. 

One  of  the  most  common  and  devastat- 
ing forms  of  muscular  dystrophy,  Duchenne 
is  caused  by  a defective  gene.  The  first  step 
in  finding  a cure  is  finding  that  gene.  And 
right  now  we’re  so  close  that  we’re  pouring 
every  possible  cent  into  the  quest. 

For  many  of  the  children  stricken  with 
Duchenne  today,  it  may  not  be  too  late. 

And  the  child  you  see  here  could 
watch  his  life  expectancy  stretch  into  a 
lifetime. 


Muscular  Dystrophy  Association, 
Jerry  Lewis,  National  Chairman 
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Electromyography 

and 

Nerve  Conduction 
Studies. 

★ 

Prasadarao  B.  Mukkamala,  MD 

Diplomats  of  American  Board 
of  Physical  Medicine 
and  Rehabilitation. 

Active  member  of 
American  Association 
of  Electromyography 
and  electrodiagnosis. 

(Admitted  by  examination) 

★ 

FOR  APPOINTMENT 
CALL  (304)  344-5153 

★ 

Prasadarao  B.  Mukkamala,  MD 

1200  Quarrier  Street 
Charleston,  WV  25301 


PANHANDLE 
REHABILITATION 
SERVICES,  INC. 

MORT  K.  FARD,  M.  D. 

★ 

Practice  limited  to 
Rehabilitation  Medicine, 
Electromyography 
& Thermography 

★ 

Active  member  of  American 
Academy  and  congress  of 
Rehabilitation  Medicine  and 
American  Association  of 
Electromyography  & 
Electrodiagnosis  & American 
Academy  of  Thermology. 

★ 

Martinsburg,  WV  (304)  263-8411 


CANCER. 
IT'S  SIMPLY  NOT 
WHAT  IT 
USED  TO  BE. 

Over  the  last  40  years,  research 
programs  supported  by  the  American 
Cancer  Society  have  made  increasing 
progress  in  the  treatment,  detection 
and  prevention  of  cancer. 

In  1986  alone,  the  Society  funded 
over  700  projects  conducted  by  the 
most  distinguished  scientists  and 
research  institutions  in  the  country. 

Which  is  why,  this  year,  hundreds 
of  thousands  of  people  will  be  suc- 
cessfully treated  for  the  disease. 

We  are  winning. 

But  we  need  you  to  help  keep  it 
that  way. 


AMERICAN 


V CANCER 
f SOaETY 


Help  us  keep  winning. 


Dx:  recurrent 

VlUlr  **  * 


for- 


HeRpecin-L^ 


herpes  labialis 

“HERPECIN-L  is  my  treatment  of  choice  for 
perioral  herpes.”  GP,  NY 

“HERPECIN-L  appears  to  actually  prevent  the 
blisters  . . . used  soon  enough.”  DDS,  MN 

“HERPECIN-L5.  . . a conservative  approach 
with  low  risk/high  benefits.”  MD,  FL 

“Used  at  prodromal  symptoms  . . . blisters 
never  formed  . . . remarkable.”  DH,  MA 

“(In  clinical  trials) . . . response  was  dramatic. 
HERPECIN-L  . .proven  far  superior.”  DDS,  PA 

“All  patients  claimed  shorter  duration  ...  at 
prodromal  symptoms  . . . HERPECIN-L 
averted  the  attacks.”  MD,  AK 


OTC.  See  P.D.R.  for  information.  For  samples  to  make 
your  own  clinical  evaluation,  write:  Campbell  Laboratories, 
Inc.,  P.O.  box  812-MD,  FDR  STATION,  NEW  YORK,  N.Y. 
10150 


In  West  Virginia  HERPECIN-L  is  available  at  all  Fruth,  Nelson, 
Revco,  RiteAid  and  SupeRx  and  other  select  pharmacies. 


ED 


CONFIRMED  BY  CLINICAL  EVIDENCE 
ZANTAC®  150  h.s. 

ranitidine  HCl/Glaxo  150  mg  tablets 

EFFECTIVE  MAINTENANCE  THERAPY 
for  healed  duodenal  ulcer  patients 


See  last  page  for  references  and 
Brief  Summary  of  Product  Information. 


G!axo/<^ 


In  two  randomized,  double-blind,  and  wel 1 -control  led  clinical 
trials,  ZANTAC  150  mg  h.s.  significantly  superior  to  cimetidine 
400  mg  h.s.  for  maintenance  therapy  in  healed  duodenal  ulcers. 


Percent  of  patients  with  observed  duodenal  ulcer  recurrence 


0-4 

months 

0-8 

months 

0-12 

months 

No . 

patients 

USaI 

ranitidine 
150  mg  h.s. 

9% 

14%* 

16%t 

60 

cimetidi ne 
400  mg  h.s. 

23% 

34% 

43% 

66 

UK,  Ireland, 
Austral i a^ 

rani tidi ne 
150  mg  h.s. 

14%+ 

23%+ 

243 

cimetidi ne 

21% 

34% 

37% 

241 

400  mg  h.s. 

*p  = 0.02 
tp=0.01 
+p< 0.004 

%=life-table  estimates 

All  patients  were  permitted  prn  antacids  for  relief  of  pain. 


These  two  trials  used  the  currently  recommended  dosing  regimen 
of  cimetidine  (400  mg  h.s.)  and  ranitidine  (150  mg  h.s.).  A 
comparison  of  other  dosing  regimens  has  not  been  studied. 

The  studied  dosing  regimens  are  not  equivalent  with  respect  to 
the  degree  and  duration  of  acid  suppression  or  suppression  of 
nocturnal  acid. 


The  superiority  of  ranitidine  over  cimetidine  in  these  trials 
indicates  that  the  dosing  regimen  currently  recommended  for 
cimetidine  is  less  likely  to  be  as  successful  in  maintenance 
therapy. 


Convenient  once-a-night  dose  with  a 
low  incidence  of  side  effects^ 

Headache,  sometimes  severe,  seems  to  be  related  to  ranitidine 
administration.  Other  side  effects  have  been  reported;  for  a 
complete  listing,  see  the  ADVERSE  REACTIONS  section  in  the  Brief 
Summary. 


No  significant  interference  with  the  hepatic  cytochrome 


P-450  enzyme  system  at  recommended  doses 


ZANTAC  150  mg  has  no  significant  drug  interactions  with 
theophylline,  phenytoin,  or  warfarin.  The  bioavailability  of 
certain  medications  whose  absorption  is  dependent  on  a low  gastric 
pH  may  be  altered  when  ZANTAC  or  other  medications  that  decrease 
gastric  acidity  are  administered. 


Zantaciso 

ranitidine  HCI/Glaxo  150  mg  tablets 

One  tablet  at  bedtime 
for  maintenance 


See  next  page  for  references  and 
Brief  Summary  of  Product  Information. 


fi/axo/<S 


Zantaciso 

ranitidine  HCI/Glaxo  150  mg  tablets 

One  tablet  at  bedtime  for  maintenance  therapy 
in  healed  duodena!  ulcer  patients 
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ZANTAC  ISO  Tablets  BRIEF  SUMMARY  OF 

(ranitidine  hydrochloride)  PRODUCT  INFORMATION 

ZANTAC'  300  Tablets 
(ranitidine  hydrochloride) 

The  following  is  a brief  summary  only.  Before  prescribing,  see 
complete  prescribing  information  in  ZANTAC*  product  labeling. 
INDICATIONS  AND  USAGE:  ZANTAC*  is  indicated  in: 

1.  Short-term  treatment  of  active  duodenal  ulcer.  Most  patients 
heal  within  four  weeks. 

2 Maintenance  therapy  for  duodena  I ulcer  patients  at  reduced  dos- 
age after  healing  of  acute  ulcers. 

3.  The  treatment  of  pathological  hypersecretory  conditions  (eg,  Zol  - 
Imger-Ellison  syndrome  and  systemic  mastocytosis). 

4.  Short-term  treatment  of  active,  benign  gastric  ulcer.  Most 
patients  heal  within  six  weeks  and  the  usefulness  of  further  treat- 
ment has  not  been  demonstrated. 

5.  Treatment  of  gastroesophageal  reflux  disease  (GERD)  Symptom- 
atic relief  commonly  occurs  within  one  or  two  weeks  after  starting 
therapy  and  is  maintained  throughout  a six  week  course  of  ther- 
apy. 

In  active  duodenal  ulcer;  active,  benign  gastric  ulcer;  hyper- 
secretory states;  and  GERD.  concomitant  antacids  should  be 
given  as  needed  for  relief  of  pain. 

CONTRAINDICATIONS:  ZANTAC*  is  contraindicated  for  patients 
known  to  have  hypersensitivity  to  the  drug 
PRECAUTIONS:  Symptomatic  response  to  ZANTAC*  therapy  does 
not  preclude  the  presence  of  gastric  malignancy. 

Since  ZANTAC  is  excreted  primarily  by  the  kidney,  dosage 
should  be  adjusted  in  patients  with  impaired  renal  function  (see 
DOSAGE  AND  ADMINISTRATION)  Caution  should  be  observed  in 
patients  with  hepatic  dysfunction  since  ZANTAC  is  metabolized  in 
the  liver. 

False-positive  tests  for  urine  protein  with  Multistix’  may  occur 
during  ZANTAC  therapy,  and  therefore  testing  with  sulfosalicylic 
acid  is  recommended. 

Although  recommended  doses  of  ZANTAC  do  not  inhibit  the 
action  of  cytochrome  P-450  enzymes  in  the  liver,  there  have  been 
isolated  reports  of  drug  interactions  which  suggest  that  ZANTAC 
may  affect  the  bioavailability  of  certain  drugs  by  some  mechanism 
as  yet  unidentified  (eg.  a pH  dependent  effect  on  absorption  or  a 
change  in  volume  of  distribution). 

Lack  of  experience  to  date  precludes  recommending  ZANTAC 
for  use  in  children  or  pregnant  patients.  Since  ZANTAC  is  secreted 
m human  milk,  caution  should  be  exercised  when  administered  to 
a nursing  mother. 

ADVERSE  REACTIONS:  Headache,  sometimes  severe,  seems  to  be 
related  to  ZANTAC"  administration  Constipation,  diarrhea,  nau- 
sea/vomiting,  and  abdominal  discomfort/pam  have  been 
reported.  There  have  been  rare  reports  of  malaise,  dizziness, 
somnolence,  insomnia,  vertigo,  tachycardia,  bradycardia,  prema- 
ture ventricular  beats,  and  arthralgias  Rare  cases  of  reversible 
mental  confusion,  agitation,  depression,  and  hallucinations  have 
been  reported,  predominantly  in  severely  ill  elderly  patients. 

In  normal  volunteers.  SGPT  values  were  increased  to  at  least 


twice  the  pretreatment  levels  in  6 of  12  subjects  receiving  100  mg 
qid  IV  for  seven  days,  and  in  4 of  24  subjects  receiving  50  mg  qid 
for  five  days.  With  oral  administration  there  have  been  occasional 
reports  of  reversible  hepatitis,  hepatocellular  or  hepatocanalicu- 
lar  or  mixed,  with  or  without  jaundice. 

There  have  been  rare  reports  of  reversible  leukopenia,  granulo- 
cytopenia, thrombocytopenia,  and  pancytopenia. 

Although  controlled  studies  have  shown  no  antiandrogenic 
activity,  occasional  cases  of  gynecomastia,  impotence,  and  loss  of 
libido  have  been  reported  in  male  patients  receiving  ZANTAC,  but 
the  incidence  did  not  differ  from  that  in  the  general  population. 

Incidents  of  rash,  including  rare  cases  suggestive  of  mild  ery- 
thema multiforme,  and,  rarely,  alopecia,  have  been  reported,  as 
well  as  rare  cases  of  hypersensitivity  reactions  (eg,  broncho- 
spasm,  fever,  rash,  eosinophilia)  and  small  increases  in  serum 
creatinine. 

DVERDDSAGE:  Information  concerning  possible  overdosage  and  its 
treatment  appears  in  the  full  prescribing  information 
DOSAGE  AND  ADMINISTRATION  Active  Duodenal  Ulcer:  The  current 
recommended  adult  oral  dosage  is  150  mg  twice  daily.  An  alter- 
nate dosage  of  300  mg  once  daily  at  bedtime  can  be  used  for 
patients  in  whom  dosing  convenience  is  important.  The  advan- 
tages of  one  treatment  regimen  compared  to  the  other  in  a particu- 
lar patient  population  have  yet  to  be  demonstrated. 

Maintenance  Therapy:  The  current  recommended  adult  oral  dosage 
IS  150  mg  at  bedtime 

Pathological  Hypersecretory  Conditions  (such  as  Zollinger-Ellison 
Syndrome):  The  current  recommended  adult  oral  dosage  is  150  mg 
twice  a day.  In  some  patients  it  may  be  necessary  to  administer 
ZANTAC  150-mg  doses  more  frequently.  Doses  should  be  adjusted 
to  individual  patient  needs,  and  should  continue  as  long  as  clini- 
cally indicated.  Doses  up  to  6 g/day  have  been  employed  in 
patients  with  severe  disease 

Benign  Gastric  Ulcer:  The  current  recommended  adult  oral  dosage 
is  150  mg  twice  a day. 

GERD:  The  current  recommended  adult  oral  dosage  is  150  mg 
twice  a day. 

Dosage  Adjustment  for  Patients  with  Impaired  Renal  Function:  On  the 

basis  of  experience  with  a group  of  subjects  with  severely  impaired 
renal  function  treated  with  ZANTAC,  the  recommended  dosage 
in  patients  with  a creatinine  clearance  less  than  50  ml/min  is 
150  mg  every  24  hours.  Should  the  patient’s  condition  require,  the 
frequency  of  dosing  may  be  increased  to  every  12  hours  or  even 
further  with  caution.  Hemodialysis  reduces  the  level  of  circulating 
ranitidine.  Ideally,  the  dosage  schedule  should  be  adjusted  so  that 
the  timing  of  a scheduled  dose  coincides  with  the  end  of  hemodialysis. 
HOW  SUPPLIED:  ZANTAC*  300  Tablets  (ranitidine  hydrochloride 
equivalent  to  300  mg  of  ranitidine)  are  yellow,  capsule-shaped 
tablets  embossed  with  “ZANTAC  300"  on  one  side  and  "Glaxo"  on 
the  other.  They  are  available  in  bottles  of  30  (NDC  0173-0393-40) 
and  unit  dose  packs  of  100  tablets  (NDC  0173-0393-47). 

ZANTAC*  150  Tablets  (ranitidine  hydrochloride  equivalent  to 
150  mg  of  ranitidine)  are  white  tablets  embossed  with  "ZANTAC 
150"  on  one  side  and  "Glaxo"  on  the  other.  They  are  available  in 
bottles  of  60  tablets  (NDC  0173-0344-42)  and  unit  dose  packs  of 
100  tablets  (NDC  0173-0344-47) 

Store  between  15°  and  30”C  (59°  and  86°F)  in  a dry  place.  Protect 
from  light.  Replace  cap  securely  after  each  opening. 

© Copyright  1983,  Glaxo  Inc.  All  rights  reserved  October  1986 
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THE  MYERS  CLINIC 


Radiology: 

Philippi,  West  Virginia 
Surgery: 

Pediatrics: 

Halberto  G.  Cruz,  M.  D. 

J.  W.  Woodford,  M.  D. 

E.  G.  Kreider,  M.  D. 

Boyd  R.  Wickizer,  M.  D. 

Beth  E.  Rezet,  M.  D. 

Pathology: 

Fulvio  Franyutti,  M.  D. 

Internal  Medicine: 

Family  Practice: 

Karl  J.  Myers,  Jr.,  M.  D. 
Wm.  A.  SanPablo,  M D. 
Gregg  J.  Fromell,  M.  D. 

Charles  L.  Arnett,  M.  D. 
James  A.  Arnett,  M.  D. 

Notice:  Seeking  Ob/Gyn  Board  Certified  or  Board  Eligible  and  Family  Practice  with  Ob. 
Contact:  Lonnie  L.  Crane,  112  North  Woods  Street,  Philippi,  WV  26416.  (304)  457-2800. 


JAMES  T.  SPENCER,  JR.,  M.D. 

ROGER  P.  NICHOLS,  M.D. 

RONALD  L.  WILKINSON,  M.D.,  F.A.C.S. 
F.  THOMAS  SPORCK,  M.D.,  F.A.C.S. 
CHARLES  D.  CRIGGER,  M.D. 


AUDIOLOGY  SERVICES 
VINCENT  LUSTIG,  PH.D. 
GARY  HARRIS,  PH.D. 


EAR,  NOSE  SC  THROAT  ASSOCIATES 
OF  CHARLESTON,  INC. 


HEAD  AND  NECK  MEDICINE  AND  SURGERY 
OTORHINOLARYNGOLOGY 
OTOLARYNGIC  ALLERGY 
FACIAL  PLASTIC  AND 
RECONSTRUCTIVE  SURGERY 
BRONCHOESOPHAGOLOGY 
FORENSIC  OTOLOGY 


1314  VIRGINIA  ST,  EAST  — P.  O.  BOX  1628 
CHARLESTON,  WEST  VIRGINIA  25326-1628 
PHONE  342-0124 


SAINT  MARY’S  HOSPITAL 

2900  First  Avenue  — Huntington,  WV  25701  — Telephone:  304-526-1234 


Psychiatric  treatment  for  the  emotionally  disturbed.  Qualified  psychologists  and  social  workers  on  staff. 
Program  Includes:  Group  Therapy,  Psychotherapy,  Crisis  Intervention,  Care  for  the  Acutely  Disturbed, 
Substance  Abuse  and  Recreational  Therapy.  Well  trained  staff.  Forty-seven  beds. 


Medical  Staff  Members 


R.  A.  Edwards,  M,  D 697-7036 

K.  M.  Fink,  M.  D.  525-8191 

R.  W.  Hibbard,  M.  D 525-9355 

D.  H.  Webb,  M.D 525-9355 

J.  Gallemore,  M.  D 526-0580 

J.  V.  Ottaviano,  M.  D 525-7851 


S.  Y.  Marca,  M.  D 


L.  C.  Smith,  M.  D 697-7036 

M.  M.  Bateman,  M.  D 526-0580 

R.  A.  Kayser,  M.  D 529-1289 

C.  L.  McGahee,  M.  D 526-0580 

B.  M.  Hirani,  M.  D 523-2625 

R.  Kumar,  M.  D 529-2090 


736-2216 
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If  You  Want  to  Improve  the  Business  of  Your  Practice, 

See  the  Professionals. 

It’s  sound  advice.  These  days,  it’s  hard  to  keep  up  with  all  the  changes  taking  place  ...  tax  revision  . . . rising 
insurance  costs . . . governnnent  regulations  , . . tougher  competition  , . . and  have  enough  time  to  practice. 

For  more  than  30  years  we’ve  been  successfully  providing  medical  practitioners  with  management  services  tailored 
to  their  special  needs  . . . services  designed  to  improve  business  performance  and  productivity.  We  can  do  the  same 
for  you: 

• Install  Computer  Systems 

• Tram  Personnel 

• Develop  Accounting  Systems 

• Develop  Personnel  and  Accounting 
Procedures 

• Prepare  Employee  Compensation 
Summaries 

• Review  Specific  Office  Records 
On  Surprise  Basis 

With  our  Medical  Practice  Management  Group  taking  care  of  the  business  of  your  practice,  you’ll  have  more  time 
for  your  practice.  Call,  write,  or  see  the  professionals. 


• Maximize  Revenue,  Review 

Third  Party  Claim  Payer  Participation 

• Employee  Benefit  Planning 

• Budgeting  and  Planning 

• Allocating  Compensation 

• Operations  Review  of  Practice 

• Tax  Planning 


arnril  dMi»slrr 

certified  public  accountants 


Bill  McKee,  Coordinator 

Medical  Practice  Management  Group 

500  Lee  Street,  P.O.  Box  2629 

Charleston,  West  Virginia  25329 

(304)  346-0441 

1-800-642-3601 


MEDICAL  DIRECTOR,  ADULT  AND  CHILD 
ADOLESCENT  PSYCHIATRY  OPENINGS 


We  seek  a capable  psychiatrist  to  direct  the  growth  of  clinical  services  in  our  private,  freestanding,  not-for-profit 
psychiatric  hospital.  This  is  an  opportunity  to  play  a key  role  in  our  development  and  earn  an  income  in  excess  of 
$125,000  annually. 

In  addition,  we  seek  a psychatrist  to  work  with  us  in  the  expansion  of  our  child  and  adolescent  program.  Our  service 
is  recognized  for  its  high  quality  and  innovation.  This  position  has  an  opportunity  for  income  in  excess  of  $100,000 
annually. 

Our  hospital  is  located  an  hour’s  drive  from  Washington,  DC,  and  offers  the  special  high  quality  lifestyle  of  rural  living 
beside  the  world’s  most  exciting  city.  In  addition  to  private  practice  opportunities,  the  positions  include  possible 
teaching  and  research  opportunities. 

The  hospital  is  JCAH  approved  and  generates  75%  of  its  own  referrals.  It  has  under  construction  an  entirely  new 
child  and  adolescent  facility  and  a five-year  plan  that  includes  replacement  of  the  entire  adult  treatment  space. 

Relocation  inducements  include,  but  are  not  limited  to,  guaranteed  income,  interview  and  moving  expenses,  financial 
assistance  with  practice  development,  office  facilities  and  secretarial  services.  The  opportunities  are  available 
immediately. 

For  information  contact:  David  Rutherford,  CEO 

Brook  Lane  Psychiatric  Center 
R O.  Box  1945,  Hagerstown,  MD  21742 
Phone  (301)  733-0330. 

ALL  INQUIRIES  ARE  TREATED  IN  THE  STRICTEST  CONFIDENCE. 
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THE  WHEELING  CLINIC 

WHEELING,  WEST  VIRGINIA  26003 

L.  L.  CLINE,  Executive  Director 

Wheeling,  234-2000  • St.  Clairsville,  695-2511  • New  Martinsville  area,  455-4588  • Wellsburg-Steubenville  area,  527-1230 


INTERNAL  MEDICINE 
General 

B.  L.  VanPelt,  M.  D. 

P.  R.  Hedges,  M.  D. 

R.  N.  Lewis,  M.  D,  (St.  Clairsville) 

M.  J.  Lohne,  M.  D.  (St.  Clairsville) 

R.  D.  Morris,  D.  0.  (New  Martinsville) 

C.  McCool,  M.  D.  (St.  Clairsville) 

Peripheral  Vascular  Disease 

J.  D.  Holloway,  M.  D. 

Cardiovascular 

A.  M,  Valentine,  M.  D. 

W.  E,  Noble,  M.  D. 

Gastroenterology 

T.  E.  Chvasta,  M.  D. 

L.  R.  Cain,  M.  D. 

Hematology/Oncology 

C.  A.  Vasquez,  M.  D. 

Nephrology  Associates,  Inc. 

Pulmonary 

T,  V.  Burke,  M.  D. 

Rheumatology 

M.  A.  Stevens,  M.  D. 

GENERAL  SURGERY 

E.  C.  Voss,  M.  D. 

J.  H.  Mahan,  M.  D.  (St.  Clairsville) 

R.  L.  Cross,  M.  D.  (Martins  Ferry) 

THORACIC  AND 
CARDIOVASCULAR  SURGERY 

H.  Shackleford,  M.  D. 


ORTHOPEDICS 

E.  L.  Barrett,  M.  D. 

R.  S.  Glass,  M.  D. 

UROLOGY 

D.  C.  Trapp,  M.  D. 

B.  M.  McCuskey,  M.  D. 

GYNECOLOGY 

R.  W.  Leibold,  M.  D. 

R.  T.  Brandfass,  M.  D. 

OBSTETRICS  & GYNECOLOGY 

T.  A.  Athari,  M.  D. 

J.  W.  Campbell,  M.  D. 

C.  V.  Porter,  M.  D. 

OPHTHALMOLOGY 

W.  F.  Park,  M.  D. 

M.  E.  Nugent,  M.  D. 

R.  V.  Pangillnan,  M.  D. 

C.  G.  Kirby,  M.  D. 

OTOLARYNGOLOGY/ 

MAXILLO  FACIAL  SURGERY 

W.  A.  Tiu,  M.  D. 

RADIOLOGY 

Valley  Radiologists,  Inc. 

FAMILY  PRACTICE 

R.  A.  Porterfield,  M.  D.  (St.  Clairsville) 
G.  L.  Cholak,  M.  D.  (St.  Clairsville) 

E.  L.  Coffield,  M.  D.  (St.  Clairsville) 

DERMATOLOGY 

M.  Baron,  M.  D. 


NEUROLOGY 

H.  L.  Kettler,  M.  D. 

S.  G.  Christopher,  M.  D. 

W.  Zyznewsky,  M.  D. 

S.  Govindan,  M.  D. 

Neuropathology 

S.  Govindan,  M.  D. 

PSYCHIATRY 

S.  D.  Ward,  M.  D. 

D.  H.  Smith,  M.  D. 

D.  P,  Hiil,  M.  D. 

Pediatric  Psychiatry 

V.  Stein,  M.  D. 

ANCILLARY  SERVICES 
Optical 

Speech  Therapy/Audiology 
Counseling/Group  Therapy 
Biofeedback  Laboratory 
Electrology/Cosmetic  Therapy 
Electrocardiography 
Electroencephalography 
Neurological  Studies  (Non-Invasive) 
Roentgenology 
Pulmonary  Diagnostics  Lab 
Nutrition  Therapy 


LOOK  NO  FURTHER 
FOR  FINANCIAL 
DIRECTION! 


One  Financial  Place  Financial  and  Trust 

Kanawha  Valley  Bank,  NA.,  Charleston.  WV 
Security  Bank,  Huntington.  WV 
Citizens  National  Bank,  /Vtartinsburg,  WV 
Farmers  A Merchants  Bank,  Morgantown.  WV 
New  River  Banking  A Trust,  Oak  Hiil,  WV 


services  are  avciilcible  through  these 

Mercer  County  Bank,  Pnnceton.  WV 
Seneca  National  Bank,  Ronceverte.  WV 
The  Bank  of  St.  Albans,  St  Albans,  WV 
First  National  Bank,  Terra  Alta.  WV 


ALL  THE  PROFESSIONAL  FINANCIAL  AND  TRUST  SERVICES 
FOR  YOUR  PERSONAL  AND  BUSINESS  NEEDS 
ARE  IN  ONE  PLACE  . . . 

ONE  FINANCIAL  PLj^CE. 

NOW  AT  ALL  THE  ONE  VALLEY  BANKS  IN  WEST  VIRGINIA. 


Our  Financial  and  Trust  Services  include: 

• Personal  Asset  Management 

• Corporate  Funds  Management 

• Trusts  and  Estates 

• Estate  Settlement  for  Personal 
Executors 


• Private  Investment  Services 

• Financial  and  Estate  Planning 

• Corporate  Trusteeship  Services 

• Employee  Benefit  and  Retirement 
Plan  Administration 


Valley  Banks 
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Automotive  Detailing  Specialists 


• Custom  Car  Wash 
(Hand-washed  and  Hand-dried) 

• ^Interiors  Shampooed 

• *Engine  Cleaned 

• *Wax 

• Showroom 

(includes  all  of  the  above) 

^includes  custom  car  wash 

A Car  Care 


— Leather  Treatment  Program  — 

• A two-stage  process  — Cleaning  and 
Conditioning  — to  restore  and  renew  the 
glove-like  feel  of  your  vehicle's  leather 
interior 

Other  Services  Available 

(Stereos  - Paint  Sealant  - Fabric  Shield,  etc.) 


Service  Center 


JEFFCO  ^ INC. 


116  Laidley  Street 

345-7821  or  345-7622  Charleston,  West  Virginia 


Huntington  Ear  Clinic,  inc. 

2537  THIRD  AVENUE  HUNTINGTON,  WV  25703-1692 

J 


JOSEPH  B.  TOUMA,  M.D.,  FACS 

Practice  Limited  to  Ear  and 
Balance  Disorders 


OTOLOGIC  SERVICES 

Ear  diseases  and  surgery 
Deafness 


AUDIOLOGY 

Robert  Shumate,  M.Ed.,  CCCA 

Certified  Clinical  Audiologist 

Lena  S.  Shumate,  M.Ed.,  CCCA 

Certified  Clinical  Audiologist 


Balance  Disorders 
Facial  Nerve  Disorders 
Tinnitus 

Forensic  Otology 


AUDIOLOGIC  SERVICES 

Complete  audiometric 
testing 

Newborn  & children 
testing 

Hearing  aid  evaluation, 
dispensing  & counseling 

Compensation  & 

Rehabilitation  testing 

Industrial  hearing  screening 

Central  Auditory  testing 


HUNTINGTON  TELEPHONE  NUMBER 
304-529-2407  — 304-522-8800 


PUTNAMH-EAYS  VALLEY  TELEPHONE  NUMBER 
304-757-8877 


CharlestoHy^^^^ 

Eye  George  E.  Toma,  M.D.,  FACS 

Associates  Inc.v//# 


SURGICAL  CARE 
AND  TREATMENT 
FOR  DISEASES 
OF  THE  EYE 

311  Laidley  Street,  Suite  102 
Charleston,  WV  25301 
344-3937 


CATARACT  REMOVAL 

INTRAOCULAR  LENS  IMPLANT 

SURGICAL  CORRECTION  FOR 
NEARSIGHTEDNESS 

MEDICARE  ASSIGNMENT  ACCEPTED 

CHARGING  ONLY  WHAT  MEDICARE 
APPROVES  FOR  COVERED  SERVICES 


LASER  SURGERY  & THERAPY 
CORNEAL  TRANSPLANTS 

PERMANENT  COSMETIC 
EYELINER 

4430  Kanawha  Turnpike 
South  Charleston,  WV  25309 
768-0068 


CALL  TOLL  FREE  8:00  A.M.  - 4:00  P.M.  (800)  344-3993 
24  HOUR  ANSWERING  SERVICE  — FREE  PARKING  AT  BOTH  LOCATIONS 
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Classified 


PRACTICE  FOR  SALE— Retiring  effective 
May  1,  1987.  Dr  Martin  Kubilius,  408  E.  Du- 
Pont Avenue,  Belle,  WV  25015.  (304)  949-6873 
(office)  (304)  925-6848  (home). 


PHYSICIAN’S  ASSISTANT  — Free  adver- 
tising and  information  available  to  those  in- 
terested in  employing  a Physician’s  Assis- 
tant. CONTACT:  PA  Placement  Service, 
West  Virginia  Association  of  Physician’s 
Assistants,  c/o  Michael  W.  Holt,  PA-C,  P.  O. 
Box  1365,  Alderson-Broaddus  College,  Philip- 
pi, West  Virginia  26416,  or  call  (304)  457-1700, 
X.  230. 


PEDIATRICIAN:  Practice  opportunity  for 
Board  Eligible/Board  Certified  Pediatrician  in 
a warm  and  friendly  community  in  Eastern 
South  Carolina,  North  Myrtle  Beach  vicini- 
ty. Ideal  recreational  opportunities  to  in- 
clude the  beach,  sailing,  fishing,  tennis  and 
golf.  The  pediatric  practice  is  very  well 
established.  Excellent  financial  package 
from  hospital  — a 105,  bed  modern  hospital 
with  a 40  bed  Extended  Care  facility.  Con- 


tact Alton  Ewing,  Assistant  Administrator, 
Loris  Community  Hospital,  Loris,  SC  29569, 
telephone  (803)  756-4011. 


FAMILY  PRACTICE  — (ATTENTION:  NEW 
GRADUATES)  One  or  two  Board  Cer- 
tified/Board Eligible  Family  Practitioners 
needed  to  join  with  successful  FP  to 
establish  comprehensive  Outpatient  Treat- 
ment Center  in  Southern  WV.  Excellent  in- 
come & fringe  benefits  potential  for  ag- 
gressive young  M.D.  All  replys  confiden- 
tial. Reply  to:  Family  Care  Center,  c/o  WV 
Medical  Journal,  P.  O.  Box  4106,  Charleston, 
WV  25364. 


MARTINSBURG,  WEST  VIRGINIA  — 

Seeking  director,  board  prepared  or  certified 
in  emergency  medicine  for  busy  268  bed 
hospital  within  1 V2  hour  drive  of  Washington, 
D.C.  Attractive  compensation  and  malprac- 
tice insurance  provided.  Please  submit 
resume  to  Emergency  Consultants.  Inc.  One 
Windemere  Place,  Room  37,  Petoskey,  Ml 
49770;  800/253-7092,  or  in  Michigan 
800/632-9650. 


JOB  OPENING 

LOCAL  HEALTH  OFFICER:  Huntington,  W. 
Va.  Responsible  for  administering  basic 
public  health  services.  Requires  MD  degree, 
three  years  of  clinical  experience,  and  licens- 
ed to  practice  in  WV;  MPH  and/or  public 
health  experience  are  highly  desirable.  Salary 
range  $48,000-360,000.  Position  available 
1-1-88.  Send  resume  before  July  1st  to 
Search  Committee,  Cabell-Huntington 
Health  Department,  1336  Hal  Greer  Blvd., 
Huntington,  West  Virginia  25701. 
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HIGHLAND  HOSPITAL 


300  56th  Street,  S.E.,  R 0.  Box  4359 
Charleston,  West  Virginia  25364 


Crisis  intervention  • Group  therapy  • Family  therapy  • Marital  counseling  • Individual 
therapy  • Occupational  therapy  • Recreational  therapy  • Special  care  for  the  acutely 
disturbed  patient  • Schooling  provided  on  Children’s  Pavilion  • Staffed  by  qualified 
psychiatrists  and  medical  consultants. 


MEDICAL  STAFF 


ADULT  PSYCHIATRY 


Charles  C.  Weise,  M.  D 925-2159 

Pablo  M.  Pauig.  M.  D 343-8843 

Ralph  S.  Smith,  Jr.,  M.  D 925-0349 

Lee  L.  Neilan,  M.  D 925-3430 

Edmund  C.  Settle,  Jr,,  M.  D 925-0624 


ADULT  PSYCHIATRY 


Gina  Puzzuoli,  M.  D 925-6914 

John  P.  MacCallum,  M.  D 925-6966 

Sid  Lerfaid,  M.  D 925-0004 

Eima  Bernardo,  M.  D 768-1212 

Steve  Kissinger,  M.  D 925-6966 

Jerome  Massenburg,  M.  D 925-0349 


CHILD  PSYCHIATRY 


Pablo  M.  Pauig,  M.  D 343-8843 

Raiph  S.  Smith,  Jr.,  M.D 925-0349 

John  P.  MacCailum,  M.  D 925-6966 


Serving  the  community  for  over  30  years 
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A Multispecialty  Clinic 

Greenbrier  Valley  Medical  Arts  Building 

Ronceverte/Fairlea/Lewisburg,  West  Virginia 

INTERNAL  MEDICINE 

1-800-642-5161  or  304-647-5115 
FAMILY  GENERAL  PRACTICE 

RADIOLOGY 

Robert  K.  Modlin,  M.  D. 

Joseph  E.  Shaver,  M.  D. 

Charles  Weinstein,  M.  D. 
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General  & Thoracic 
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Significantly  improves  hemodynamics 


Bumex 

bumetanide/Roche 

0.5-mg,  1 -mg  and  2-mg  scored  tablets, 

2-ml  ampuls  (0.25  mg/ml)  and  2-ml,  4-ml 
and  10-ml  vials  (0.25  mg/ml). 

REDUCES 

FLUID  OVERLOAD 
and  eases  the  burden 
on  the  failing  heart 


Ten  patients  with  CHF  showed  marked  hemodynamic  Improvement  otter  seven  doys  of 
BUMEX*(bumetanlde/Roche)  (mean  values  ± SE)  Adapted  from  Olesen,  etol ' 


References:  l.  Olesen  KH,  etol:  Postgrad  Med  J 51  (Supp\  6)  54-63, 1975  2.  Handler  B, 
Dhingro  RC,  Rosen  KM:  J Clin  Phormocol  21 :706-lU,  Nov-Dec  1981  3.  BroterDC, 
etol:  Clin  Pharmacol  Ther 34  207-213,  Aug  1983  4.  Broter  DC,  Fox  WR,  Chennovasin  P: 
JCIln  Phormoco/ 21,599-603,  Nov-Dec  1981  5.  Davies  DL,  etol:  Clin  Pharmacol  Ther 
15  141-155,  Feb  1974 


BUMEX* 

bumetonlde/R(Kh* 

0.5-mg,  1-mg  and  2-mg  scored  tablets, 

2-ml  ampuls,  2-ml,  4-ml  and 
10-ml  vials  (0.25  mg/ml) 

BUMEX*  (bumetanlde/Roche) 

Before  prescribing,  pleose  consult  complete  product  Information,  a summary  of  wrilch  follows: 


WARNING:  Bumex  (bumetanlde/Roche)  Is  a potent  diuretic  which.  If  given  In  excessive 
amounts,  con  lead  to  o profound  diuresis  with  water  ond  electrolyte  depletion.  Therefore, 
careful  medical  supenrislon  Is  reriulred,  and  dose  and  dosage  schedule  have  to  be 
adjusted  to  the  Individual  patlenfs  needs.  (See  under  DOSAGE  AND  ADMINISTRATION  In 
complete  product  Information.) 


INDICATIONS  AND  USAGE:  Edema  associated  with  congestive  heart  follure,  hepatic  and  renal 
disease.  Including  the  nephrotic  syndrome. 

Almost  equal  diuretic  response  occurs  otter  orol  and  parenteral  administration  of  Bumex  If 
Impaired  gastrointestinal  obsorptlon  Is  suspected  or  oral  administration  Is  not  practicol,  Bumex 
should  be  given  by  the  Intromusculor  or  Intravenous  route 

Successful  treatment  with  Bumex  following  Instonces  of  allergic  reactions  to  furosemide  suggests 
0 lack  ot  cross-sensitivlty. 

CONTRAINDICATIONS:  Anuria  Hypersensitivity  and  In  patients  In  hepatic  coma  or  In  stotes  of 
severe  electrolyte  depletion.  Although  Bumex  con  be  used  to  Induce  diuresis  In  renal  Insuttlclency 
any  marked  Increase  In  blood  urea  nitrogen  or  creatinine,  or  the  development  ol  oliguria  during 
therapy  of  patients  with  progressive  renal  disease.  Is  on  Indicotlon  for  discontinuation  ol  treatment 
WARNINGS:  Dose  should  be  adjusted  to  potlenrs  needs  Excessive  doses  or  too  frequent 
qdmlnlstrotlon  con  leqd  to  profound  water  loss,  electrolyte  depletion,  dehydration,  reduction  In 
blood  volume  and  circulatory  collapse  with  the  possibility  of  vascular  thrombosis  and  embolism, 
portlculorly  In  elderly  patients. 

Prevention  ot  hypokalemia  requires  particular  attention  In  patients  receiving  digitalis  and  diuretics 
tor  congestive  heart  failure,  hepatic  cirmosis  and  ascites,  states  of  oldosterone  excess  with 
normol  renal  function,  potassium-losing  nephropothy,  certain  diarrheal  states,  or  other  states 
where  hypokalemic  Is  thought  to  represent  portlculor  odded  risks  to  the  potlents. 

In  patients  with  hepotic  cirrhosis  and  ascites,  sudden  olterotlons  ot  electrolyte  balance  may 
precipitote  hepatic  encephalopathy  and  coma.  Treotment  in  such  patients  Is  best  Initiated  In  the 
hospital  with  small  doses  ond  careful  monitoring  ot  the  potlents  clinical  stotus  and  electrolyte  bal- 
ance Supplemental  potassium  and/or  spironolactone  moy  prevent  hypokalemia  ond  metobollc 
olkolosis  In  these  patients. 

In  cots,  dogs  and  guinea  pigs,  Bumex  has  been  shown  to  produce  ototoxicity.  Since  Bumex  Is 
about  40  to  60  times  os  potent  os  furosemide.  It  Is  ontlclpoted  that  blood  levels  necessary  to  pro- 
duce ototoxicity  will  rarely  be  achieved.  The  potential  for  ototoxicity  increases  with  Intravenous 
therapy,  especially  at  high  doses 

Patients  ollergic  to  sultonomides  may  show  hypersensitivity  to  Bumex 
PRECAUTIONS:  Measure  senjm  potassium  periodically  and  odd  potassium  supplements  or 
potosslum-sporlng  diuretics.  It  necessory  Periodic  determinations  ol  other  electrolytes  ore  advised 
Ih  patients  treated  with  high  doses  or  lor  prolonged  periods,  particularly  In  those  on  low  soil  diets. 
Hyperuricemia  may  occur.  Reversible  elevations  ot  the  BUN  and  creatinine  may  occur,  especially 
with  dehydration  and  In  patients  with  renal  Insutliciency.  Bumex  moy  Increase  urinory  colcium 
excretion 

Possibility  ot  effect  on  glucose  metobolism  exists.  Periodic  determinations  ot  blood  sugar  should 
be  done,  particularly  In  patients  with  diabetes  or  suspected  latent  diobetes 


Patients  should  be  observed  regularly  for  possible  occurrence  ot  blood  dyscroslos,  liver  damage 
or  Idiosyncratic  reactions. 

Especially  In  presence  ot  Impaired  renal  function,  use  ot  porenterolly  administered  Bumex  should 
be  ovoided  In  patients  to  whom  aminoglycoside  antibiotics  ore  also  being  given,  except  In 
llte-threotening  conditions. 

Drugs  with  nephrotoxic  potential  and  bumetonlde  should  not  be  administered  simultoneously 
Since  lithium  reduces  renal  cleoronce  ond  odds  o high  risk  ot  lithium  toxicity  It  should  not  be  given 
with  diuretics. 

Probenecid  should  not  be  administered  concurrently  with  Bumex. 

Concurrent  therapy  with  Indomethocin  not  recommended 

Bumex  moy  potentiate  the  effects  of  antihypertensive  drugs,  necessitating  reduction  In  dosage 
Interaction  studies  In  humons  hove  shown  no  effect  on  digoxin  blood  levels. 

Interaction  studies  In  humons  hove  shown  Bumex  to  hove  no  effect  on  worlorln  metabolism  or  on 
plasma  prothrombin  activity 

Pregnancy:  Bumex  should  be  given  to  o pregnant  woman  only  If  the  potentlol  benefit  Justifies  the 
potential  risk  to  the  fetus. 

Bumetonlde  may  be  excreted  In  breast  milk. 

Pedlalric  Use.  Safety  and  effectiveness  below  age  18  not  estobllshed. 

ADVERSE  REACTIONS:  Muscle  cromps,  dizziness,  hypotension,  headache  and  nausea,  and 
encepholopothy  (In  patients  with  preexisting  liver  disease). 

Less  frequent  clinical  adverse  reoctlons  ore  weakness.  Impaired  hearing,  rash,  pruritus,  hives, 
electrocardiogram  changes,  obdomlnol  pain,  arthritic  pain,  musculoskeletal  pain  and  vomiting. 
Other  cllnicol  adverse  reactions  ore  vertigo,  chest  pain,  ear  discomfort,  fatigue,  dehydration, 
sweating,  hypen/entllotlon,  dry  mouth,  upset  stomoch,  renol  tollure,  osterixis.  Itching,  nipple  ten- 
derness, dlorrheo,  premoture  ejaculation  ond  difficulty  maintaining  on  erection. 

Laboratory  obnormolltles  reported  ore  hyperuricemia,  azotemia,  hyperglycemia.  Increased  serum 
creatinine,  hypochloremlo,  hypokalemia,  hyponatremia,  and  vorlofions  In  COj  content, 
bicarbonate,  phosphorus  and  colcium.  Although  monlfestotlons  of  the  pharmacologic  action  ot 
Bumex,  these  conditions  may  become  more  pronounced  by  Intensive  theropy. 

Diuresis  Induced  by  Bumex  may  olso  rarely  be  accompanied  by  changes  In  LDH,  total  serum 
bilirubin,  seaim  proteins,  SGOT  S6PX  alkaline  phosphatase,  cholesterol,  creatinine  cleoronce, 
deviations  in  hemoglobin,  prothrombin  time,  hematocrit,  platelet  counts  ond  dlfferentlol  counts. 
Increoses  In  urinory  glucose  ond  urinary  protein  hove  also  been  seen. 

DOSAGE  AND  ADMINISTRATION: 

Orol  Administration  The  usual  total  dolly  dosage  Is  0.5  to  2.0  mg  and  In  most  potlents  Is  given 
os  0 single  dose 

Parenteral  Administration  Admin' Jer  to  potlents  (IV  or  IM)  with  Gl  absorption  problem  or  who 
cannot  take  oral.  The  usuol  Initlol  dose  Is  0. 5 to  1 mg  given  over  1 to  2 minutes.  If  Insufficient 
response,  o second  or  third  dose  may  be  given  at  2 to  3 hour  Intervals  up  to  o moximum  ol 
10  mg  0 doy 

HOW SUPPLIED:  Tablets,  0,5mg  (light  green),  1 mg  (yellow)  and  2 mg  (peach),  bottles  ol  100 
and  500,  Prescription  Poks  ot  30,  Tel-E-Dose*  cartons  ol  100.  Imprint  on  tablets:  0. 5 mg— 
ROCHE  BUMEX0  5;  1 mg-ROCHE  BUMEX  1;  2 mg-ROCHE  BUMEX 2. 

Ampuls,  2 ml,  0.25  mg/ml,  boxes  often. 

Vials,  2 ml,  4 ml  and  10  ml,  0,25  mg/ml,  boxes  ol  ten. 


ROCHE  LABORATORIES 
Division  ot  Hoffmonn-Lo  Roche  Inc 
Nutley,  New  Jersey  071 10 


THE  REWARDS  OF 


In  depressed  and 
anxious  patients, 
you  can  see  the  dif- 
ference sooner— 
62%  of  total  four- 
week  improvement 
achieved  in  the  first 
week  with  Limbitrol 
versus  44%  with 
amitriptyline^ 


IN  MODERATE  DEPRESSI0I  AND  ANXIETY 


Each  tablet  contains  5 mg  chlordiazepoxide  and 
12.5  mg  amitriptyline  (as  the  hydrochloride  salt) 


Each  tablet  contains  10  mg  chlordiazepoxide  and 
25  mg  amitriptyline  (as  the  hydrochloride  sait) 


SEE  THE  DIFFERENCE  IN  THE  FIRST  WEEK' 


Please  see  references  and  summary  of  product  information  on  adjacent  page. 
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IMAQNE 
A MACHINE 
THAT  CAN 
DO  THIS  TO 


We're  proud  to  announce  the  introduction  of  Extra- 
corporeal Shock  Wave  Litliotripsy  as  a new  feature  of  our 
kidney  stone  treatment  program.  This  new  device  makes 
it  possible  to  pulverize  and  eliminate  kidney  stones  witlt- 
OLit  invasive  surgery.  Now  you  have  the  opportunity  to 
participate  in  this  state-of-the-art  procedure  at  CAMC's 
High  Tech  Center  here  in  Charleston,  West  Virginia. 

The  Lithotripter  uses  shock  waves  to  bombard  kid- 
ney stones  into  sand-like  particles  inside  the  body.  The 
residue  is  then  easily  passed.  Although  the  theory 
behind  Lithotripsy  is  simple,  the  process  is  precise.  The 
stone  is  pinpointed  inside  the  body  with  fluoroscopy 
and  shock  wave  firing  is  synchronized  witli  tlte  patient's 
heartbeat  by  electrocardiogram.  Usually,  die  entire  pro- 
cess takes  about  an  hour. 


As  you  can  imagine.  Lithotripsy  offers  many  benefits 
to  kidney  stone  patients.  The  process  is  less  painful, 
entails  fewer  side  effects,  and  recuperation  is  quicker 
than  with  conventional  surgery.  It's  even  less  expensive 
than  surgery 

We're  encouraging  all  area  urologists  to  apply  for 
privileges  in  Extracorporeal  Shock  Wave  Litliotripsy  We 
invite  you  to  visit  CAMC  and  see  the  lithotripter  in 
action.  Come  and  learn  about  this  revolutionary  ther- 
apy which  is  the  wave  of  the  future  in  kidney  stone 
treatment.  We  will  happily  provide  you  with  a brochure 
for  your  use  as  well  as  brochures  for  your  patients. 

Lor  your  brochures  or  other  information  about 
Lithotripsy  and  our  kidney  stone  treatment  program, 
call  CAMC  at  1-800-654-0159. 


CAMC 

Charleston  Area  Medical  Center 
1-800-654-0159 
We  Care  For  West  Virginia 


The  Rehabilitation  Center 


the  mASTtn  program 


Muscular  And  Skeletal  Treatment/Exercise/Rehabilitation 


at  Mon  General 

1000  J-  D,  Anderson  Dr..  Morgantown,  WV  26505 


Pain  Mechanisms: 

Peripheral  and  Central 

Since  1 664  pain  has  been  thought  of  as  a sensation  which 
serves  as  a signal  of  tissue  damage  caused  by  disease  or 
trauma.  This  theory  has  been  useful  to  us  in  the  care  of  our 
patients.  We  have  been  taught  to  diagnose  the  underlying 
disease  or  trauma,  treat  it  and  wait  for  healing  to  be  completed. 
Then  our  patients  should  be  pain  free.  Unfortunately  this  does 
not  always  happen. 

Accumulated  clinical  data  and  increasing  knowledge  of  the 
neurophysiology  of  pain  mechanisms  has  lead  to  the  replace- 
ment of  our  old  theory  by  new  concepts.  We  now  have  a better 
understanding  of  how  there  can  be  injury  without  pain,  pain 
without  injury,  pain  disproportionate  to  the  severity  of  the  injury 
and  pain  after  the  healing  of  an  injury. 

The  two  basic  types  of  pain  mechanisms  are  peripheral  and 
central.  Tissue  damage  releases  chemicals  which  activate  the 
peripheral  pain  mechanism  and  generates  a pain  message  by 
modifying  the  functioning  of  transmission  cells  in  the  spinal 
cord.  The  central  pain  mechanism  also  generates  a pain 
message  by  modifying  the  functioning  of  transmission  cells  but 
it  does  not  require  tissue  damage  to  initiate  or  maintain  the  pain 


message,  impairment  in  the  functional  integrity  of  the  nervous 
and  musculoskeletal  systems  can  activate  the  central  pain 
mechanism. 

Most  patients  with  musculoskeletal  injuries  have  pain 
generated  by  a peripheral  pain  mechanism.  Acute  medical 
care  including  appropriate  treatment  of  the  injury,  rest  to 
prevent  further  trauma  while  healing  occurs  and  analgesics  to 
help  control  the  pain  usually  produces  recovery.  However,  if 
the  functional  integrity  of  the  nervous  and  musculoskeletal 
systems  is  impaired,  the  patient  could  activate  a central  pain 
mechanism.  This  mechanism  does  not  respond  to  interven- 
tions designed  for  a peripheral  pain  mechanism. 

Many  factors  including  neurophysiological  changes  caused 
by  the  injury,  disuse  and  deconditioning,  the  development  of 
pain  syndromes  such  as  myofascial  syndromes  or  deafferen- 
tation  syndromes  and  behavioral  and  psychological  changes 
associated  with  continued  suffering  and  restricted  activity  can 
interfere  with  the  normal  functioning  of  the  nervous  and 
musculoskeletal  systems.  Patients  with  persistent  pain  and 
dysfunction  following  musculoskeletal  injury  need  to  be 
evaluated  for  these  factors.  Different  treatment  strategies  are 
required  for  a central  pain  mechanism. 

The  MASTER  Program  helps  physicians  help  their  patients. 
The  program  provides  evaluation,  recommendations,  interven- 
tion if  needed  and  suggestions  for  the  physicians'  continuing 
management  of  their  patients. 

For  information  on  The  MASTER  Program  please 
contact  David  Colvin,  M.D.,  at  304-598-1411.  Or  write:  The 
MASTER  Program,  The  Rehabilitation  Center  at  Mon 
General  Hospital,  1000  J.  D.  Anderson  Dr.,  Morgantown, 
WV  26505. 


McDonough 

Caperton 

Systems 


Now  serving  over  120  physicians 

We  offer  the  largest,  most  complete  selection  of  medical  office  management  systems 
and  services  available  to  physicians  in  West  Virginia.  Our  efforts  mean  you  have  a 
choice  . . . 

^of  programs  including 

• Patient  Past  History/Lab 
Results/Treatment  Information 

• Statistical  Retrieval  and  Analysis 
of  Medical  Information 

• Patient  Billing  Preparation 

• Aged  Account  Information 

• Complete  Financial  and 
Management  Reporting 

• Insurance  Forms  Preparation 

^ of  hardware  including  IBM,  AT  & T,  and  IMS 

of  investment  levels  beginning  at  $9,995  with  upgrade  opportunity 

of  purchase  or  lease  arrangements  to  meet  your  individual  business  needs 

of  total  hardware  and  software  for  the  life  of  the  system  provided  by  our 
own  trained  technicians 

^of  a company  sincerely  interested  in  your  satisfaction  and  success  in  the  day- 
to-day  use  of  our  systems. 

We’re  your  systems  consultant  and  welcome  the  opportunity  to  discuss  your  individual 
concerns  and  questions.  Our  job  and  our  commitment  is  to  help  you  reduce  your  paper- 
work, increase  your  productivity  and  improve  your  cash  flow. 

MAKE  US  YOUR  CHOICE 

Call  us  at  744-2583 
or  write 

325  Sixth  Avenue 

South  Charleston,  West  Virginia  25303 
Bradley  E.  Layne,  President 


Authorized 
Value  Added 
Dealer 
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Computers 


• Scheduling  Functions 

• Hospital  Census 

• Electronic  Claims  Submission 

• Word  Processing 

• Tailoring  by  Specialty 

• “Password”  Security  Protection 

• Remote  access,  including 
master  CN/CFF  capability. 
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McDonough  Caperton  Insurance  Group's  new  corporate  office  building,  located  in  Charleston,  West  Virginia,  houses  over  150 
employees  and  serves  as  the  home  base  for  all  McDonough  Caperton  Insurance  Group  activity.  McDonough  Caperton  Insurance 
Group  also  maintains  office  facilities  in  eight  cities  throughout  West  Virginia,  Ohio,  Pennsylvania  and  Kentucky. 


McDonough 

Caperton 

Insurance 

Group 


Uniquely  capable  . . . Professionally  competent  . . . 

Serving  others  . . . Through  excellence. 


providing  a broad  range 
of  insurance  and  financial  services 
to  the  business  community, 
associations,  institutions, 
and  individuals. 


Among  the  10  Largest  Privately  Owned  Insurance  Brokers  in  the  United  States. 


Corporate  Headquarters:  One  Hillcrest  Drive,  East,  P.O.  Box  1551,  Charleston,  WV  25326.  Telephone:  (304)  346-0611. 
With  offices  in:  Beckley,  Charleston,  Fairmont,  Parkersburg,  Wheeling,  Pittsburgh,  Cleveland  and  Lexington,  KY. 


When  the  IRS 

needed  an  office  on  the.  road, 
Zenith  withheld  nothing. 


Now  IRS  auditors  can  leave  the  office  with 
just  about  everything  but  the  coffee  pot  tucked 
under  one  arm.  Thanks  to  Zenith’s  amazing 
Z-171  Portable  PC. 

With  dual  5V4 " floppy  disk  drives  and  com- 
patibility with  most  IBM  software,  the  Z-171 
gives  auditors  in  the  field  access  to  pertinent 
home-based  files.  But  that’s  only  the  beginning. 

The  Z-171  provides  a full  size,  backlit  LCD 
screen,  with  plenty  of  room  for  spreadsheets  to 
spread  out.  256  K of  memory  expandable  to 
640K.  An  optional  built-in  modem  and 
rechargeable  battery  pack,  and  much  more.  All 
folding  neatly  into  a package  under  15  pounds. 

Find  out  why  the  Z-171  came  out  on  top  in 
one  of  the  most  thorough  audits  ever  made. 

Contact  your  Quorum  representative  for 
more  information  and  a demonstration. 

* Terms  of  monthly  lease  based  on  36  months  not  including 
applicable  taxes. 


Quorum.  We’re  everywhere  you  need  us  in 
West  Virginia. 


^XQuori/m 

MACHINES  FOR  BUSINESS 

Quorum  Corporation  Parkersburg  Office 

515  Hurricane  Creek  Road  3000  Seventh  Street 
Hurricane,  1/y  V 25526  Parkersburg,  IVV  26102 

1-800-642-8585  In  West  Virginia 
1-800-624-8514  Outside  West  Virginia 


Eye 
Surgery 
Center 


Richard  C.  Rashid,  M.D. 


Herbert  A.  Tipler,  M.D. 


Richard  C.  Rashid,  M.D.  is  pleased  to  announce  the  opening  of  the  first 
certified  Ambulatory  Surgicare  Center  in  this  area,  dedicated  to  eye  care.  The  WV 
Eye  Surgery  Center  is  located  in  South  Charleston  and  is  an  integral  part  of  the  Eye 
Physicians  and  Surgeons  complex.  Together,  they  become  the  largest  freestanding 
facility  dedicated  to  total  eye  care  in  West  Virginia. 


The  WV  Eye  Surgery  Center  is  exclusively  a service  of  Eye  Physicians  and  Surgeons.  The 
Doctors  are  all  Board  Certified  surgeons.  Their  specialties  include:  Cataract  Surgery,  Laser 
Surgery,  Dry  Eye  treatment.  Children’s  Vision  Care  and  Glaucoma  Diagnosis  and  Treatment. 
Offices  are  located  in  South  Charleston  next  to  Thomas  Memorial  and  in  Charleston  on  the 
CAMC  General  Campus. 


The  Eye  Center  Offers  You 
Many  Advantages: 


CONVENIENCE  Same  Day  Surgery  ...  in  and  out  in  just  a few 

hours. 


LESS  COST  The  Surgery  Center,  The  Anesthesia  Service 

and  the  Doctors  of  EP&S  ...  all  accept 
Medicare  Assignment.  So,  you  pay  much  less. 

FRIENDLY  CARE  Familiar  faces  . . . Family  involvement  before 

and  after  surgery  . . . Free  Transportation. 


SAFE  The  WV  Eye  Surgery  Center  is  a certified 

surgery  facility.  Staff  and  Equipment  meets  or 
exceeds  government  standards. 


©Physicians 

Surgeons 

Keeping  Ycxjr 
Family  In  Sight 


For  Information 
CALL 

(304)  768-7371 

TOLL  FREE  IN  WV 

1-800-642-3937 
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News  from 


cP  OISTA 


about  a new  dosage  form  of  cephalexin 


ANNOUNCING  NEW 


Keflet 

TABLETS 

cephalexin 


All  the  advantages  of  cephalexin 
in  a convenient  tablet  form 

• Backed  by  over  15  years  of  clinical  experience 

• Smaller  tablet  is  specially  shaped  and  coated  for  easier  swallowing 

• May  enhance  patient  compliance,  particularly  among  the  elderly 

• Tablet  dosage  form  may  be  appreciated  by  patients  of  all  ages 


NEW  Keflet  Tablets  are  available  as: 


250-mg 

Tablets 


500-mg 

Tablets 


Keflet  is  contraindicated  in  patients  with  known  allergy  to  the  cephalosporins 
and  should  be  given  cautiously  to  penicillin-sensitive  patients. 


Briel  Summary.  Consult  the  package  literature  tor  prescribing  intormation. 
Indications  and  Usage:  Keller  Tablels  (cephalexin.  Dista)  are  indicated 
lor  the  IreatmenI  ol  Ihe  tollowing  inlections  when  caused  by  susceptible 
strains  ef  Ihe  designated  microorganisms. 

Respiratory  tract  inlections  caused  by  Streptococcus  pneumoniae  and 
group  A |3  hemolytic  streptococci  (Penicillin  is  the  usual  drug  of 
choice  in  Ihe  treatment  and  prevention  ol  streptococcal  infections, 
including  Ihe  prophylaxis  ol  rheumatic  fever.  Kellet  is  generally  ellec 
live  in  the  eradication  o(  streptococci  from  Ihe  nasopharynx,  hpwever, 
substantial  data  establishing  the  ellicacy  ol  Keflet  in  the  subsequent 
prevention  o(  rheumatic  lever  are  not  available  at  present ) 

Otills  media  due  to  S pneumoniae.  Haemophilus  inlluemae.  slaphyle 
COCCI,  streptococci,  and  Neisseria  calarrhalis 
Skin  and  skin-structure  inlections  caused  by  staphylococci  and/or 
streptococci 

Bone  inlections  caused  by  staphylococci  and/or  Proteus  mirabilis 
Genitourinary  tract  inlections,  including  acute  prostatitis,  caused  by 
Escherichia  cob.  Pmirabibs.  and  Klebsiella  sp. 

A/o/e-Culture  and  susceptibility  tests  should  be  initiated  prior  to  and 
during  therapy  Renal  (unction  studies  should  be  perlormed  when  indicated. 
Contraindication:  Keitel  is  contraindicated  in  patients  with  known  allergy 
to  Ihe  cephalosporin  group  ol  antibiotics 

Warnings:  atroRE  cephalexin  therapy  is  iNStiiuTED.  careful  inquiry  shoulo  re 
MADE  concerning  PREVIOUS  HYPERSENSITIVITY  REACTIONS  TO  CEPHALOSPORINS  AND 
penicillin  CEPHALOSPORIN  C DERIVATIVES  SHOULO  BE  GIVEN  CAUTIOUSLY  TO  PENICILLIN  • 
SENSITIVE  PATIENTS 

SERIOUS  ACUTE  HYPERSENSITIVIT  Y REACTIONS  MAY  REOIJIRE  EPINEPHRINE  AND  OTHER 
EMERGENCY  MEASURES 

There  is  some  clinical  and  laboratory  evidence  ol  partial  cross  allergen- 
icity Ol  Ihe  penicillins  and  Ihe  cephalosporins  Patients  have  been  reported 
to  have  had  severe  reactions  (including  anaphylaxis)  to  both  drugs. 

Any  patient  who  has  demonstrated  some  lorm  of  allergy,  particularly  to 
drugs,  should  receive  antibiotics  cautiously  No  exception  should  he  made 
with  regard  to  Kellet 

Pseudomembranous  colitis  has  been  repotted  with  virtually  all  broad 
spectrum  antibiotics  (including  macrolides.  semisynihetic  penicillins,  and 
cephalosporins);  Iherelore,  it  is  important  to  consider  its  diagnosis  in 
patients  who  develop  diairhea  in  association  with  the  use  ol  antibiotics. 
Such  colitis  may  range  in  severity  from  mild  Id  lile  threatening 
Treatment  with  broad  spectrum  antibiotics  alters  Ihe  normal  flora  ol  the 
colon  and  may  permit  overgrowth  of  Clostridia  Studies  indicate  that  a 
toxin  produced  by  Closiridium  dilhcile  is  one  primary  cause  o(  antibiotic 
associated  colitis 

Mild  cases  ol  pseudomembranous  colitis  usually  respond  to  drug  dis- 
continuance alone.  In  moderate  to  severe  cases,  management  should 
include  sigmoidoscopy,  appropriate  bacleriologic  studies,  and  lluid.  elec 
trolyle,  and  protein  supplementation  When  the  colitis  does  not  improve 
alter  Ihe  drug  has  been  discontinued,  or  when  it  is  severe,  oral  vancomycin 
IS  Ihe  drug  ol  choice  lor  antibiotic  associated  pseudomembranous  colitis 
produced  by  C dilliale  Other  causes  ol  colitis  should  he  ruled  out. 

Usage  in  Pregnancy- Safely  ol  this  product  for  use  during  pregnancy 
has  not  been  established 

Precautions:  General -Patients  should  be  followed  carefully  so  that  any 
side  elfecis  or  unusual  manilestalions  ol  drug  idiosyncrasy  may  he  delected 
II  an  allergic  reaction  to  Kellet  occurs,  Ihe  drug  should  be  discontinued  and 
Ihe  patient  treated  with  Ihe  usual  agents  (eg,  epinephrine  or  other  pressor 
amines,  antihistamines,  or  corticosteroids) 

Prolonged  use  of  Kellet  may  result  in  Ihe  overgrowth  ol  nonsusceplible 
organisms  Careful  ohservalion  o(  the  patient  is  essential  It  supeiinteclion 
occurs  during  therapy,  appropriate  measures  should  be  taken 
Positive  direct  Coombs'  tests  have  been  reported  during  treatment  with 
Ihe  cephalosporin  antibiotics  In  hematologic  studies  or  in  Iranslusion 
cross  matching  procedures  when  aniiglobulin  tests  are  perlormed  on  Ihe 
minor  side  or  in  Coombs'  testing  ol  newborns  whose  mothers  have 
received  cephalosporin  antibiotics  beiore  parturition,  it  should  he  recog 
nized  that  a positive  Coombs'  lest  may  he  due  to  the  drug. 

Kellet  should  he  administered  with  caution  in  Ihe  presence  o(  markedly 
impaired  renal  function  Under  such  conditions,  caretul  clinical  observation 
and  laboratory  studies  should  he  made  because  sale  dosage  may  be  lower 
than  that  usually  recommended 

Indicated  surgical  procedures  should  be  perlormed  in  coniunclion  with 
antibiotic  therapy 

As  a result  ol  administration  ol  Kellet,  a false  positive  reaction  lor  glu 
cose  in  the  urine  may  occur  This  has  been  observed  with  Benedict's  and 
Fehling's  solutions  and  also  with  Clinilest'’  tablels  but  not  with  Tes-Tape" 
(Glucose  Enzymatic  Test  Strip,  USP  Lilly) 

Broad  spectrum  antibiotics  should  Pe  prescribed  with  caution  in  Individ 
uals  with  a history  ol  gastrointestinal  disease,  particularly  colilis. 

Usage  in  Pregnancy -Pregnancy  Category  B-Jhe  daily  oral  adminisira 
lion  ol  cephalexin  to  rats  in  doses  of  250  or  500  mg/kg  prior  to  and  during 
pregnancy,  or  to  rats  and  mice  during  Ihe  period  ol  organogenesis  only,  had  no 
adverse  effect  on  (erlilily,  lelal  viability,  (elal  weight,  or  litter  size  Note  that  Ihe 
safely  ol  cephalexin  during  pregnancy  in  humans  has  not  been  established 
Cephalexin  showed  no  enhanced  toxicity  in  weanling  and  newborn  rats 
as  compared  with  adult  animals.  Nevertheless,  because  the  studies  in 
humans  cannot  rule  out  the  possibility  ol  harm,  Kellet  should  he  used  during 
pregnancy  only  if  clearly  needed 

Nursing  Mothers- The  excretion  ol  cephalexin  in  the  milk  increased  up  to 
4 hours  alter  a 500  mg  dose,  the  drug  reached  a maximum  level  ol  4(ig/mL, 
then  decreased  gradually,  and  had  disappeared  8 hours  after  administration 
Caution  should  be  exercised  when  Kellet  is  administered  to  a nursing  woman 
Adverse  Reactions:  Gaslroinleshnal-Symptoms  ol  pseudomembran 
ous  colitis  may  appear  either  during  or  alter  antibiotic  treatment  Nausea 
and  vomiting  have  been  reported  rarely  The  most  IrequenI  side  effect  has 
been  diatthea  It  was  very  rarely  severe  enough  to  warrant  cessation  o( 
therapy  Dyspepsia  and  abdominal  pain  have  also  occurred  As  with  some 
penicillins  and  some  other  cephalosporins,  transient  hepatitis  and  choles 
latic  jaundice  have  been  reported  rarely 
Hypersensitivity-  Allergic  reactions  in  Ihe  lorm  ol  rash,  urticaria,  angio 
edema,  and,  rarely,  erythema  mullilorme,  Stevens  Johnson  Syndrome,  or 
toxic  epidermal  necrolysis  have  been  observed  These  reactions  usually  sub 
sided  upon  discontinuation  ol  the  drug  Anaphylaxis  has  also  been  reported 
Other  reactions  have  included  genital  and  anal  pruritus,  genital  moniliasis, 
vaginitis  and  vaginal  discharge,  dizziness,  fatigue,  and  headache,  Eosino 
philia,  neutropenia,  thrombocytopenia,  and  slight  elevations  in  SCOT  and 
SGPT  have  been  reporled 
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Elcomp...the  best  medical  office 
computer  system  is  now  even 
better  with  the  Flexible  Package*' 


Would  you  treat  only  the  symptoms,  if  you  knew 
there  was  a proven  cure? 


It’s  hard  to  cure  chronic  ailments 
like  runaway  accounts  receivable, 
backlogged  claim  processing,  poor 
collection  ratio — by  treating  only  the 
symptoms.  The  Flexible  Package 
from  Elcomp  Systems,  combined 
with  Data  General’s  Desktop  Gener- 
ation computers,  has  been  a proven 
cure  for  more  than  500  physicians 
since  1978. 

The  Flexible  Package  is  modular, 
which  means  you  can  tailor  the 
system  to  fit  your  practice’s  specific 
needs  without  any  programming 
changes.  We  will  train  your  staff  in 
the  operation  of  your  system,  and 
show  you  how  your  practice  can 
most  benefit  from  all  the  features  in 
your  Flexible  Package. 


The  Flexible  Package  cure  for 
medical  office  ailments: 

• Improved  cash  flow  through 
advanced  collection  methods  and 
delinquency  reporting 

• Account  Inquiries — demographic, 
insurance,  and  financial  information 
at  a touch 

• Accounts  Receivable  and  Man- 
agement Reports,  whenever  you 
need  them 

• Instantaneous  retrieval  of  patients’ 
procedures  and  diagnoses 

• Appointment  Scheduler,  to  help 
organize  your  day 

• Automatic  preparation  of  recall 
letters 

• Flexibility  to  design  your  own 
reports  with  the  Report  Generator 

• and  many  more  benefits. . . 


Elcomp  Systems  can  supply  the 
cure  for  your  practice  management 
ailments.  The  treatment  is  singular 
and  straightforward — to  give  you 
hardware,  software,  training,  and 
after-purchase  support  as  one 
package. 

Focus  on  curing  your  office  problems, 
not  just  relieving  the  symptoms. 

Call  Elcomp  today — you’ll  never 
feel  better. 


IrDataGeneral 


Personal 

Computers 


EISEfTIF"  hs. 

Foster  Plaza  VII,  661  Andersen  Drive,  Pittsburgh,  PA  15220 
(800)  441  -8386 


No-fuss,  noforms 
groip  coverafe 


700  Market  Square  PO  Box  1940 
Parkersburg  WV  26102 


We  make  it  easy  to  give  your  group 
complete  health  care  coverage  — 
plus  a lot  more. 

Blue  Cross  and  Blue  Shield  of  West  Central 
West  Virginia  has  taken  a lot  of  the  paper- 
work out  of  administering  the  nation’s  #1 
medical/surgical  coverage  — and  that 
means  less  time  and  cost  for  you.  In  fact, 
we’ve  made  the  claims  process  so  simple 
that  there’s  no  need  for  you  to  assign  an 
employee  to  handle  it.  When  one  of  your 
group  has  a claim,  he  or  she  fills  out  a 
simple  9-line  flap  on  the  back  of  our  pre- 
addressed envelope,  then  mails  it  along 
with  the  bill  or  receipt.  Claims  are  proc- 
essed quickly  — right  here  in  West 
Virginia  — with  less  need  for  follow-up 
or  handling  on  your  part. 


prescription,  AD&D,  short-  and  long-term 
disability  and  dental  coverage.  Your  Blue 
Cross  and  Blue  Shield  plan  can  also  be 
custom-designed,  with  the  options  and 
deductibles  that  fit  your  needs  and  your 
budget.  And  because  we’re  constantly 
working  with  employers  and  health  care 
providers  to  keep  costs  down,  we’re  able 
to  offer  a 15-month  rate  guarantee  to 
groups  of  20  or  more. 

Service  thafs  part  of  the  package. 

Your  group  will  have  a Customer  Service 
Representative  assigned  to  work  with  you, 
to  answer  your  questions  and  provide  any 
help  you  need.  So  you  always  have  one 
person  to  call  about  any  of  your  group 
coverage. 

Find  out  more  about  the  easiest,  most 
complete  insurance  package  available  to 
your  group.  Call  us  toll-free  or  contact 
your  local  independent  agent. 

In  WV  call  1-800-344-5514  or 
1-800-654-5013. 


One-stop  service  for  all  your  group 
insurance. 

Along  with  our  subsidiary.  Combined 
Services,  Inc.,  we  can  design  a package 
for  your  group  that  includes  life,  paid 


Blue  Cross 
Blue  Shield 

of  West  Central  West  Virginia 
Parkersburg 


©Registered  Marks  Blue  Cross  and  Blue  Shield  Association 


state  flag  of  West  Virginia 


HaglL 

To  complete  your  prescription, 
be  sure  to  sign  on  the  left, 
on  the  “Brand  Necessary”  line. 

This  “flags”  both  pharmacist  and  patient 
that  you  want  the  brand  to  be  dispensed. 
And  it  protects  your  decision. 


scored  tablets 

2 mg  5 mg  10  mg 

The  one  you  know  best. 


the  Bje  and  Ear  dink 

Of  Charleston,  Inc. 

The  Laser  Surgery  Center 

SPECIALISTS  IN 

EYE  EAR  NOSE  and  THROAT  SURGERY 


• 35-bed  JCAH  Accredited 

Hospital 

• Ambulatory  Care/ 

Same  Day  Surgery 

• Laser  Surgery  Specialists 

• Facial  Plastic  Surgery 

• Cataract  Surgery/ 

Lens  Implant 


MEDICAL  AND  SURGICAL  SERVICES  PROVIDED  THROUGH 

EYE  EAR  NOSE  and  THROAT  PHYSICIANS 
& SURGEONS  OF  CHARLESTON,  INC. 


OPHTHALMOLOGISTS  OTOLARYNGOLOGISTS 


Robert  E.  O’Connor,  MD 
Moseley  H.  Winkler,  MD 
Samuel  A.  Strickland,  MD 
James  W.  Caudill,  MD 
R.  David  Allara,  MD 


Romeo  Y.  Lim,  MD 
Nabil  A.  Ragheb,  MD 
R.  Austin  Wallace,  MD 


EENT 

John  A.  B.  Holt,  MD 


FREE  PARKING 

MEDICARE  ASSIGNMENT  ACCEPTED 


1306  KANAWHA  BOULEVARD,  EAST 
P.O.  BOX  2271 

CHARLESTON,  WEST  VIRGINIA  25328 
TELEPHONE:  (304)  343-4371 
TOLL  FREE:  (800)  642-3049  (WV) 


To  showyou  how  many 
hypertensives  stayed  on 

INDERAE  LA 

(PROPRANOLOL  HCl) 

after  a major  nationwide  trial... 


.we  had 


60,073 patients  (90%)  who  started  on 
INDERAL*  LA  stayed  on  INDERAL  LAI 


Surprising?  Not  really. 

Because  most  patients  on  INDERAL  LA  (propranolol  HCl)  don't  even  know 
it's  working. 

A recent  double-blind,  placebo-controlled,  crossover  study  in  138  hyper- 
tensive patients^  revealed  that  INDERAL  LA  has  a side  effects  profile 
unsurpassed  by  atenolol  or  metoprolol  — which  shows  how  well-tolerated 
once-daily  INDERAL  LA  can  be. 

Sole  therapy  or  concomitant  therapy? 

Fifty-nine  percent  of  the  time,  INDERAL  LA  stood  on  its  own. 

The  patients  in  the  nationwide  compliance  trial  were  no  different  from  yours. 
Generally  when  the  antihypertensive  regimen  is  complicated,  compliance 
may  become  a prc^blem.  So,  the  effectiveness  of  INDERAL  LA  as  once-daily 
monotherapy  is  a big  plus.  Of  the  remaining  hypertensives  in  the  program, 

36%  were  treated  merely  with  the  addition  of  a diuretic  to  INDERAL  LA. 

For  the  noncompliant  patients  in  your  practice,  INDERAL  LA  may 
well  be  the  answer. 

Almost  20,000  of  the  patients  in  the  nationwide  compliance  trial  were  identi- 
fied as  having  been  noncompliant  with  their  previous  antihypertensive 
therapy.  Their  physicians  reported  that  88%  showed  improved  compliance 
when  placed  on  once-daily  INDERAL  LA. 


Control,  comfort,  cind  compliance 

_ ONCE-DAILY  _ . 

INDERAL  LA 


(PROPRANOLOL  HCl) 


LONG  ACTING 
CAPSULES 


Like  conventional  INDERAL  Tablets,  INDERAL  LA  should  not  be  used 
in  the  presence  of  congestive  heart  failure,  sinus  bradycardia,  cardio- 
genic shock,  heart  block  greater  than  first  degree,  and  bronchial  asthma 

'After  a 30-day  trial  with  INDERAL  LA,  physicians  reported  that  90% 
of  the  patients  would  remain  on  INDERAL  LA 


The  one  you  know  best 
keeps  looking  better 


Please  see  next  page  for  brief  summary  of  prescribing  information 


The  one  you  know  best  keeps  looking  better 


BRIEF  SUMMARY  (FOR  FULL  PRESCRIBING  INFORMATION.  SEE  PACKAGE  CIRCULAR ) 

INDERAL~  LA  brand  of  propranolol  hydrochloride  (Long  Acting  Capsules) 

DESCRIPTION.  INDERAL  LA  is  formulated  to  provide  a sustained  release  of  propranolol 
hydrochloride  INDERAL  LA  is  available  as  60  mg.  80  mg.  120  mg.  and  160  mg  capsules 

CLINICAL  PHARMACOLOGY.  INDERAL  is  a nonselective.  beta-adrenergic  receptor- 
blocking agent  possessing  no  other  autonomic  nervous  system  activity  It  specifically  com- 
petes with  beta-adrenergic  receptor-stimulating  agents  for  available  receptor  sites  When 
access  to  beta-receptor  sites  is  blocked  by  INDERAL.  the  chronotropic,  inotropic,  and  vasodi- 
lator responses  to  beta-adrenergic  stimulation  are  decreased  proportionately 

INDERAL  LA  Capsules  (60. 80.  120.  and  160  mg)  release  propranolol  HCI  at  a controlled  and 
predictable  rate  Peak  blood  levels  following  dosing  with  INDERAL  LA  occur  at  about  6 hours 
and  the  apparent  plasma  half-life  is  about  10  hours  When  measured  at  steady  state  over  a 
24-hour  period  the  areas  under  the  propranolol  plasma  concentration-time  curve  (AUCs)  for 
the  capsules  are  approximately  60%  to  65%  of  the  AUCs  for  a comparable  divided  daily  dose 
of  INDERAL  Tablets  The  lower  AUCs  for  the  capsules  are  due  to  greater  hepatic  metabolism  of 
propranolol,  resulting  from  the  slower  rate  of  absorption  of  propranolol  Over  a Iwenty-four  (24 ) 
hour  period  blood  levels  are  fairly  constant  for  about  twelve  (12)  hours  then  decline  exponen- 
tially 

INDERAL  LA  should  not  be  considered  a simple  mg-for-mg  substitute  for  conventional 
propranolol  and  the  blood  levels  achieved  do  not  match  (are  lower  than)  those  of  two  to  four 
times  daily  dosing  with  the  same  dose  When  changing  to  INDERAL  LA  from  conventional 
propranolol,  a possible  need  for  retitration  upwards  should  be  considered  especially  to  main- 
tain effectiveness  at  the  end  of  the  dosing  interval  In  most  clinical  settings  however  such  as 
hypertension  or  angina  where  there  is  little  correlation  between  plasma  levels  and  clinical 
effect.  INDERAL  LA  has  been  therapeutically  equivalent  to  the  same  mg  dose  of  conventional 
INDERAL  as  assessed  by  24-hour  effects  on  blood  pressure  and  on  24-hour  exercise  re- 
sponses of  heart  rate,  systolic  pressure  and  rate  pressure  product  INDERAL  LA  can  provide 
effective  beta  blockade  for  a 24-hour  period 

INDICATIONS  AND  USAGE.  Hypertension;  INDERAL  LA  is  indicated  in  Ihe  manage- 
ment of  hypertension,  it  may  be  used  alone  or  used  in  combination  with  other  antihypertensive 
agents,  particularly  a thiazide  diuretic  INDERAL  LA  is  not  indicated  in  the  management  of 
hypertensive  emergencies 

Angina  Pectoris  Due  to  Coronary  Atherosclerosis:  NDERAL  LA  is  indicated  for  the 
lor  j-term  management  of  patients  with  angina  pectoris 

Migraine:  INDERAL  LA  is  indicated  lor  the  prophylaxis  of  common  migraine  headache 
The  efficacy  of  propranolol  in  the  treatment  of  a migraine  attack  that  has  started  has  not  been 
established  and  propranolol  is  not  indicated  for  such  use 

Hypertrophic  Subaortic  Stenosis:  INDERAL  LA  is  useful  in  the  management  of  hyper- 
trophic subaortic  stenosis,  especially  tor  treatment  of  exertional  or  other  stress-induced 
angina,  palpitations,  and  syncope  INDERAL  LA  also  improves  exercise  performance  The 
effectiveness  of  propranolol  hydrochloride  in  this  disease  appears  to  be  due  to  a reduction  of 
the  elevated  outflow  pressure  gradient  which  is  exacerbated  by  beta-receptor  stimulation 
Clinical  improvement  may  be  temporary 

CONTRAINDICATIONS.  INDERAL  is  contraindicated  in  1)  cardiogenic  shock  2)  sinus 
bradycardia  and  greater  than  first-degree 
block.  3)  bronchial  asthma.  4)  congestive  heart 
failure  (see  WARNINGS)  unless  the  failure  is 
secondary  to  a tachyarrhythmia  treatable  with 
INDERAL 

WARNINGS.  CARDIAC  FAILURE  Sympa- 
thetic stimulation  may  be  a vital  component 
supporting  circulatory  function  in  patients  with 
congestive  heart  failure  and  its  inhibition  by 
beta  blockade  may  precipitate  more  severe 
failure  Although  beta  blockers  should  be 
avoided  in  overt  congestive  heart  failure,  if  nec- 
essary. they  can  be  used  with  close  follow-up  in 
patients  with  a history  of  failure  who  are  well 
compensated  and  are  receiving  digitalis  and 
diuretics  Beta-adrenergic  blocking  agents  do  not  abolish  the  inotropic  action  of  digitalis  on 
heart  muscle 

IN  PATIENTS  WITHOUT  A HISTORY  OF  HEART  FAILURE,  continued  use  of  beta  blockers 
can.  in  some  cases,  lead  to  cardiac  failure  Therefore,  at  the  first  sign  or  symptom  of  heart 
failure,  the  patient  should  be  digitalized  and-'or  treated  with  diuretics,  and  the  response 
observed  closely,  or  INDERAL  should  be  discontinued  (gradually,  if  possible) 


IN  PATIENTS  WITH  ANGINA  PECTORIS,  there  have  been  reports  of  exacerbation  of 
angina  and,  in  some  cases,  myocardial  infarction,  following  abrupt  discontinuance  of 
INDERAL  therapy  Therefore,  when  discontinuance  of  INDERAL  is  planned,  the  dosage 
should  be  gradually  reduced  over  at  least  a few  weeks,  and  the  patient  should  be 
cautioned  against  interruption  or  cessation  of  therapy  without  the  physician's  advice  If 
INDERAL  therapy  is  interrupted  and  exacerbation  of  angina  occurs,  it  usually  is  advisable 
to  reinstitute  INDERAL  therapy  and  take  other  measures  appropriate  for  the  management 
of  unstable  angina  pectoris  Since  coronary  artery  disease  may  be  unrecognized,  it  may 
be  prudent  to  follow  the  above  advice  in  patients  considered  at  risk  of  having  occult 
atherosclerotic  heart  disease  who  are  given  propranolol  lor  other  indications 


Nonallergic  Bronchospasm  (eg,  chronic  bronchitis,  emphysema)  -PATIENTS 
WITH  BRONCHOSPASTu;  DISEASES  SHOULD  IN  GENERAL  NOT  RECEIVE  BETA 
BLOCKERS  INDERAL  should  be  administered  with  caution  since  it  may  block  bronchodilation 
produced  by  endogenous  and  exogerious  catecholamine  stimulation  of  beta  receptors 
MAJOR  SURGERY  The  necessity  or  desirability  of  withdrawal  of  beta-blocking  therapy  prior 
to  mapr  surgery  is  controversial  It  should  be  noted,  however,  that  the  impaired  ability  of  the 
heart  to  respond  to  reflex  adrenergic  stimuli  may  augment  the  risks  of  general  anesthesia  and 
surgical  procedures 

INDERAL  (propranolol  HCI),  like  other  beta  blockers,  is  a competitive  inhibitor  of  beta-recep- 
tor agonists  and  its  effects  can  be  reversed  by  administration  of  such  agents,  eg,  dobutamine 
or  isoproterenol  However,  such  patients  may  be  subject  to  protracted  severe  hypotension 
Difficulty  in  starting  and  maintaining  the  heartbeat  has  also  been  reported  with  beta  blockers 
DIABETES  AND  HYPOGLYCEMIA  Beta  blockers  should  be  used  with  caution  in  diabetic 
patients  if  a beta-blocking  agent  is  required  Bela  blockers  may  mask  tachycardia  occurring 
with  hypoglycemia,  but  other  manifestations  such  as  dizziness  and  sweating  may  not  be 
significantly  affected  Following  insulin-induced  hypoglycemia,  propranolol  may  cause  a delay 
in  the  recovery  of  blood  glucose  to  normal  levels 
THYROTOXICOSIS  Beta  blockade  may  mask  certain  clinical  signs  of  hyperthyroidism 
Therefore,  abrupt  withdrawal  of  propranolol  may  be  followed  by  an  exacerbation  of  symptoms 
of  hyperthyroidism,  including  thyroid  storm  Propranolol  may  change  thyroid  function  tests, 
increasing  T4  and  reverse  T3.  and  decreasing  T3 
IN  PATIENTS  WITH  WOLFF-PARKINSON-WHITE  SYNDROME,  several  cases  have  been 
reported  in  which,  after  propranolol,  the  tachycardia  was  replaced  by  a severe  bradycardia 
requiring  a demand  pacemaker  In  one  case,  this  resulted  after  an  initial  dose  of  5 mg 
propranolol 


be  told  that  INDERAL  may  interfere  with  the  glaucoma  screening  test  Withdrawal  may  lead  to  a 
return  of  increased  intraocular  pressure 

CLINICAL  LABORATORY  TESTS  Elevated  blood  urea  levels  in  patients  with  severe  heart 
disease,  elevated  serum  transaminase,  alkaline  phosphatase,  lactate  dehydrogenase 
DRUG  INTERACTIONS  Patients  receiving  catecholamine-depleting  drugs  such  as  reser- 
pine  should  be  closely  observed  if  INDERAL  is  administered  The  added  calecholamine- 
biocking  action  may  produce  an  excessive  reduction  of  resting  sympathetic  nervous  activity 
which  may  result  in  hypotension,  marked  bradycardia  vertigo,  syncopal  attacks,  or  orthostatic 
hypotension 

Caution  should  be  exercised  when  patients  receiving  a beta  blocker  are  administered  a 
calcium-channel-blocking  drug  especially  intravenous  verapamil,  for  both  agents  may  de- 
press myocardial  contractility  or  atrioventricular  conduction  On  rare  occasions,  the  concomi- 
tant intravenous  use  of  a beta  blocker  and  verapamil  has  resulted  in  serious  adverse  reactions 
especially  in  patients  with  severe  cardiomyopathy,  congestive  heart  failure  or  recent  myocar- 
dial infarction 

Aluminum  hydroxide  gel  greatly  reduces  intestinal  absorption  of  propranolol 
Elhartol  slows  Ihe  rate  of  absorption  of  propranolol 
Phenytoin.  phenobarbitone.  and  nfampin  acoelerate  propranolol  clearance 
Chlorpromazine.  when  used  concomitantly  with  propranolol,  results  in  increased  plasma 
levels  of  both  drugs 

Antipynne  and  lidocaine  have  reduced  clearance  when  used  concomitantly  with 
propranolol 

Thyroxine  may  result  in  a lower  than  expected  Tj  concentration  when  used  concomitantly 
with  propranolol 

Cimetidine  decreases  the  hepatic  metabolism  of  propranolol,  delaying  elimination  and 
increasing  blood  levels 

Theophylline  clearance  is  reduced  when  used  concomitantly  with  propranolol 
CARCINOGENESIS,  MUTAGENESIS.  IMPAIRMENT  OF  FERTILITY  Long-term  studies  in 
animals  have  been  conducted  to  evaluate  toxic  effects  and  carcinogenic  potential  In  18- 
monlh  studies  in  both  rats  and  mice,  employing  doses  up  to  150  mg  kg  day  there  was  no 
evidence  of  significant  drug-induced  toxicity  There  were  no  drug-related  tumongenic  effects 
at  any  of  the  dosage  levels  Reproductive  studies  in  animals  did  not  show  any  impairment  of 
fertility  that  was  attributable  to  the  drug 

PREGNANCY  Pregnancy  Category  C INDERAL  has  been  shown  to  be  embryotoxic  in 
animal  studies  at  doses  about  10  times  greater  than  the  maximum  recommended  human  dose 
There  are  no  adequate  and  well-controlled  studies  in  pregnant  women  INDERAL  should  be 
used  during  pregnancy  only  if  the  potential  benefit  justifies  the  potential  risk  to  the  fetus 
NURSING  MOTHERS  INDERAL  is  excreted  in  human  milk  Caution  should  be  exercised 
when  INDERAL(propranolol  HCI)  is  administered  to  a nursing  woman 
PEDIATRIC  USE  Safety  and  effectiveness  in  children  have  not  been  established 

ADVERSE  REACTIONS.  Most  adverse  effects  have  been  mild  and  transient  and  have  rarely 
required  the  withdrawal  of  therapy 

Cardiovascular  Bradycardia,  congestive  heart  failure,  intensification  of  AV  block,  hypoten- 
sion. paresthesia  of  hands,  thrombocytopenic  purpura,  arterial  insufficiency,  usually  of  the 
Raynaud  type 

Central  Nervous  System  Light-headedness,  mental  depression  manifested  by  insomnia, 
lassitude,  weakness,  fatigue  reversible  mental  depression  progressing  to  catatonia,  visual 
disturbances,  hallucinations,  vivid  dreams,  an  acute  reversible  syndrome  characterized  by 

disorientation  for  time  and  place,  short-term 
memory  loss,  emotional  lability,  slightly 
clouded  sensorium.  and  decreased  perfor- 
mance on  neuropsychometrics  For  immediate 
formulations,  fatigue,  lethargy  and  vivid 
dreams  appear  dose  related 
Gastrointestinal  Nausea,  vomiting,  epigas- 
tric distress,  abdominal  cramping,  diarrhea 
constipation,  mesenteric  arterial  thrombosis, 
ischemic  colitis 

Allergic  Pharyngitis  and  agranulocytosis, 
erythematous  rash,  fever  combined  with  ach- 
ing and  sore  throat,  laryngospasm  and  respira- 
tory distress 

Respiratory  Bronchospasm 
Hematologic  Agranulocytosis,  nonthrombocytopenic  purpura,  thrombocytopenic  purpura 
Auto-Immune  In  extremely  rare  instances,  systemic  lupus  erythematosus  has  been 
reported 

Miscellaneous  Alopecia.  LE-like  reactions,  psoriasiform  rashes,  dry  eyes,  male  impotence 
and  Peyronie's  disease  have  been  reported  rarely  Oculomucocutaneous  reactions  involving 
the  skin,  serous  membranes  and  conjunctivae  reported  for  a beta  blocker  (practolol)  have  not 
been  associated  with  propraholol 

DOSAGE  AND  ADMINISTRATION.  INDERAL  LA  provides  propranolol  hydrochloride  in  a 
sustained-release  capsule  for  administration  once  daily  If  patients  are  switched  from  INDERAL 
Tablets  to  INDERAL  LA  Capsules,  care  should  be  taken  to  assure  that  the  desired  therapeutic 
effect  IS  maintained  INDERAL  LA  should  not  be  considered  a simple  mg-for-mg  substitute  for 
INDERAL  INDERAL  LA  has  different  kinetics  and  produces  lower  blood  levels  Retitration  may 
be  necessary,  especially  to  maintain  effectiveness  at  the  end  of  the  24-hour  dosing  interval 
HYI^ERTENSION — Dosage  must  be  individualized  The  usual  initial  dosage  is  80  mg 
INDERAL  LA  once  daily,  whether  used  alone  or  added  to  a diuretic  The  dosage  may  be 
increased  to  120  mg  once  daily  or  higher  uhtil  adequate  blood-pressure  control  is  achieved 
The  usual  maintenance  dosage  is  1 20  to  1 60  mg  once  daily  I n some  instances  a dosage  of  640 
mg  may  be  required  The  time  needed  for  full  hypertensive  response  to  a given  dosage  is 
variable  and  may  range  from  a few  days  to  several  weeks 
ANGINA  PECTORIS  — Dosage  must  be  individualized  Starting  with  80  mg  INDERAL  LA 
once  daily,  dosage  should  be  gradually  increased  at  three-  to  seveh-day  intervals  until  optimal 
response  is  obtained  Although  individual  patients  may  respond  at  any  dosage  level,  the 
average  optimal  dosage  appears  to  be  160  mg  once  daily  In  angina  pectoris,  the  value  and 
safely  of  dosage  exceeding  320  mg  per  day  have  not  been  established 
If  treatment  is  to  be  discontinued  reduce  dosage  gradually  over  a period  of  a few  weeks  (see 
WARNINGS) 

MIGRAINE  — Dosage  must  be  individualized  The  initial  oral  dose  is  80  mg  INDERAL  LA 
once  daily  The  usual  effective  dose  range  is  160-240  mg  once  daily.  The  dosage  may  be 
increased  gradually  to  achieve  optimal  migraine  prophylaxis  If  a satisfactory  response  is  not 
obtained  within  four  to  six  weeks  after  reaching  the  maximal  dose,  INDERAL  LA  therapy  should 
be  discontinued  It  may  be  advisable  to  withdraw  the  drug  gradually  over  a period  of  several 
W66kS 

HYPERTROPHIC  SUBAORTIC  STENOSIS-80-160  mg  INDERAL  LA  once  daily 
PEDIATRIC  DOSAGE  - At  this  time  the  data  on  the  use  of  the  drug  in  this  age  group  are  loo 
limited  to  permit  adequate  directions  for  use 
*The  appearance  of  these  capsules  is  a registered  trademark  of  Ayerst  Laboratories 


REFERENCES: 

1 . INDERAL  LA  National  Compliance  Evaluation  Program  Data  on  file,  Ayerst  Laboratories 

2.  Ravid  M,  Lang  R,  Jutrin  I The  relative  antihypertensive  potency  of  propranolol,  oxprenolol, 
atenolol,  and  metoprolol  given  once  daily  Arch  Intern  Med  19fe,  145  1321-1323 
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Microvascular  surgery  has 
become  a reliable  entity  proven  by 
the  experience  with  digital  replanta- 
tion. It  is  now  being  successfully 
applied  in  the  field  of  digital 
transfer.  The  first  toe-to-hand 
transfer  patient  in  the  state  of  West 
Virginia  is  presented.  This  involved 
separate  transfers  of  the  second  toes 
to  the  index  and  long  finger  posi- 
tions. Indications,  surgical  techni- 
ques, postoperative  care,  functional 
results  and  a general  review  of  the 
literature  regarding  results  are 
discussed. 

Microneurovascular  surgery  has 
become  a reliable  entity  pro- 
ven by  years  of  experience  with 
digital  replantation  after  traumatic 
amputation.  These  same  techniques 
are  being  successfully  applied  to 
hand  injuries  in  which  replantation 
is  not  possible.'  Sensitive  pinch  and 
grasp  function  and,  in  certain  cases, 
power  grip  can  be  restored  to  hands 
with  multiple  amputated  digits  or 
congenital  hypoplastic  digits.  Several 
hundred  cases  of  transfer  pro- 
cedures involving  toes  to  replace 
missing  thumbs  and  fingers  have 
been  presented  in  the  literature.  We 
present  the  first  case  of  successful 
microvascular  toe-to-hand  transplan- 
tation in  West  Virginia. 

Case  Report 

Our  patient  is  a 22-year-old  white 
male  resident  of  Beverly,  West 
Virginia,  who  sustained  a crushing 
amputation  injury  to  the  fingers  of 
his  right  hand  in  a saw  mill  acci- 
dent. Primary  closure  of  the  finger 
stumps  was  performed  at  the  time 


Figure  1.  Arteriogram  of  left  foot. 


of  injury.  One  year  later  he  presents 
with  healed  stumps  at  the  level  of 
the  middle  third  of  the  proximal 
phalanx  of  the  index,  long  and  ring 
fingers.  The  little  finger  is  absent 
distal  to  the  base  of  the  middle 
phalanx.  His  right  thumb  is 
anatomically  and  functionally  intact. 
He  had  a palpable  posterior  tibial 
pulse  bilaterally  but  neither  dorsalis 
pedis  pulse  was  palpable.  Lower  ex- 
tremity angiography  revealed  single 
vessel  dominant  posterior  tibialis 
artery  supply  to  both  feet  (Figure  1). 
The  dorsalis  pedis  vessels  were 
vestigial  structures  and  the  pedal 
digital  circulation  arose  from  the 
plantar  arch.  Our  patient  was  admit- 
ted to  the  hospital  24  hours  before 
surgery  to  ensure  that  all  nicotine 
and  other  vasoconstrictive  stimuli 
were  minimized.  The  patient’s  foot 
was  kept  warm  by  increasing  am- 
bient temperature  to  maximize 
vasodilation. 


A left  second  toe  to  right  long 
finger  stump  transfer  was  performed 
under  general  anesthesia.  Intermit- 
tent, partial  exsanguination  of  both 
extremities  was  maintained  by 
pneumatic  tourniquets.  Two  surgical 
teams  worked  simultaneously,  with 
the  hand  team  starting  only  after  it 
was  ascertained  by  cross  clamping 
of  pertinent  pedal  vessels  that  both 
the  second  and  great  toe  would 
have  adequate  blood  supply.  The 
resection  of  the  toe  began  w4th  a 
skin  incision  which  passed  cir- 
cumferentially around  the  digit, 
then  left  a four-cm.-long,  triangular 
dorsal  skin  flap  with  the  toe.  A 
12-cm.  linear  incision  was  continued 
proximally  over  the  second  ray  to 
expose  the  dorsal  structures.  A 
three-cm.  longitudinal  incision  was 


Figure  2.  Dissection  of  the  dorsum 
of  the  right  foot. 
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extended  proximally  on  the  plantar 
surface  of  the  second  ray. 

Dissection  in  the  first  web  space 
exposed  the  common  plantar  digital 
artery  to  the  first  and  second  toes 
arising  from  the  plantar  arch  (Figure 
2).  Exploration  of  the  second  web 
space  confirmed  that  the  plantar 
digital  artery  to  the  second  and 
third  toes  was  a smaller  vessel.  All 
significant  divisional  branches  of 
each  digital  artery  were  isolated. 

The  largest  vein  of  the  two  accom- 
panying the  dominant  digital  artery 
was  traced  back  onto  the  dorsum  of 
the  midfoot.  All  other  veins  draining 
the  second  toe  were  divided,  and 
microvascular  clamps  were  placed 
on  all  the  arteries  to  the  second  toe 
except  the  dominant  vessel.  A clamp 
was  also  placed  on  the  large  digital 
branch  artery  to  the  great  toe.  The 
leg  tourniquet  was  deflated  after 
having  been  inflated  for  two  hours. 
Satisfactory  perfusion,  capillary  refill 
and  venous  drainage  were  observed 
in  the  second  toe  on  its  pedicle  and 
the  great  toe  on  its  remaining 
arterial  supply. 

The  dorsal  digital  nerves  were 
divided.  Plantar  dissection  isolated 
the  plantar  digital  nerves  which 
were  divided  proximal  to  the 
metatarsal  heads  and  tagged  distally. 
The  extensor  tendon  was  divided  at 
the  midfoot.  The  plantar  flexor  ten- 
dons were  transected  at  the  midfoot 
through  a separate,  small  transverse 
plantar  incision.  All  of  the  previous- 
ly clamped  vessels  were  divided  be- 
tween ligating  ties.  The  second  toe 
was  then  sharply  disarticulated  at 
the  metatarsal-phalangeal  joint.  Both 
toes  retained  satisfactory  perfusion, 
and  the  pedicle  vein  was  divided  at 
the  midfoot  and  artery  at  the  plantar 
arch.  The  proximal  vessels  stumps 
were  ligated.  The  articular  cartilage 
of  the  base  of  the  proximal  phalanx 
was  removed  with  a rongeur  before 
it  was  given  to  the  hand  team. 

The  first  three  metatarsal  heads  of 
the  left  foot  were  compressed 
together  and  secured  with  a 0.062 
threaded  Kirschner  pin  to  close  the 
space  between  the  first  and  third 
toes  (Figure  3).  The  skin  was  closed 
primarily  over  a scalp  vein  drain 
connected  to  a vacutainer  tube.  A 
bismuth  gauze  was  placed  on  the  in- 
cision and  covered  with  a fluffed 


Figure  3.  Kirschner  pin  In  metatarsal 
heads. 


Figure  4.  Arterial  dissection  In  volar 
aspect  of  the  hand.  Recipient  artery  is  at 
the  tip  of  the  forceps. 


dressing.  The  foot  was  kept  warm 
through  the  rest  of  the  operation. 
Simultaneously,  a second  team 
began  the  hand  dissection  with  a 
dorsal  longitudinal  skin  incision 
over  the  third  ray.  A skin  flap  based 
on  a palmar  pedicle  was  fashioned 
from  the  finger  stump.  The  extensor 
digitorum  communis  tendon  to  the 
long  finger  and  a dorsal  vein  were 
isolated.  The  palm  was  opened 
through  a volar  zig-zag  incision.  The 
radial  and  ulnar  palmar  digital 
nerves,  the  long  finger  flexor  pro- 
fundus tendon  and  the  radial  digital 
artery  to  the  long  finger  were  ex- 
posed (Figure  4). 

Bony  apposition  between  the  pro- 
ximal phalanges  of  the  toe  and 


finger  was  obtained  and  maintained 
by  two  size  “o”  interosseous  wires 
and  a single,  obliguely  placed  0.045 
Kirschner  pin  (Figure  5).  Flexor  ten- 
don anastomosis  required  a segment 
of  the  toe’s  flexor  digitorum  brevis 
tendon  spliced  in  between  the  long 
finger  flexor  tendon  and  the  flexor 
digitorum  longus  of  the  toe.  Pulver- 
taft  weave  was  employed  for  the 
tendon  anastomoses.  The  tendon 
was  passed  through  the  existing  A-1, 
C-1,  and  C-2  pulley  system.  Extensor 
tendon  repair  was  then  performed. 

End-to-end  anastomosis  of  the 
toe’s  dorsal  vein  to  the  hand’s  vein 
was  then  performed  using  8-0  nylon 
on  a BV-5  needle  under  microscopic 
visualization  (Figure  6).  The  toe’s 
artery  was  then  anastomosed  end  to 
the  side  of  the  bifurcation  of  the 
palmar  proper  digital  artery  which 
supplied  the  radial  digital  branch  to 
the  long  finger  and  ulnar  branch  to 
the  index  finger.  A 10-0  nylon 
suture  was  utilized  on  the  artery. 
End-to-end  anastomosis  of  the 
fascicles  of  the  plantar  and  volar 
digital  nerves  was  performed  using 
10-0  nylon.  There  was  satisfactory 
balanced  blood  flow  to  and  from 
the  toe.  The  skin  edges  were  closed 
primarily  with  4-0  nylon;  a 
2 X 3-cm.  area  on  the  radial  aspect 
of  the  dorsum  of  the  long  finger  re- 
quired a small  split  thickness  skin 
graft  which  was  harvested  from  the 
right  forearm. 

Postoperative  Course 

The  postoperative  course  was 
uneventful.  The  toe  was  checked 
hourly  for  perfusion  and  drainage 
for  three  days.  The  patient  received 
one  gram  of  cefazolin  (Ancef)  in- 
travenously one  hour  before  the 
surgery  and  then  every  six  hours 
thereafter  for  six  days.  This  was 
followed  by  oral  cephalexin  (Keflex) 
500  mg.  every  six  hours  for  eight 
more  days.  He  received  10  grains  of 
aspirin  every  12  hours  and  25  mg. 
of  dipyridamole  (Persantine)  every 
eight  hours  for  five  months  begin- 
ning two  hours  after  the  surgery 
was  completed. 

He  was  discharged  from  the 
hospital  on  the  eighth  postoperative 
day  and  was  ambulatory  with  a right 
arm  platform  walker.  He  could  walk 
comfortably  without  a crutch  after 
three  weeks.  Five  months  after  the 
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Figure  5.  Internal  flxation  wires  on 
the  dorsum  of  the  hand  in  the  index 
digital  transfer. 


Figure  6.  Dorsal  veins  of  the  hands  in 
anastomosis  clamp. 

transfer,  he  had  about  30  degrees 
flexion  motion  in  the  MCP,  PIP  and 
DIP  joints.  He  was  unable  to  fully 
extend  the  finger.  He  could  pinch 
fine  objects  between  the  thumb  and 
finger. 

Five  months  after  the  first  surgery, 
he  was  readmitted  for  transfer  of 
the  right  second  toe  to  the  right  in- 
dex finger  stump  (Figure  7).  Prepara- 
tion was  the  same  for  the  second 
surgery  which  was  also  performed 
by  two  teams.  The  foot  dissection 
and  closure  was  identical  to  the 
previous  surgery.  In  the  hand,  the 
radial  artery’s  continuation  to  the 
thumb  and  index  finger  was 
isolated.  Another  dorsal  hand  vein 
was  isolated.  The  osteosynthesis 
procedure,  nerve  anastomosis,  flex- 
orand  extensor  digitorum  longus 
tendon  repair,  and  the  venous 
drainage  were  similar  to  the 
previous  procedure.  The  extensor 
indicis  tendon  was  found,  threaded 
around  the  radial  lateral  band  of  the 
toe  and  then  sutured  to  itself  as  well 


as  to  the  lateral  band  to  provide  in- 
trinsic extension. 

The  radial  artery’s  continuation  in 
the  palm  was  anastomosed  end  to 
end  with  the  toe’s  digital  plantar 
artery  of  the  first  web  space  using 
10-0  nylon.  A small  split  thickness 
skin  graft  was  harvested  from  the 
left  thigh  to  cover  a dorsal  hand 
defect  (Figures  8 & 9).  Bismuth- 
impregnated  (Xeroform)  gauze  was 
covered  by  a fluffed,  soft  hand 
dressing. 

Postoperative  observation  was 
similar.  He  received  cefazolin  one 
gram  intravenously  preoperatively 
and  then  every  eight  hours 
thereafter  for  six  days.  He  was 
discharged  from  the  hospital  on  the 
sixth  postoperative  day  with  a 
prescription  for  cephalexin  500  mg. 
every  six  hours  for  three  days.  He 
received  intravenous  40,000  molec- 
ular weight  dextran  at  30  ml.  per 


i patient  has  gone 

JL  back  to  work  as  a 
mechanic  and  has 
developed  calluses  on  the 
transferred  digits  from 
using  a wrench,  y y 


hour  for  five  days.  Beginning  two 
hours  after  surgery,  he  started  taking 
five  grains  of  aspirin  and  25  mg.  of 
dipyridamole  every  eight  hours. 

This  was  continued  after  discharge. 

A flexor  tenolysis  was  performed  to 
release  adhesions  in  the  index  digit 
four  months  later. 

Seven  months  after  the  second 
transfer,  his  long  finger  MCP  func- 
tion had  improved  to  75  degrees. 
The  transferred  index  digit  has  60 
degrees  range  of  motion  in  the  MCP 
and  PIP  joints.  The  patient  has  gone 
back  to  work  as  a mechanic  and  has 
developed  calluses  on  the  transfer- 
red digits  from  using  a wrench. 

Transplantation  of  toes  is  becom- 
ing a relatively  common  procedure 
for  reconstruction  of  hands  after 
multiple  finger  amputations.  Indica- 
tions are  to  supply  thumbs  and 
fingers  to  restore  pinch  and  grasp 
function  in  hands  lacking  an  ade- 


quate thumb  or  opposing  finger.^  It 
is  also  indicated  for  providing  a se- 
cond opposing  finger  for  power 
grip.  The  procedure  is  usually  per- 
formed after  all  primary  injury  heal- 
ing is  completed. 

Preoperative  evaluation  of  bone 
structure,  tendons  and  blood  supply 
is  necessary.  Preoperative 
angiography  of  the  feet  is  only 
necessary  if  the  dorsalis  pedis  pulse 
is  not  readily  palpable.'^  The  study 
can  guide  dissection  to  the  proper 
pedal  arch.  Usually  the  dorsalis 
pedis  or  one  of  its  branches  is  used 
for  first  or  second  toe  transfers.  Oc- 
casionally, the  dorsalis  pedis  is  a 
diminutive  vessel,  and  one  of  the 
plantar  arch  vessels  must  be 
harvested.  These  plantar  arteries  are 
usually  smaller  than  the  dorsalis 
pedis.  This  makes  the  anastomosis 
more  difficult  and  decreases  the  suc- 
cess rate.  Plantar  arch  dissection  can 
also  compromise  the  circulation  to 
the  remaining  toes.  Hand  angio- 
graphy is  indicated  when  the 
arteries  of  the  hand  may  have  been 
injured  proximal  to  the  site  of  am- 
putation or  are  deficient  on  clinical 
examination.  Preoperative  x-rays  of 
the  site  of  the  planned  bone  union 
(osteosynthesis)  are  indicated. 


Figure  7.  Left  foot  five  months  after 
toe  transfer. 
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Figure  8.  Dorsal  surface  of  hand  Immediately  postoperatlvely  after  the  second  transfer. 


Figure  9.  Volar  surface  of  hand  Immediately  postoperatlvely  after  the  second  transfer. 


Planning  for  eventual  toe-to-hand 
transfer  begins  at  the  time  of 
original  injury.  Complete,  accurate 
exploration  and  documentation  of 
the  status  of  the  tendons  in  the 
hand  is  necessary  at  the  time  of  in- 
itial injury  closure.  The  needed 
lengths  of  tendons  and  nerves  are 
based  on  this  information  and  the 
prospective  site  of  osteosynthesis. 
Preoperative  skin  cover  planning  is 
mandatory  to  assure  satisfactory 
postoperative  closure.  If  necessary, 
a cutaneous  flap  can  be  transferred 
from  the  abdomen  or  groin  to  the 
hand  before  the  finger  transfer. 

Preoperative  preparation  con- 
tinues well  in  advance.  Attention 
must  be  directed  toward  preventing 


vasospasm  in  the  transferred  digit. 
Abstinence  from  smoking  and 
nicotine  must  be  initiated 
preoperatively,  and  various  authors 
advise  between  one  day  and  six 
weeks’  abstinence.'  Exposure  to 
cold  must  also  be  avoided 
postoperatively.  After  hospital  ad- 
mission, the  toe  is  kept  warm  in  a 
heating  pad  for  at  least  12  hours.  A 
temperature  of  greater  than  32 
degrees  C.  is  satisfactory.  The  pa- 
tient should  be  well  hydrated  on  in- 
travenous fluids  once  oral  intake  is 
stopped.  An  hourly  urinary  output 
of  at  least  100  ml.  per  hour  is  re- 
quired by  some  surgeons 
throughout  the  perioperative 
period. 


Intraoperatively,  the  foot  should 
be  kept  warm  with  heating  lamps 
and  pads.  Vascular  dissection  in  the 
foot  is  the  first  and  most  important 
phase  of  this  operation.  Partial  ex- 
sanguination  maintained  by  a tour- 
niquet is  beneficial  for 
anatomicalidentification  but  must  be 
let  down  frequently  to  keep  the  toe 
warm.  The  site  of  arterial 
anastomosis  in  the  hand  should  be 
located  well  away  from  any  old 
scars  in  the  hand.  Most  authors 
prefer  using  the  radial  artery  just 
distal  to  the  snuff  box.''^  The  super- 
ficial arch  or  even  palmar  digital 
vessels  can  prove  satisfactory  as 
demonstrated  in  this  case.  The  hand 
dissection  should  not  begin  until 
the  toe’s  vascular  pedicle  has  been 
isolated  and  proven. 

Skeletonization  of  the  hand 
vessels  should  be  minimized.  The 
vascular  pedicle  is  kept  open  for  at 
least  20  minutes  with  the  toe  under 
a heat  lamp  prior  to  its  division.' 
End-to-side,  distal-to-proximal 
arterial  anastomosis  is  preferred  but 
end-to-end  venous  anastomosis  is 
the  rule.  Dorsal  veins  of  the  foot 
and  hand  are  used  for  venous 
drainage.  The  pedicle  vein  should 
run  alongside  the  pedicle  artery  if 
possible.  Dissection  of  the  vein 
begins  distally  and  proceeds  up  the 
foot.'  Plantar  veins  should  become 
dorsal  structures  as  they  are  follow- 
ed proximally. 

There  are  several  additional 
technical  points  to  be  made.  The  se- 
cond toe  is  used  by  most  authors 
for  finger  replacement  but,  in  Japan, 
also  may  be  transferred  occasionally 
for  lost  thumbs.^  The  great  toe  is 
felt  by  most  to  make  a stronger 
thumb.  Skeletal  dissection  of  the 
toe  begins  with  ligation  and  division 
of  significant  metatarsal  phalangeal 
articular  vessels.  If  length  is  ade- 
quate, most  surgeons  prefer  not 
transferring  the  MTP  joint  because 
of  its  considerable  tendency  to 
hyperextension.  Since  there  is  in- 
herently more  extension  and  less 
flexion  in  a toe  than  in  a finger,  the 
proximal  phalanx  osteosynthesis  is 
designed  to  create  20  degrees  of 
volar  flexion  to  ensure  pinch  grasp 
of  fine  objects.^ 
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The  recipient  bone  stump  is 
always  freshened  up  to  stimulate 
healing.  Holes  are  drilled  with  a 
20-gauge  needle  to  pass  interosseous 
wires  to  maintain  the  osteosyn- 
thesis. One  or  two  obliquely  placed 
.045  Kirschner  pins  will  add  stabili- 
ty, and  some  authors  employ  an  in- 
tramedullary bone  peg  graft. ^ 

The  flexor  and  extensor 
digitorum  longus  tendons  are 
dissected  proximally  through  a 
variety  of  incisions  to  obtain  suffi- 
cient length  to  allow  anastomosis 
well  away  from  scars.  Lister  recom- 
mends transferring  the  tendon 
sheath  with  the  tendon.  A weave 
technique  should  be  utilized  for  the 
anastomosis  of  the  flexor  tendons.' 

Usually,  only  the  plantar  digital 
nerves  are  anastomosed.  The 
anastomosis  should  be  as  far  distal 
as  possible  and  performed  under 
magnification  to  allow  fascicular  ap- 
proximation. Split  thickness  skin 
grafts  may  be  used  on  both  the 
hand  and  foot.  Placement  of  the 
hand  in  a plaster  splint  for  four 
weeks  is  optional.'  '^ 

Postoperative  care  primarily  in- 
volves watching  the  toe  for  signs  of 
arterial  or  venous  insufficiency.  In- 
spection of  color,  gross  temperature 
and  capillary  refill  hourly  for  48  - 
72  hours  is  usually  adequate.  Some 
surgeons  recommend  precise 
temperature  monitoring.  An- 
ticoagulation is  a subject  of  con- 
troversy: some  surgeons  employ  full 
heparinization  while  others  use  no 
medications  in  this  regard.'’^  Still 
others  employ  dextran  or  agents 
that  modify  platelet  behavior.^  Pro- 
phylactic antibiotics  are  also 
debatable.  Some  surgeons  use  none 
but  more  than  half  of  active 
transplant  surgeons  use  some 


antibiotics — usually  a first  genera- 
tion cephalosporin — beginning 
preoperatively  and  continuing  for  a 
variable  period  of  time  as  metal 
hardware  is  often  left  in  the  patient 
and  can  act  as  a nidus  of  infection. 

Results 

Successful  replantation  rates  in 
the  literature  are  reported  as  high  as 
95  per  cent.  Second  toe  transfer 
success  appears  to  be  about  90  to 
100  per  cent.''^'®  Partial  toe  transfers 
to  the  middle  phalanx  of  a finger  in- 
volves short  arterial  transfer  and 
smaller  diameter  vessels  resulting  in 
a lower  success  rate  of  about  80  per 
cent.^  Re-exploration  is  necessary 
for  circulatory  compromise  in  about 
25  to  30  per  cent  of  patients  with 


^ ( Successful  replanta- 
Kjtion  rates  in  the 
literature  are  reported  as 
high  as  95  per  cent,  y y 


survival  after  exploration  of  about 
70  per  cent.  The  reoperation  rate 
for  mechanical  problems  includes 
15-40  per  cent  requiring  ten- 
donolyses  and  10  per  cent  requiring 
osteotomies.  This  figure  is  consis- 
tent with  replantations.  Range  of 
motion  is  usually  30-50  degrees  in 
each  of  the  three  joints.^ 

Successful  pinch  develops  in  near- 
ly all  patients  with  average  pinch 
strength  rated  as  35  per  cent  of  nor- 
mal in  great  transfers  and  16  per 
cent  in  second  toes.'  Power  grip 
average  was  rated  as  28  per  cent  of 
normal.  Light  touch  sensation 
begins  to  appear  in  four  to  nine 
months.  At  two  years,  75  per  cent 


of  patients  reported  by  Lister  had 
two-point  discrimination  of  less 
than  10  mm.  The  other  25  per  cent 
had  10  - 25  mm.'  Normal  two-point 
discrimination  is  three  mm.  in  a 
finger  and  seven  mm.  in  a toe.  Cold 
intolerance  in  the  fingers  is  a 
nuisance  to  many  patients.  There 
are  no  complaints  of  foot  weakness 
or  gait  problems  after  second  toe 
disarticulation  so  long  as  the 
metatarsal  head  is  not  removed. 

Summary 

The  first  toe-to-hand  transfer  pa- 
tient in  the  state  of  West  Virginia  is 
presented.  This  involved  separate 
transfers  of  the  second  toes  to  the 
index  and  long  finger  positions.  In- 
dications, surgical  techniques, 
postoperative  care  and  functional 
results  are  described.  A general 
review  of  the  literature  regarding 
methods  and  results  of  this  pro- 
cedure is  discussed. 

Generic/Trade  Names  of  Drugs 

Generic  names  and  trade  names 
(in  parentheses)  of  drugs  mentioned 
in  this  article  are:  bismuth  gauze 
(Xeroform),  cefazolin  (Ancef), 
cephalexin  (Keflex),  and 
dipyridamole  (Persantine). 
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Case  Report 

Toxic  Shock  Syndrome 
In  A 2 3 -Year-Old  Male 

ERNEST  BONITATIBUS,  M.  D. 

Section  of  Emergency  Medicine, 

Department  of  Surgery,  West  Virginia 
University  School  of  Medicine, 

Morgantown 


The  case  of  a 23-year-old  male 
with  toxic  shock  syndrome  (TSS)  is 
presented.  The  history,  case  defini- 
tion, and  risk  factors  for  develop- 
ing TSS  are  discussed,  and 
appropriate  management  of  the 
patient  with  TSS  is  reviewed. 

MU  is  a 23-year-old  man 

• JtV* *  who  was  admitted  to 
the  emergency  Department  of  West 
Virginia  University  Hospital  with  a 
four-day  history  of  fever  and  light- 
headedness. This  was  associated 
with  nausea  and  vomiting,  a non- 
productive cough,  and  a poorly 
defined  headache.  Review  of 
systems  was  negative  except  for  a 
complaint  of  posion  ivy  on  his  feet 
and  legs  approximately  a week  prior 
to  admission. 

Physical  examination  revealed  he 
was  febrile  and  shocky  in  moderate 
distress.  His  initial  vital  signs  were 
BP  of  90/70  mmHg,  (a  tilt  BP  was 
not  obtained  as  patient  became 
symptomatic)  pulse  120/min,  respira- 
tions l6/min  and  temperature  40 
degrees  centigrade.  A grade  2 over  6 
systolic  ejection  murmur  was  heard. 
His  liver  was  enlarged  and  some 
spotty  lymphadenopathy  was  noted 
in  the  inguinal  regions,  bilaterally. 
Examinations  of  the  skin  revealed  a 
fine,  diffuse  macular  rash  over  the 
trunk  and  several  pustular  lesions  on 
his  feet.  The  remainder  of  the  ex- 
amination was  negative.  Fluid 
resuscitation  of  this  patient  was 
begun  with  crystalloids,  and 
laboratory  studies  were  sent  off.  He 
was  admitted  to  the  WVU  Hospital 
medical  service  where  fluid  therapy 
was  continued  and  IV  oxacillin  (Pro- 
staphlin)  and  gentamycin 
(Garamycin)  started. 

Cultures  of  the  skin  lesions  grew 
Staph  aureus,  sensative  to  oxacillin. 
Blood  cultures  and  cultures  of 
cerebral  spinal  fluid  were  negative. 
The  gentamycin  was  discontinued. 


The  patient  continued  to  defervesce 
on  IV  oxacillin  and  was  then  switch- 
ed to  dicloxacillin  (Dynapen, 
Pathocil)  orally  to  complete  14  days 
of  antibiotic  therapy.  He  was 
discharged  from  the  hospital  in 
good  condition. 

Discussion 

In  1978,  James  Todd  and 
Associates  described  seven  children 
with  acute,  severe,  febrile  illnesses 
resembling  scarlet  fever  and  ap- 
parently associated  with  staphylo- 
coccus aureus  infection.'  The  name, 
toxic  shock  syndrome  (TSS),  was 
suggested  for  this  illness.  It  became 
apparent  that  a number  of  clinical 
features  were  common  to  patients 
with  this  illness  when  reports  of  pa- 
tients with  illnesses  clinically 
resembling  TSS  began  to  reach  the 
Center  for  Disease  Control  (CDC). 

TABLE  1 

Case  Definition  For  TSS 

Fever:  Temperature  > 102°F  (38.9“C) 
Dermatologic:  Diffuse  macular  rash  and 
desquamation  (especially 
of  palms  and  soles) 

Hypotension:  Systolic  BP  < 90  mmHg 
Multisystem  Involvement  - 3 or  more  of 
the  following: 

GI:  vomiting  or  diarrhea 
Muscular:  Elevated  CPK  levels  or 
severe  myalgias 

Mucosa:  Conjunctival,  oropharyngeal, 
or  vaginal  hyperemia 
Renal:  Elevated  BUN  or  creatinine, 
pyuria 

Hepatic:  Elevated  bilirubin,  SCOT 
or  SGPT 

Hematologic:  Platelets  < 100,000/MM^ 
CNS:  Altered  mental  status  without 
focal  signs 

Negative  results  on  the  following  tests  (if 
obtained) 

Blood,  throat  or  CSF  cultures 

Rise  in  titer  to  RMSF,  Leptospirosis  or 

Rubeola 

Adapted  from  Reingold  et  al. 


In  1980,  to  provide  uniformity  of 
diagnosis  and  to  facilitate  im- 
munologic studies,  investigators  of 
the  CDC  proposed  a case  definition 
for  TSS  (Table  1).^  This  definition 
was  helpful  in  early  epidemiologic 
studies  that  noted  the  tendencies  for 
TSS  patients  to  be  young  women 
whose  onset  of  this  illness  was 
closely  associated  with  menstrua- 
tion. These  studies  clearly  have 
shown  that  tampon  use  during 
menses  is  the  most  important  risk 
factor  for  developing  TSS.  In  most 
case  control  studies,  more  than  97 
per  cent  of  women  who  develop 
TSS  during  menses  were  tampon 
users. 

As  surveillance  continued,  it  was 
recognized  that  approximately  10  to 
20  per  cent  of  the  patients  with  the 
syndrome  were,  like  this  case,  males 
or  non-menstruating  females  who 
had  staphylococcal  infections  of 
other  body  sites. ^ Patients  with  the 
syndrome  have  been  reported  from 
all  the  50  states.  In  fact,  reports  of 
TSS  have  now  appeared  from  most 
areas  of  the  world. 

Necessary  Risk  Factor 

Table  2 lists  risk  factors  for 
developing  toxic  shock  syndrome. 
The  single  necessary  risk  factor  for 
developing  TSS  is  infection  with 
TSS  toxin-producing  strains  of  S. 
aureus.  Symptoms  commonly  found 
in  almost  all  patients  with  TSS  are 
fever,  myalgia,  vomiting,  dizziness 
and  a rash.  Abnormal  laboratory 
results  found  in  almost  all  patients 
with  TSS  include:  an  elevated  white 
blood  cell  count  with  a left  shift, 
positive  cultures  of  Staph,  aureus  of 
the  presumed  site  of  infection,  and 
abnormalities  of  renal  function  and 
liver  function.  Electrolyte  abnor- 
malties  are  common,  as  might  be 
expected  with  severe  gastroenteritis. 

Outcome  of  TSS 

The  outcome  of  toxic  shock  syn- 
drome may  be  most  dependent  on 
early  recognition  of  the  syndrome 
and  elimination  of  the  presumed 
staphylococcal  infection  and  toxin 
production  site.  This  might  involve 
removal  of  the  tampon  or  con- 
traceptive device  from  the  vagina, 
drainage  of  the  abscess  or  debride- 
ment of  a wound.  Antistaphylo- 
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TABLE  2 

Risk  Factors  for  Developing  TSS 

High  Risk 

Lack  of  TSS-toxin  antibody 
Infection  with  TSS-toxin  producing  S, 
aureus 

Menstruating  female  less  than  35 
years  old 

Superabsorbenc>'  tampon  use 
Nasal  surgery  with  packing 

Moderate  Risk 

Regular-absorbency  tampon  use 
Alternating  use  of  tampons  and  pads 
Contraceptive  sponge  use 

Low  Risk 

Contraceptive  diaphragm  use 

I.U.D.  use 

Surgical  wound  infections 
Early  postpartum  state 

Possibly  Protective 
Oral  contraceptive  use 

Adapted  from  Smith  and  Jacobson 

coccal  antibiotics  (e.g.  dicloxacillin 
or  oxacillin)  seem  a reasonable  ad- 
junct to  these  mechanical  measures. 
Careful  monitoring  of  blood 
gasses,  electrolytes,  calcium, 
phosphorus  creatinine  and  BUN 


should  be  performed  and  abnor- 
malities corrected.  Of  great  impor- 
tance is  attentive  nursing  care  with 
frequent  measurements  of  blood 
pressure  to  confirm  that  no 
deterioration  is  occurring. 

Most  patients  generally  improve 
rapidly  after  a focus  of  infection  is 
identified  and  removed,  intra- 
vascular volume  replenished  and  an- 
tibiotic therapy  started.  Some  pa- 
tients unfortunately  do  not  follow 
this  relatively  benign  course.  Those 
who  are  severely  hypotensive  and  in 
shock  upon  admission  may  progress 
relentlessly  and  rapidly  to  multiple 
organ  failure  and  death  despite  ag- 
gressive medical  management. 

Summary 

In  summary,  toxic  shock  syn- 
drome is  the  result  of  infections  in 
susceptible  individuals  with  certain 
toxin-producing  strains  of 
Staphylococcal  aureus.  The  physi- 
cian with  an  understanding  of  the 
associated  risk  factors  for  developing 
toxic  shock  syndrome,  and 
knowledge  of  the  common  symp- 


toms, physical  findings  and  abnor- 
mal laboratory  studies  of  TSS,  can 
make  an  early  diagnosis  and  begin 
appropriate  therapy. 

Generic/Trade  Names  of  Drugs 

Generic  names  and  trade  names 
(in  parentheses)  of  drugs  mentioned 
in  this  article  are:  oxacillin  (Pro- 
staphlin),  gentamycin  (Garamycin), 
and  dicloxacillin  (Dynapen, 

Pathocil). 
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Manuscript  Information 


Manuscripts  to  be  presented  for 
publication  in  The  West  Virginia 
Medical  Journal  should  be  type- 
written, triple-spaced,  on  one  side 
only  of  firm  (no  onion  skin  or 
flimsy),  standard  letter  sized  (8V2  by 
11  in.)  white  paper.  Wide  margins  at 
least  l'/4  in.  on  left  should  be  left 
free  for  typing.  On  the  first  or  title 
page  should  be  shown  the  title  of 
the  article,  the  name  (or  names)  of 
the  author,  and  his  degrees.  Pages 
should  be  numbered  consecutively, 
the  page  number  being  shown  in 
the  right  upper  corner  along  with 
the  surname  of  the  author. 

Where  reference  is  made  to  gen- 
erically-designated  drugs,  the  first 
such  reference  must  be  followed  by 


parentheses  containing  the  most 
commonly  known  trade-name  drug 
of  that  designation.  In  addition,  a 
listing  of  all  generic  drugs  mention- 
ed in  the  article,  with  their  trade- 
name  equivalents,  should  appear  at 
the  end  of  the  article. 

A short  abstract  summarizing  the 
manuscript  should  be  included. 
This  should  be  typed  in  double 
space  on  a separate  page. 

Authors  are  requested  to  submit  a 
copy  with  the  original. 

Illustrations  should  be  numbered 
and  their  approximate  locations 
shown  in  the  text.  Each  should  be 
identified  by  placing  on  its  back  the 
author’s  name,  its  number  and  an  in- 


dication of  its  “top.”  Drawings  and 
charts  intended  for  reproduction 
should  be  done  in  black  (India)  ink 
on  pure  white.  Photographs  should 
be  on  glossy  paper  and  minimum  of 
about  5 X 7 in.  in  size.  Cost  of  prin- 
ting black  and  white  photos  in  ex- 
cess of  4 will  be  billed  to  author,  and 
no  more  than  25  references  will  be 
published  free  of  charge  to  the 
author.  A legend  should  be  provid- 
ed for  each  illustration  and, 
preferably,  attached  to  it. 

All  scientific  material  appearing  in 
The  Journal  is  reviewed  by  the 
Publication  Committee.  Manu- 
scripts should  be  mailed  to  The 
Editor,  West  Virginia  Medical  Jour- 
nal, Box  4106,  Charleston,  WV 
25364. 
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“The  physician  activist  is  one 
who  is  willing  to  take  charge  and 
direct  the  changes  occurring  in  the 
practice  of  medicine.  ’ ’ 


Physician  Activist — ^Appropriate  Role? 


The  world  looks  so  peaceful  from 
the  highways  of  West  Virginia. 
Linda  and  1 have  visited  as  many  of 
the  component  societies  as  we 
could.  We  have  enjoyed  immensely 
each  of  these  visits,  wishing  each 
could  have  been  longer  and  we 
could  have  gotten  to  know  our  col- 
leagues and  their  families  even  bet- 
ter. But  time  did  not  permit. 

In  our  profession  this  is  not  a 
peaceful  time. 

Inside,  each  of  us  longs  for  the 
time  when  our  task  was  to  learn  as 
much  of  the  science  and  art  of 
medicine  as  we  could,  and  to  apply 
that  knowledge  and  care  to  all  pa- 
tients as  they  came  to  us.  But  that 
time  is  long  gone.  And  now,  al- 
though the  core  of  our  profession 
remains  the  same,  it  is  surrounded 
by  layers  of  complex  relationships 
and  regulations. 

These  layers  result  in  some 
peculiar  circumstances.  Most 
peculiar  is  that  of  some  person, 
remote  from  the  bedside,  usually 
never  trained  as  a personal 


physician,  trying  to  control  quantity 
(cost)  and  quality  (standards)  by 
applying  “cook  book”  regulations  to 
the  human  equation  with  all  of  its 
variability.  If  personal  physicians 
disagree  with  this  application,  they 
must  deal  with  the  bureaucracy  by 
phone  or  mail  at  their  expense  of 
time  and  money. 

The  purse  strings  of  payment  for 
care  are  held  tightly  by  third  parties, 
corporations  and  governments,  both 
state  and  federal.  They  propose  to 
control  medical  costs  by  controlling 
payments.  The  actual  cost  of 
medical  care  and  the  potential  cost 
of  a major  illness  is  so  significant 
that  our  patients  fear  not  being  able 
to  afford  the  care  they  may  need 
more  than  they  fear  interference  in 
the  doctor-patient  relationship  by 
third  parties. 

The  depersonalization  of  care  by 
major  technological  advances  in 
treatment  of  illnesses  and  injuries, 
and  the  fragmentation  of  care 
necessitated  in  part  by  the  complex- 


ities of  treatment  have  altered  the 
doctor-patient  relationship. 

The  mobility  of  our  society,  the 
disruption  of  the  extended  family, 
and  the  adversarial  relationship  in 
much  of  society  have  led  to  another 
layer  around  our  profession,  the 
layer  of  professional  liability.  This 
layer  threatens  the  financial  stability 
to  practice,  and  wounds  the  spirit 
necessary  to  practice. 

Given  the  validity  of  these  obser- 
vations, is  the  role  of  the  physician 
activist  appropriate?  Yes  it  is,  not 
only  appropriate,  but  necessary. 

By  physician  activist,  I mean  that 
doctor  who  is  willing  to  work  for 
the  preservation  of  physician 
autonomy,  and  willing  to  be  the  pa- 
tient’s advocate  in  dealing  with 
these  layers  of  bureaucracy  and 
regulations.  The  physician  activist  is 
one  who  is  willing  to  take  charge 
and  direct  the  change  occurring  in 
the  practice  of  medicine. 

The  physician  activist each 

of  us  should  fill  that  role. 

— Charles  E.  Turner,  M.  D. 
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Editorials 


AIDS  Is  Winning 


It’s  difficult  to  turn  on  the  radio  or 
TV,  or  to  read  a newspaper  or 
magazine  without  hearing  or 
reading  some  reference  or  warning 
in  regard  to  AIDS.  Were  we  required 
to  pay  cash  for  the  same  amount  of 
advertising  on  the  subject,  the  cost 
would  be  staggering.  Given  the 
American  belief  that  any  problem 
will  yield  to  the  liberal  application 
of  dollars,  AIDS  should  have  already 
been  in  full  retreat. 

AIDS  is  not  in  full  retreat.  It  is 
on  the  attack  and  appears  to  be 
winning. 

Some  questions  on  the  subject 
need  to  be  asked.  The  first  is,  are 
medical  standards,  appropriate  to 
the  seriousness  to  the  threat,  being 
applied  in  control  of  the  spread  of 
AIDS?  Anyone  familiar  with  precau- 
tions mandated  for  other  risks  to 
health  or  longevity  is  forced  to 
wonder  at  the  almost  ho-hum  stand- 
ards so  far  applied  to  AIDS.  If,  for 
instance,  the  standards  applied  to 
the  control  of  radiation  risks  were 
applied  to  control  of  AIDS  risks,  it 
is  likely  that  we  would  have  univer- 
sal monthly  HIV’s  and  barbed  wire 
enclosures  for  positive  responders. 
Similar  comparisons  could  be  made 
for  differences  between  enforce- 


ment of  clean  air  standards  and 
AIDS  control.  We  do  not  suggest 
barbed  wire  enclosures  nor  even  the 
relaxation  of  radiation  or  clean  air 
standards.  We  believe  the  standards 
for  AIDS  detection  and  control 
should  be  improved. 

It  is  noted,  for  instance,  that 
although  the  AIDS  virus  can  be 
cultured  from  material  such  as 
human  tears,  it  is  held  unnecessary 
to  take  any  special  precautions  with 
AIDS-afflicted  children  who  might 
want  to  attend  schools  because  it  is 
unlikely  that  AIDS  can  be  con- 
tracted by  other  than  direct  sexual 
contact. 

We  are  also  told  that  routine 
HIV’s  on  hospitalized  patients  would 
produce  such  a low  yield  of  cases 
that  the  test  would  not  be  cost  ef- 
fective in  low-risk  areas  such  as 
West  Virginia.  We  have  read  recently 
of  surgeons  in  other  areas  objecting 
to  the  exposure  occasioned  by 
surgery  on  patients  of  unknown 
risk.  Are  laboratory  technicians  and 
operating  room  personnel  aware  of 
the  potential  risk  they  face  daily? 

Are  hospital  risk  managers  aware  of 
these  same  risks? 

We  mostly  are  led  to  ask  why 
social  concerns  overwhelm  medical 


CUTS,  CUTS,  CUTS! 


Cost  containment!  Cut  the 
budget!  Cut  the  expenses! 

At  every  turn  one  hears  cries  to 
trim  expenses  and  budgets  whether 
it  be  in  business,  state  government 
or  federal  government. 

Unfortunately,  “cost  containment” 
on  the  government  level  translates 
as  “cut  the  level  of  payment  to  the 
providers  of  the  services  or  pro- 


ducts, BUT  don’t  reduce  the 
benefits  to  our  constituent  voters.” 

Medicine  can  expect  further  cuts 
in  payment  levels  offered  to  physi- 
cians for  services  rendered  in  good 
faith  to  Medicare  and  Medicaid  pa- 
tients. While  physicians  know  that 
government  payments  are  already 
substantially  below  actual  charges 
for  any  given  service,  the  fact  re- 
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concerns  when  control  measures  for 
this  communicable  disease  are  sug- 
gested. There  is  a hue  and  cry 
about  mandatory  testing.  Someone’s 
right  to  privacy  might  be  infringed 
is  a complaint.  Someone’s  feelings 
might  be  hurt;  someone  might  lose 
friends  or  be  shunned  by  others. 
One  might  be  denied  life  insurance 
or  medical  coverage,  denied  entry 
into  the  service  or  advancement  in  a 
firm. 

These  are  legitimate  enough  con- 
cerns, but  what  do  they  have  to  do 
with  Medicine’s  proper  concerns? 
Who  will  stand  up  for  infection 
control,  public  health  and  the 
medical  safety  and  security  of  our 
entire  population  if  physicians  do 
not?  Let  someone  else  make  the 
social  and  the  political  arguments 
for  other  than  medical  concerns.  We 
need  to  voice  and  to  promote  with 
all  the  vigor  we  possess  what  is 
within  our  field  of  expertise. 

For  Medicine  to  do  anything  other 
than  to  demand  the  most  thorough 
case  finding  methods  and  the 
strictest  infection  control  pro- 
cedures for  this  danger  to  the 
human  race  is  to  abandon  totally 
our  responsibility  to  protect  and  to 
save  lives. — SD'^JF 


mains  that  those  in  charge  of 
government  checkbooks  will  seek  to 
find  ways  to  pay  less  and  less  over  a 
longer  period  of  time  while  the 
citizens  and  Congress  argue  for  and 
demand  more  and  more. 

Of  interest  is  how  the  federal 
budget  is  allocated  and  from 
whence  must  come  the  cuts  which 
the  Administration  seeks.  The 
defense  budget  is  sacrosanct  by  and 
large  and  accounts  for  27  per  cent 
of  the  federal  outlay.  Interest  on  the 
national  debt  now  amounts  to  14 
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per  cent  of  the  budget  per  year. 
General  appropriations  including 
highways,  Anitrak,  the  judicial 
system,  etc.,  comprise  15  per  cent 
of  the  budget  and  might  permit 
some  room  for  cuts.  Entitlement 
programs  including  Social  Security 
(22  per  cent  of  budget).  Medicare, 
Medicaid  and  food  stamps  make  up 
a full  44  per  cent  of  the  total  federal 
budget. 

Obviously,  no  politician  in  his 
right  mind  with  hopes  of  re-election 
is  going  to  tamper  with  these  en- 
titlements. While  some  squeeze  play 
may  emerge,  the  real  pressure  will 
mount  to  find  ways  to  pay  less  for 
services  rendered  while  making 
every  effort  to  maintain  the  service 
which  has  been  previously 
granted — translated— ‘Give  us  the 
same  high-quality  health  care  serv- 
ices we’ve  been  receiving  and  even 


improve  them  if  possible,  but  don’t 
expect  us  to  pay  for  it.” 

So,  if  cuts  are  to  be  made  (and  no 
one  seriously  doubts  that  they  must 
be  made  in  the  face  of  dramatically 
mounting  deficits),  they  must  be 
made  within  the  15  per  cent  of  the 
budget  considered  “discretionary” 
until  such  time  as  Congress  and/or 
the  people  decide  that  we  don’t 
need  to  spend  so  much  on  military 
preparedness.  Or  if  it  is  to  be  taken 
from  entitlements,  it  must  come 
from  the  provider  side,  not  from  the 
beneficiary  side. 

It  is  of  far  more  than  passing  in- 
terest that  this  sudden  attention  to 
skyrocketing  budget  deficits  comes 
just  20  years  after  “The  Great 
Society”  programs  of  Medicare  and 
Medicaid  were  created.  These  two 
programs,  combined  with  advancing 
medical  technology,  are  largely 
responsible  for  more  and  more  peo- 


ple living  to  the  age  of  greater  need 
for  medical  services.  Add  to  this  the 
aged,  the  substantial  numbers  of 
unemployed  who  are  on  Medicaid 
rolls  as  well  as  the  poor-employed 
who  have  no  health  insurance 
benefits  and  you  have  the  makings 
of  a financial  disaster. 

In  this  need/demand  scenario  is 
the  specter  of  the  physician  caught 
in  the  middle.  The  physician’s  sense 
of  duty  and  professional  ethic  to 
render  the  care  he/she  has  been 
trained  to  give  is  being  forced  to  the 
wall  by  the  economic  pressures  sur- 
rounding medicine  today.  Obscene 
costs  of  professional  liability  in- 
surance and  ever-increasing  general 
overhead  coupled  with  a developing 
over-supply  of  physicians  balanced 
against  competitive  forces  of  alter- 
nate health  care  delivery  plans  are 
enough  to  discourage  even  the  most 
optimistic,  altruistic  physician. — MGS 


In  My  Opinion 

Honorable  Profession 


Some  things  change  with  time. 
There  used  to  be  a “milkman”  who 
would  deliver  fresh  milk  each  morn- 
ing to  our  family  doorstep.  That 
milk  tasted  better  than  the  kind  I 
buy  in  the  store  now — or  so  I im- 
agine. It  is  interesting  how  our  ex- 
pectations color  the  way  we 
perceive  things  to  be. 

There  were  once  lawyers  who 
were  wise  and  just  men,  who  would 
stand  up  for  the  down-trodden 
while  prosecuting  the  wicked. 
Those  men  were  much  better  than 
the  ones  1 see  practicing  today — or 
so  I imagine.  It  is  interesting  how 
our  expectations  color  the  way  we 
perceive  things  to  be. 

Ours  is  an  honorable  profession, 
as  was  theirs.  I’m  sure  there  were  a 


number  of  factors  which  changed 
the  way  that  I and  most  of  society 
view  the  profession  of  law,  but  the 
one  that  comes  most  readily  to 
mind  is  the  host  of  television  com- 
mercials which  urge  a litigious  socie- 
ty to  continue  in  its  litigious  ways. 
These  “commercial”  lawyers  are,  no 
doubt,  the  minority;  nevertheless, 
they  have  colored  the  way  society 
perceives  their  entire  profession. 

Lately  I have  seen  some  physi- 
cians advertising  on  television,  and 
this  concerns  me.  Much  of  the  good 
that  we  do  for  patients  is  possible 
because  they  perceive  that  we  have 
their  best  interests  at  heart;  the 
message  that  television  brings  is  that 
we  have  our  own  best  interests  at 


heart.  There  may  come  a time  when 
such  advertising  is  not  detri- 
mental— but  that  time  is  not  now. 
There  is  just  cause  to  fear  for  the 
honor  of  our  profession,  so  let  us 
resolve  together  to  guard  it  faithfully. 

There  were  once  physicians  who 
were  dedicated  and  caring  men  . . . 

David  R.  Ayers,  M.D. 

Department  of  Family  Practice 
Marshall  University  School 
of  Medicine 
1801  Sixth  Avenue 
Huntington,  WV  25701 

We  welcome  contributions  to  In  My 
Opinion.  Submissions  should  be  addressed 
to  Stephen  D.  Ward,  M.  D.,  Editor,  The 
West  Virginia  Medical  Journal,  Box  4106, 
Charleston,  West  Virginia  25364. 
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General  News 


U.  S.  Health  Issues  Pane  Vs  Challenge 

’87  Convention  To  Go  After  Solutions 


Cordell  A.  DeLaPena,  M.  D. 


A panel  discussion  on  current 
health  issues  and  a paper  on  AIDS 
will  round  out  the  scientific  pro- 
gram for  WVSMA’s  Annual  Meeting 
August  8-11  at  the  Greenbrier  in 
White  Sulphur  Springs. 

The  panel,  “Health  Issues  Facing 
the  American  People  and  Their  Doc- 
tors; Going  After  Solutions,”  will  be 
held  after  opening  ceremonies  Mon- 
day morning,  August  10,  followed 
by  the  AIDS  presentation,  “Over- 
view of  AIDS,”  by  Dr.  George  J. 

Pazin  from  the  University  of 
Pittsburgh. 

Some  475  physicians,  Auxilians, 
exhibitors  and  others  are  expected 
to  attend  the  convention. 

Dr.  Cordell  A.  DeLaPena, 
Clarksburg  pathologist,  will  be  in- 
stalled as  WVSMA  President  to  suc- 
ceed Dr.  Charles  E.  Turner  of  Hun- 
tington during  the  second  session  of 
the  House  of  Delegates  Tuesday 
morning,  August  11. 

The  Monday  morning  panelists 
will  be  Dr.  James  S.  Todd  from  AMA 


James  S.  Todd,  M.  D. 


headquarters  in  Chicago,  whose  sub- 
ject area  will  be  Public  Health 
Issues;  Dr.  William  S.  Hotchkiss  of 
Chesapeake,  Virginia,  AMA  Presi- 
dent, AMA  efforts;  William  D. 
MacLean,  McDonough  Caperton 
Association  Group,  Charleston  and 
Chicago,  Professional  Liability;  and 
Dennis  S.  O’Leary,  M.  D.,  President, 
Joint  Commission  on  Accreditation 
of  Hospitals,  Chicago,  Other  Quality 
of  Care  Issues. 

Some  of  the  specific  subjects 
which  are  expected  to  be  covered 
are  AIDS,  smoking,  teen  health, 

AMA  legislative  program.  Health 
Policy  Agenda,  credentialing, 
hospital/doctor  relationships, 

WVSMA  professional  liability  in- 
surance alternatives,  and  alternative 
dispute  resolution  (ADRs). 

Deputy  Executive  VP 

Doctor  Todd,  AMA  Senior  Deputy 
Executive  Vice  President,  is  a 
general  surgeon  from  Ridgewood, 


New  Jersey,  who  joined  the  AMA  in 
that  position  in  Eebruary,  1985. 

He  was  a member  of  the  Board  of 
Trustees  from  July,  1980,  to  June, 
1984,  at  which  time  he  was  re- 
elected a member  of  the  Executive 
Committee  of  the  Board,  and  was  a 
Commissioner  to  JCAH  from 
1982-85. 

Doctor  Todd  graduated  cum  laude 
both  from  Harvard  College  and  Har- 
vard Medical  School.  He  interned 
and  served  his  residency  in  surgery 
at  Columbia  Presbyterian  Medical 
Center,  becoming  Chief  Resident  in 
1963.  He  is  a Diplomate  of  the 
American  Board  of  Surgery  and  a 
Fellow  of  the  American  College  of 
Surgeons.  From  1977-1985  he  was 
Chairman  of  the  Board  of  the  New 
Jersey  State  Medical  Underwriters, 
Inc.,  and  is  a Past  President  of  the 
Physician  Insurers  Association  of 
America. 

Doctor  Todd  was  recipient  of  the 
Edward  J.  Ill  Distinguished  Physician 
Award  of  the  New  Jersey  Academy 
of  Medicine  in  1980  and  the 
Distinguished  Service  Award  of  the 
New  Jersey  Hospital  Association.  He 
has  served  as  Trustee,  and  later 
President,  of  the  Bergen  County 
(New  Jersey)  Medical  Society,  Chair- 
man of  the  Board  of  Trustees  of  the 
Medical  Society  of  New  Jersey, 
Chairman  of  the  New  Jersey  Delega- 
tion to  the  AMA  House  of  Delegates, 
and  Chairman  of  the  Ad  Hoc  Com- 
mittee to  Review  the  AMA’s  Prin- 
ciples of  Medical  Ethics. 

Senior  Vice  President 

MacLean  is  Senior  Vice  President, 
Professional  Liability  Department, 
McDonough  Caperton,  Charleston 
and  Chicago,  a position  he  assumed 
in  1985  after  five  years  in  the  Pro- 
fessional Liability  Division  of  CNA 
Insurance  Companies  in  Chicago. 

(Continued  on  Next  Page) 
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George  J.  Pazin,  M.  D. 


A certified  public  accountant,  his 
current  responsibilities  include  the 
directing  of  marketing,  underwriting 
and  account  service  of  professional 
liability  programs  for  which 
McDonough  Caperton  is  the  manag- 
ing general  agent.  He  acts  as  in- 
surance advisor  to  sponsoring  physi- 
cian, dental,  legal  and  other  profes- 
sional associations. 

MacLean  holds  a B.A.  degree  in 
accounting  from  the  College  of 
William  and  Mary,  Williamsburg, 
Virginia,  and  an  M.S.  degree  in  Ad- 
ministration from  George  Washing- 
ton University,  Washington,  DC. 


Nominations 
Committee  Meeting 

The  WVSMA  Committee  on 
Nominations  will  meet  at  5:30  P.  M. 
Monday,  August  10,  in  the  Jackson 
Room  at  the  Greenbrier  in  White 
Sulphur  Springs. 

Members  of  the  1987  Committee 
are  Drs.  John  B.  Markey,  Charleston, 
Chairman;  Derrick  L.  Latos,  Wheel- 
ing; Francisco  D.  Sabado,  Jr.,  Mar- 
tinsburg;  Michael  M.  Stump,  Elkins; 
Michael  A.  Morehead,  Parkersburg; 
Mel  P.  Simon,  Pt.  Pleasant;  Norman 
Wayne  Taylor,  Beckley,  and  David  F. 
Bell,  Jr.,  Bluefield. 


Doctors  Hotchkiss  and  O’Leary,  as 
reported  previously,  also  will  par- 
ticipate elsewhere  in  the  convention 
program.  Doctor  Hotchkiss,  a 
thoracic  surgeon,  will  address  the 
first  session  of  the  House  Sunday 
morning,  August  9.  His  subject  will 
be  “Socio-Economic  Problems  of 
Medicine  Today.”  Doctor  O’Leary 
will  deliver  the  keynote  Thomas  L. 
Harris  Address  during  the  opening 
exercises  preceding  the  panel  discus- 
sion Monday  morning.  “Future 
Trends  in  Evaluating  Quality  of 
Care”  will  be  his  subject. 

Sexual  Disease,  AIDS  Researcher 

Doctor  Pazin,  Associate  Professor 
of  Medicine  at  the  University  of 
Pittsburgh  School  of  Medicine,  also 
will  address  the  Section  on  Internal 
Medicine  on  “AIDS— The  Key 
Medical  Issues”  at  its  luncheon 
meeting  Monday. 

He  is  a graduate  of  the  University 
of  Pittsburgh  School  of  Medicine 
and  its  Health  Center  Hospitals  pro- 
gram in  internal  medicine.  During 
an  academic  fellowship  in  infectious 
diseases  under  Dr.  A.  I.  Braude,  he 
also  earned  a master’s  degree  in 
microbiology.  Doctor  Pazin  served 
two  years  in  the  Venereal  Disease 
Branch  of  the  U.  S.  Public  Health 
Service  at  the  Centers  for  Disease 
Control  in  Atlanta,  and  completed 
his  infectious  disease  fellowship  at 
the  University  of  California,  San 
Diego,  before  returning  to  the 
University  of  Pittsburgh. 

Board  certified  in  internal 
medicine  and  infectious  diseases,  he 
has  published  in  a wide  range  of 
areas  from  interferon  and  herpes 
viruses  to  aminoglycoside  phar- 
macokinetics in  obesity,  office 
bacteriology,  candidiasis,  endocar- 
ditis, gonorrhea  and  “Pittsburgh 
pneumonia  agent.” 

His  main  research  efforts  during 
the  past  10  years  have  involved  in- 
vestigations of  the  clinical  applica- 
tions of  human  leukocyte  interferon 
in  relation  to  1)  reactivation  of 
herpes  simplex  virus  following 
neurosurgery,  2)  treatment  of  exten- 
sive skin  papillomas  (warts)  in  a pa- 
tient with  atopic  eczema,  3)  treat- 
ment of  varicella-zoster,  and  4)  treat- 
ment of  genital  herpes  in  women. 


As  a natural  extension  of  his 
background  and  experience  dealing 
with  research  in  sexually-transmitted 
diseases,  Doctor  Pazin  has  recently 
become  involved  in  research  with 
AIDS. 

He  has  lectured  widely  on  a varie- 
ty of  infectious  disease  topics,  but  is 
particularly  noted  for  his  teaching 
regarding  herpes,  and  more  recently, 
AIDS. 

The  final  Monday  morning 
speaker,  as  announced  earlier,  will 
be  Peter  B.  Cotton,  M.  D.,  on 


TELEPHONE  SERVICE 

(Message  Center) 

EISENHOWER  ROOM/ 
EXHIBIT  AREA  — 

Greenbrier  guests.  Extension 
1068;  calls  originating  outside  The 
Greenbrier,  (304)  536-1110,  Exten- 
sion 1068. 

EXHIBIT  HOURS 
Sunday 

August  9,  10:00  A.M.-5:00  PM. 

Monday 

August  10,  9:00  A.M-5:00  P.M. 

T\iesday 

August  11,  8:00  A.M.-12  Noon 

REGISTRATION 

EISENHOWER  ROOM/ 
EXHIBIT  AREA 

Saturday 

August  8 — 1:00-5:00  P.M. 

Sunday 

August  9 — 8:00  A.M.-5:00  P.M. 

Monday 

August  10 — 8:00  A.M.-5:00  P.M. 

Tdesday 

August  11 — 8:00  A.M.-12:00  Noon 


REGISTRATION  FEE 

$25  Members  of  the  WVSMA 
$100  Non-Members  and  Out-of- 
State  Physicians 

(Note;  No  registration  fee  will  be 
charged  Residents,  Students  and 
Nurses) 


330  THE  WEST  VIRGINIA  MEDICAL  JOURNAL 


“The  Impact  of  Therapeutic  GI 
Endoscopy.”  Doctor  Cotton  is  Pro- 
fessor of  Medicine,  Division  of 
Gastroenterology,  Duke  University 
Medical  Center. 

Convention  Schedule 

Convention  activities  will  get 
under  way  with  a breakfast  meeting 
of  the  West  Virginia  Radiological 
Society  Saturday  morning,  August  8, 
and  a meeting  of  the  WVSMA  Ex- 
ecutive Committee. 

The  pre-convention  meeting  of 
WVSMA  Council  will  be  held  Satur- 
day afternoon,  with  the  first  House 
session  scheduled  Sunday  morning. 

The  Sunday  luncheon  honoring 
Past  Presidents  is  being  expanded 
this  year  to  include  West  Virginia 
physicians  who  graduated  from 
medical  school  50  years  ago  or 
longer.  These  physicians  were 
recognized  for  the  first  time  by 
WVSMA  at  a luncheon  during  the 
Mid-Winter  Clinical  Conference  in 
Charleston  last  January. 

Golf,  Tennis  Tournaments 

Sunday  afternoon  is  being 
devoted  to  free  time  for  conven- 
tioneers and  the  men’s  golf  and  ten- 
nis tournaments.  Exhibitors  will  be 
given  a special  welcome  to 
participate. 

A seminar  on  retirement  plans,  as 
announced  (see  program),  will  be 
offered  Sunday  from  5-6  PM.  by 
Parker/Hunter  Incorporated  of 
Clarksburg,  with  the  day’s  schedule 
capped  off  with  the  President’s 
Reception  for  doctors,  spouses,  ex- 
hibitors and  guests.  Honor  guests 
will  be  visiting  state  presidents  and 
graduates  of  West  Virginia  University 
School  of  Medicine,  Class  of  1963. 

The  Monday  afternoon  schedule 
following  the  morning  scientific  ses- 
sion will  feature  mostly  luncheon 
and  other  scientific  and  business 
meetings  of  specialty  sections  and 
societies  (see  program). 

Medical  Marriages  Seminar 

All  members,  Auxilians  and  guests 
are  invited  to  the  previously  an- 
nounced 4:30  P.  M.  seminar  on 
medical  marriages  featuring  Judith 
Huffman-Siefer,  R.N.,  Ph.D.,  of 
Dayton,  Ohio,  as  speaker.  Dr. 

Charles  E.  and  Linda  Turner  will 
preside. 


(See  the  program  for  details  of 
Monday  evening  cocktail  parties  and 
the  9 PM.  dance,  with  music  by  Bo 
Thorpe  and  His  Orchestra,  which 
will  be  the  third  consecutive  Annual 
Meeting  appearance  by  the  band.) 

Doctor  DeLaPena  will  deliver  his 
Presidential  Address  following  his 
installation  at  the  final  House  ses- 
sion Tuesday  morning. 

Exhibits 

Conventioneers  are  urged  to  visit 
some  37  commerical  exhibits  and  15 
scientific/educational  exhibits  in  the 
Eisenhower  Room,  which  also  will 
be  the  location  of  the  convention 
registration  desk. 

As  noted,  please  see  the  official 
program  and  related  articles  in  this 
issue  of  The  Journal  for  specific 
convention  activities  and  speakers. 

The  annual  meeting  of  the  Aux- 
iliary, with  Linda  Turner  (Mrs. 

Charles  E.)  of  Huntington  the  cur- 
rent President,  as  usual  will  hold  its 
meeting  in  conjunction  with  the 
Association’s.  The  official  Auxiliary 
program  also  appears  in  this  issue  of 
The  Journal. 


WVSMA  Treasurer  William  C Morgan, 
Jr.,  M.  D.,  of  Charleston,  rear,  concen- 
trates on  the  May  8 meeting  of  the 
Association’s  Council  in  Charleston 
while  Councilor  Derrick  L.  Latos,  M.  D., 
of  Wheeling  takes  notes. 


Convention 

Timetable 

The  Monday,  August  10,  general 
scientific  session  will  follow  8:30 
A.  M.  opening  exercises. 

The  first  session  of  the  House  of 
Delegates  will  be  Sunday  morning, 
August  9,  beginning  at  9 A.  M.  The 
second  session  will  be  Tuesday 
morning  beginning  at  8:15. 


ACIP  Holds  CME 
Session,  Election 

The  West  Virginia  Chapter  of  the 
American  College  of  International 
Physicians  (ACIP)  held  its  fourth 
CME  program  and  induction 
ceremony  for  new  officers  May  30 
in  Charleston. 

The  daytime  CME  session  of  the 
organization  of  foreign  medical 
graduates  was  coordinated  by  Dr. 
Rano  S.  Bofill  of  man,  and  moder- 
ated by  Dr.  Manuel  Franco  of 
Charleston.  Speakers  and  their  topics 
were  “General  Pediatric  Surgery  in  a 
Community  Hospital,”  Eduardo 
Suson,  M.  D.,  Charleston;  “Infection 
in  the  Elderly,”  Bienvenido  Yangco, 
M.  D.,  Tampa,  Florida;  “The  1987 
Physician — What  to  Expect,”  Joseph 
T.  Skaggs,  M.  D.,  Charleston;  and 
“What  is  Going  On  With  the  FMGs 
in  the  U.S.,”  Celia  G.  Roque,  M.  D., 
Cranford,  New  Jersey,  national  ACIP 
President; 

“Newer  Antiarrhythmia  Therapy,” 
Andrew  Vaughan,  M.  D.,  Charleston; 
“Malnutrition  in  the  Philippines,” 
John  Silva,  Oxfam  America,  Boston, 
and  “What’s  Happening  in  Car- 
diology,” Ganpat  G.  Thakker,  M.  D., 
Charleston. 

Dr.  Antonio  Cafoncelli  of 
Charleston  was  installed  as  the  new 
Chapter  President  for  1987-88  dur- 
ing the  dinner  induction 
ceremonies.  Congressman  Bob  Wise 
was  guest  speaker  and  induction  of- 
ficer, with  remarks  also  by  Doctors 
Cafoncelli  and  Roque. 

Other  officers  are  Drs.  Carlos 
Lucero,  Beckley,  President  Elect; 

Geza  Gaal,  Charleston,  Secretary, 
and  Francisco  Valentin,  Huntington, 
Treasurer. 

Auxiliary  officers  were  installed  by 
Judy  L.  Bofill  (Mrs.  Rano  S.)  of  Man, 
national  President  of  the  ACIP  Aux- 
iliary (1986-87). 
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Dr.  James  E.  Davis,  center,  Speaker  of 
the  AMA  House  of  Delegates,  answers  a 
question  during  the  first  WVSMA 


Leadership  Conference  May  9 in 
Charleston.  Looking  on  are  Dexanne 
Clohan,  left.  Director  of  Congressional 


Affairs  for  the  AMA  in  Washington,  DC, 
and  Association  President  Charles  E. 
Turner,  M.  D. 


Dr.  Kenneth  J.  Allen  of  Glen  Dale  and  Mrs.  Allen  (Adelaide)  chat  during  a break  with 
Dr.  James  L.  Comerci  (seated)  of  Wheeling. 


Senator  Dan  Tonkovich,  President  of 
the  West  Virginia  Senate,  addressed  the 
Leadership  Conference  and  answered 
questions. 
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Leaders  Face  Taking  Charge  Of  Change 


Editor’s  Note:  See  also  WESGRAM, 
May  25. 

4 4 can’t  stop  change  but  we 

>V  mustn’t  let  change  change 
our  core  values,”  WVSMA  President 
Charles  E.  Turner,  M,  D.,  said  during 
his  opening  remarks  for  the  Associa- 
tion’s first  Leadership  Conference  in 
Charleston  May  9. 

“Taking  Charge  of  Change”  was 
the  theme  for  the  conference,  as  it 
was  also  for  the  AMA  Leadership 
Conference  held  last  winter  in 
Chicago. 

Some  70  state  physicians  and  aux- 
ilians  attended  the  conference  at  the 
Holiday  Inn  Charleston  House.  The 
WVSMA  Council  met  there  the 
evening  before.  May  8,  and  the  next 
morning  before  the  conference. 

Speaking  on  national  issues 
changing  medicine  were  Dr.  James 
E.  Davis  of  Durham,  North  Carolina, 
Speaker  of  the  AMA  House  of 
Delegates,  and  Dexanne  Clohan, 
Director  of  Congressional  Affairs  for 
the  AMA  in  Washington,  DC. 

Problems  at  the  state  level  were 
discussed  by  Senator  Dan 
Tonkovich,  President  of  the  State 
Senate;  William  G.  MacLean, 
McDonough  Caperton  Insurance 
representative  who  presented  five 
alternatives  for  providing  malprac- 
tice insurance  coverage  in  West 
Virginia,  and  President  Turner. 

Doctors  were  urged  to  recover  the 
idealism  they  had  as  young  students 
in  a stirring  luncheon  address  by  Dr. 
R.  F.  Smith,  Jr.,  Pastor  of  the  Fifth 
Avenue  Baptist  Church  in  Hun- 
tington, Doctor  Turner’s  church. 

AMA  Concerns 

Doctor  Davis  covered  a number 
of  subjects  and  issues  which,  at  that 
time,  were  to  receive  further  discus- 
sion and  resolution  at  the  June 
21-25  AMA  House  of  Delegates 
meeting  in  Chicago — Health  Policy 
Agenda,  representation  of  foreign 
medical  graduates  in  the  AMA,  AIDS, 
PROS,  DRG  reimbursement  for 
radiologists,  anesthesiologists  and 
pathologists  (RAPS),  and  liability 
insurance. 

He  said  the  AMA  Board  had  not 
yet  completed  its  final  report  for  the 


June  meeting  but  probably  would 
recommend  mandatory  testing  for 
AIDS  for  certain  groups  of  people 
such  as  sexual  disease  clinic  pa- 
tients, drug  abusers,  prisoners,  life 
and  health  insurance  applicants, 
marriage  license  applicants,  pregnant 
women,  and  others. 

“It  [AIDS]  is  going  to  be  the 
health  event  of  the  20th  century, 
unquestionably,”  he  stated,  noting 
that  a second  type  of  AIDS  virus 
which  is  not  revealed  by  current 
tests  has  been  discovered  in  Africa. 

Doctor  Davis  said  that  DRGs  for 
RAPS  obviously  would  become 
mandatory  assignment  for  all  physi- 
cians, and  observed  that  the  AMA 
has  joined  a coalition  to  move  pro- 
fessional liability  problems  out  of 
the  courtroom  into  alternate  dispute 
resolution  (ADRs). 

“In  an  AMA  survey  last  year,  only 
50  per  cent  of  the  people  thought 


liability  suits  were  justified.  This 
was  down  from  previously,”  Doctor 
Davis  said. 

“There  is  much  more  good  going 
on  in  medicine  today  than  bad,”  he 
stated,  adding  that  we  “should 
always  be  our  patients’  advocate. 

“Our  system  of  health  care  is 
quite  simply  the  best  mankind  has 
ever  had  for  us  not  to  preserve 
what  we  have  today.” 

Washington  Strategy 

Ms.  Clohan,  who  said  there  are 
five  lobbyists  in  the  AMA  Wash- 
ington Office,  described  the  strategy 
and  techniques  used  by  the  staff  in 
seeking  legislative  gains.  “Members 
of  Congress  are  not  particularly 
sympathetic  to  the  problems  of 
physicians;  they  are  more  concerned 
with  access  to  care  from  the  patient’s 
viewpoint.  So  we  try  to  develop 
arguments  affecting  patients.” 
(Continued  on  Next  Page) 


Dr.  Antonio  S.  Licata,  left,  of  Weirton,  was  one  of  many  complimenting  Dr.  R.  F. 
Smith,  Jr.,  Pastor  of  the  Fifth  Avenue  Baptist  Church  in  Huntington,  for  his  inspira- 
tional luncheon  talk. 
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The  Washington  Office  not  only 
takes  defensive  actions  against 
legislation  threatening  medicine  but 
also  has  initiated  measures  in  such 
areas  as  vaccine  compensation, 
tobacco  legislation,  Medicare 
reform,  and  peer  review  (requiring 
due  process),  she  continued. 

Concerning  professional  liability, 
she  commented,  “Washington 
operates  in  a crisis  mentality.  The 
perception  is  that  the  malpractice 
crisis  is  over.” 

Insurers  Not  Losing  Money 

Senator  Tonkovich  reviewed  the 
budget  battle  between  Governor 
Moore  and  the  Legislature,  and 
disagreements  on  taxes  and  educa- 
tion. “The  future  is  not  higher  taxes 
but  making  tough  economic  deci- 
sions to  generate  higher  income,”  he 
said. 

Referring  to  excessive  litigation 
leading  to  the  need  for  tort  reform 
as  a “societal  problem,”  Senator 
Tonkovich  said  that  data  obtained 
from  insurance  companies  as  a 
result  of  tort  reform  legislation  ap- 
proved in  West  Virginia  in  1986 
show  that  insurers  are  not  losing 
money  in  the  state  on  malpractice 
claims. 

In  response  to  a question  from 
the  floor,  he  said  he  would  “serious- 
ly consider”  recommendations  by 
WVSMA  in  the  future  for  appoint- 
ments to  a Senate  Task  Force  on 
Professional  Liability — in  contrast  to 
his  inaction  on  the  Association’s 
previous  recommenations. 

Physician’s  Role  Powerful 

Doctor  Smith,  in  his  humorous, 
yet  emotional,  luncheon  talk,  told 
physicians,  “You  have  one  of  the 
most  powerful  things  in  the  world, 
your  role  as  a physician;  get  a fresh 
look  at  who  you  are. 

“The  greatest  phrase  in  the  world 
is,  ‘The  doctor  is  here.’  1 have  seen 
this.  I have  seen  tensions  relaxed.” 

Doctor  Smith  said  the  “bottom 
line”  of  the  oath  of  Hippocrates  is 
“do  good”  and  “be  good.” 

He  admonished  doctors  to  com- 
bine “high  tech”  with  “high  touch.” 
“The  patient  doesn’t  care  how 
much  you  know  until  he  knows 
how  much  you  care.” 


There  was  lengthy  discussion  on 
the  five  alternatives  for  providing 
professional  liability  insurance  in 
West  Virginia,  with  President  Turner 
calling  for  a final  decision  to  be 
made  at  the  August  WVSMA  Annual 
Meeting. 

The  five  options  are:  (1)  Continue 
the  CNA  (or  some  other)  sponsored 
program,  (2)  Develop  an  insurance 
trust  program,  (3)  Form  our  own 
WVSMA  captive  insurance 
reciprocal,  (4)  Develop  a joint  effort 
with  the  West  Virginia  Hospital 
Association  company,  and  (5)  En- 
dorse and  work  for  Governor 
Moore’s  approach  to  a government- 
run  insurance  entity. 

Update:  From  a small  number  of 
check-off,  “straw  vote”  forms  return- 
ed by  attendees,  a clear  preference 
was  shown  for  WVSMA  to  form  its 
own  state  insurance  entity. 

Children’s  Hospital 
Pledges  Increase 

West  Virginians  increased  their 
financial  support  to  Children’s 
Hospital  at  West  Virginia  Liniversity 
Hospitals  more  than  26  per  cent  in 
the  May  30-31  annual  Children’s 
Miracle  Network  Telethon,  pledging 
$196,827. 

“This  is  the  most  money  we  have 
ever  raised  to  help  children,”  said 
Doris  Cheshire,  development  officer 
at  Children’s  Hospital  and  telethon 
coordinator  for  West  Virginia.  “The 
$196,827  is  an  indication  of  how 
West  Virginians  support  Children’s 
Hospital.  We  are  especially  grateful 
for  the  pledges  we  received.  We  also 
appreciate  the  efforts  of  our  cor- 
porate sponsors,  patients’  parents 
and  staff  from  Children’s  Hospital.” 

All  proceeds  raised  in  West 
Virginia  will  go  directly  to 
Children’s  Hosptal  at  WVUH,  she 
said. 

This  is  the  fourth  year  Children’s 
Hospital  has  participated  in  the 
Children’s  Miracle  Network 
Telethon,  which  has  been  broadcast 
since  1982.  The  telethon  raises 
money  internationally  for  children’s 
hospitals.  Last  year,  the  telethon 
generated  $155,000  statewide  for 
Children’s  Hospital. 


O 

O 

J-U  Poetry 
'y  Corner 

Daughters 

Two  girls  — the  Lord  has  blessed 
me 

Little  blonde  babies  — little  blonde 
girls 

Great  big  voices  — little  round 
curls. 

Some  of  the  good  stuff  I missed  on 
the  way 

But  no  going  back,  it’s  useless  to 
say 

If  / could  do  it  over,  there  would  be 
a different  way. 

The  years  have  gone  quickly  and 
quietly 

/ hardly  would  have  known 
You  're  little  girls  no  longer 
You  have  girls  of  your  own. 
Granddaughters  are  nice — 

All  their  plans  and  their  swirls 

But  / like  to  remember  those  little 
blonde  girls. 

J.  Paul  Aliff,  M.D. 

Teays  (Putnam  County) 

High  School  Sweetheart 

I’m  so  happy  that  our  memories 
fuse 

And  if  from  the  past  I lose 
A name  or  a face, 

You  can  remember  who  it  was 

Or  when  it  was 

Or  where  it  was 

And  put  it  in  its  proper  place. 

There  must  be  many  things  that 
one  forgets 
In  fifty  years  or  so 
Never  to  remember. 

What  a satisfaction  to  know 
That  if  I’ve  forgotten 
You  may  have  not,  and 
A memory  we  might  otherwise  lose 

Is  right  there  where  our  memories 
fuse. 

Robert  L.  Smith,  M.D. 

Morgantown 


We  request  physician  contributions  to 
Poetry  Comer. 
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Continuing 

Education 

Activities 


Here  are  the  continuing  medical 
education  activities  listed  primarily 
by  the  Marshall  University  and  West 
Virginia  University  Schools  of 
Medicine  for  part  of  1987,  as  com- 
piled by  Ernest  W.  Chick,  M.  D.,  MU 
Director  of  Continuing  Medical 
Education;  Robert  E.  Kristofco, 

WVU  Assistant  to  the  Dean/Continu- 
ing Medical  Education;  J.  Zeb 
Wright,  Ph.D.,  Director  of  Continu- 
ing Education  Outreach  and  Com- 
munity Affairs,  WVU  Charleston 
Division;  and  Sharon  Hall,  Director 
of  Continuing  Education,  Charleston 
Area  Medical  Center  (also  in  charge 
of  WVU  Charleston  Division  on- 
campus  CME).  The  schedule  is 
presented  as  a convenience  for 
physicians  in  planning  their  continu- 
ing education  program.  (Other  na- 
tional, state  and  district  medical 
meetings  are  listed  in  the  Medical 
Meetings  Department  of  The 
Journal.) 

The  program  is  tentative  and  sub- 
ject to  change.  It  should  be  noted 
that  weekly  conferences  also  are 
held  on  the  WVU  Morgantown, 
Charleston  and  Wheeling  cam- 
puses. Eurther  information  about 
CME  activities  may  be  obtained  by 
calling  Doctor  Chick  at  (304) 
526-0515;  Kristofco,  (304)  293-3937; 
Wright,  (304)  347-1243;  and  Hall, 
(304)  348-9580. 

West  Virginia  University 

July  25-26,  Charleston,  Advanced  Car- 
diac Life  Support 

August  8,  Charleston,  Searching 
Medline — A Guide  for  the  Health 
Professional 

Regularly  Scheduled  Continuing 
Education  Outreach  Programs 
from  WVU  Medical  Center- 
Charleston  Division/CAMC 

Beckley,  Southern  W.  Va.  Clinic,  4th 
Thursday,  5:30  to  7:30  P.  M.  — July 
23,  “Asthma,”  Blair  Thrush,  M.  D. 


Aug.  27,  “Update  Rheumatology,” 
William  L.  Bird,  M.  D. 

Cabin  Creek,  Cabin  Creek  Medical 
Center,  Dawes,  2nd  Thursday,  8-10 
A.  M.  — July  (vacation) 

Aug.  13,  “Non-Parkinson’s  Move- 
ment Disorders”  (speaker  tba) 

Gassaway,  Braxton  Co.  Memorial 
Hospital,  1st  Wednesday,  7-9  PM.  — 
July  (vacation) 

Aug.  5,  “Colonoscopy,”  Joe  White, 
M.  D. 

Greenbrier,  Library,  Greenbrier 
Clinic,  3rd  Tuesday,  4-5  P M.  — July 
21,  ‘Approach  to  Mesenteric 
Ischemic  Disease,”  Brittain 
Mcjunkin,  M.  D. 

Aug.  18 — (Cancelled.  Participants  to 
attend  State  Medical  Assoc.  Annual 
Meeting  at  the  Greenbrier  Aug.  8-11) 

Madison,  Boone  Memorial  Hospital 
Conference  Room,  2nd  Tuesday,  7-9 
P.  M.  — July-August  (vacation). 

Oak  Hill,  Plateau  Medical  Center 
(Oyler  Exit,  N 19)  4th  Tuesday, 
7-9  PM.  — July-Aug.  (vacation) 

Summersville,  Summersville 
Memorial  Hospital,  1st  Tuesday, 
6:30-8:30  P.  M.  — July  (vacation) 

Welch,  Stevens  Clinic  Hospital,  3rd 
Wednesday,  12  Noon-2  PM.  — 
July-Aug.  (vacation) 

Sept.  l6,  “Non-Q  Waves  Myocardial 
Infarction,”  Donald  Lilly,  M.  D. 

Whitesville,  Raleigh-Boone  Medical 
Center,  4th  Wednesday,  11  A.  M.- 
1 P.  M.  — July-Aug.  (vacation) 

Williamson,  Williamson  Memorial 
Hospital,  1st  Thursday,  6:30-8:30 
P.  M.  — July-Aug.  (vacation) 


DOOR  PRIZES 

to  be 

AWARDED 

During  Cocktail  Hour 
on 

Monday  Evening,  August  10 
6:30-7:30  PM. 

Eisenhower  Room/Exhibit  Area 

You  Must  Register  at 
Each  Vendor’s  Booth  to  Win 

Physician  Must  Be  Present  To 
Win  Door  Prize 
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Sally  Richardson  of  Charleston,  Direc- 
tor of  the  West  Virginia  Health  Care 
Coalition,  Inc.,  was  a guest  at  the 
meeting  of  WVSMA  Council  in 
Charleston  May  8.  She  is  shown  above 
with  Councilor  Constantino  Y.  Amores, 
M.  D.,  also  of  Charleston,  prior  to  the 
meeting. 

Texan  To  Head  CAMC 
Transplant  Program 

Ernest  E.  Hodge,  M.  D.,  has  been 
appointed  to  head  the  recently  an- 
nounced joint  kidney  transplant 
program  of  the  Cleveland  Clinic 
Eoundation  and  Charleston  Area 
Medical  Center. 

Doctor  Hodge,  a kidney  transplant 
surgeon  trained  at  the  Clinic,  will 
join  the  CAMC  staff  and  will  be  liv- 
ing and  working  in  Charleston.  He 
currently  lives  in  San  Antonio, 

Texas,  where  he  is  a kidney 
transplant  surgeon  at  Humana 
Hospital,  and  conducts  an  active 
surgical  and  teaching  practice  in 
urology  at  five  Texas  medical 
institutions. 

The  first  kidney  transplant  in 
Charleston  is  expected  to  occur  in 
August.  Twenty-five  transplants  a 
year  are  projected  once  the  program 
is  in  full  operation. 

All  members  of  Charleston’s  new 
kidney  transplant  program  will  be 
employees  of  CAMC  working  under 
Doctor  Hodge’s  leadership,  CAMC 
said.  The  same  policies  and  pro- 
cedures followed  in  Cleveland  will 
be  established  in  Charleston. 
Members  of  the  kidney  transplant 
team  in  Cleveland  will  train  the 
Charleston  personnel. 
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Linda  Turner 


Three  Guest  Speakers 


Betty  Szewczyk  (Mrs.  Edward)  of 
Belleville,  Illinois,  and  Virginia  Hop- 
per (Mrs.  John  M.)  of  Baton  Rouge, 
Louisiana,  will  be  among  honored 
guests  when  the  Auxiliary  to  the 
West  Virginia  State  Medical  Associa- 
tion holds  its  63rd  Annual  Meeting 
August  8-11. 

The  meeting  again  will  be  held 
concurrently  with  the  WVSMA  An- 
nual Meeting  at  the  Greenbrier  in 
White  Sulphur  Springs. 

Mrs.  Szewczyk  was  installed  in 
June  as  the  new  President  of  the 
American  Medical  Association  Aux- 
iliary. She  will  deliver  the  keynote 
address  during  the  opening  Aux- 
iliary session  beginning  at  9:30 
A.  M.  Sunday,  August  9. 

Mrs.  Hopper,  President  of  the 
Southern  Medical  Association,  will 
speak  during  the  Monday  morning 
session. 

Also  speaking  Monday  morning 
will  be  Judith  Huffman-Seifer,  R.N., 
Ph.D.,  of  Dayton,  Ohio,  on 
“Women  of  the  80s — Changing 
Roles  and  Priorities.”  The  sex 
educator-therapist,  as  announced  in 
the  June  Journal,  also  will  address 
auxilians,  doctors  and  guests  that 
afternoon.  Her  topic  will  be 
“Medical  Marriages:  New  Trails  in 
Old  Territory.” 


Betty  Szewczyk 


Mrs.  Szewczyk  has  served  the 
AMA  Auxiliary  at  the  national  level 
as  Treasurer,  North  Central  Regional 
Vice  President,  Director,  Chairman 
of  the  Long-Range  Planning  Com- 
mittee, and  member  of  the  AMA- 
ERF  and  Health  Projects 
committees. 

Mrs.  Szewczyk’s  activities  have 
always  focused  on  programs  involv- 
ing family  and  children.  As  Presi- 
dent of  the  State  Auxiliary,  her 


Virginia  Hopper 


theme  for  the  year  was  “Teach  the 
Children.” 

Mrs.  Szewczyk  (pronounced  Sevr- 
CHEK)  attended  Le  Clerc  College  in 
Belleville,  Illinois,  and  was  a radio 
program  director  prior  to  her 
marriage. 

She  and  her  husband,  an 
ophthalmologist,  have  six  children 
and  seven  grandchildren. 

SMA  Posts  Held 

Mrs.  Hopper  has  been  SMA  state 
Councilor,  Memorial  Chairman, 
Doctors’  Day  Judges  Chairman, 
Historian,  Membership  Chairman, 
Regional  Vice  President,  and  Presi- 
dent Elect.  She  holds  a B.  S.  degree 
in  zoology/botany  from  Louisiana 
State  University  and  presently  is  a 
student  in  the  LSU  Graduate  School 
working  on  a Master  of  Humanities 
degree. 

The  Hoppers  are  the  parents  of 
four  children,  with  one  daughter 
practicing  internal  medicine  in 
Memphis,  Tennessee.  Doctor  Hop- 
per is  a neurologist. 

Mrs.  Turner  to  Preside 

More  than  200  spouses  of  physi- 
cians are  expected  to  attend  the 
Auxiliary’s  business  sessions,  over 
which  Linda  Turner  (Mrs.  Charles 
E.)  of  Huntington,  President,  will 
preside. 

An  invitation  has  been  extended 
to  Auxiliary  members  to  attend  the 
first  session  of  the  State  Medical 
Association’s  House  of  Delegates 
Sunday,  August  9,  at  9 A.  M.  in  the 
Theater.  Dr.  William  S.  Hotchkiss  of 
Chesapeake,  Virginia,  AMA  Presi- 
dent, will  be  the  principal  speaker. 

Dr.  Charles  E.  Turner  of  Hun- 
tington, WVSMA  President,  and 
Doctor  Hotchkiss  will  be  recognized 
for  brief  remarks  prior  to  Mrs. 
Szewczyk’s  address  Sunday 
morning. 

Auxilians  also  were  invited  to  at- 
tend the  formal  opening  ceremonies 
of  the  Association’s  120th  Annual 
Meeting  beginning  at  8:30  A.  M. 
Monday,  also  in  the  Theater.  Dr. 
Dennis  S.  O’Leary,  President  of  the 
Joint  Commission  on  Accreditation 
of  Hospitals,  Chicago,  will  deliver 
the  keynote  Thomas  L.  Harris  Ad- 
dress, “Future  Trends  in  Evaluating 
Quality  of  Care.” 


Auxiliary  Program  Announced 
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During  the  second  session  Mon- 
day morning,  Mrs.  Szewczyk  will  in- 
stall Denny  Fischer  (Mrs.  Herman) 
of  Bridgeport  as  President,  and 
other  new  officers.  Mrs.  Fischer  will 
give  her  inaugural  address. 

The  Auxiliary  and  WVSMA  will 
co-host  a dance  with  the  Bo  Thorpe 
Band  beginning  at  9 P.  M.  Monday 
in  the  Chesapeake  Room.  The  band 
will  be  making  its  third  conse- 
cutive appearance  for  the  Auxiliary- 
Association  annual  meetings. 

For  other  scheduled  activities,  see 
the  official  Auxiliary  program  in  this 
issue  of  The  Journal. 


Convention  Sports 
Events  Planned 

State  doctors,  exhibitors  and  aux- 
ilians  plan  to  work  golf  and  tennis 
competition  into  the  business  and 
scientific  program  schedule  for 
WVSMA’s  Annual  Meeting  at  the 
Greenbrier  August  8-11. 

Dr.  Andrew  Summers  of  Morgan- 
town is  the  defending  champion  in 
the  men’s  golf  tournament.  Maxine 
Gilmore  (Mrs.  William  E.)  of  Vienna 
was  the  winner  in  the  women’s  golf 
tournament. 

Dr.  David  B.  Gray  of  Charleston 
was  the  winner  last  year  in  the 
men’s  tennis  competition,  in  round- 
robin  type  of  play.  The  women’s 
tennis  doubles  winners  were  Maria 
Capinpin  (Mrs.  Alberto  G.)  and 
Tommie  Roncaglione  (Mrs.  Carl  J.), 
both  of  Charleston. 


New  CHAMPUS  DRG 
System  In  October 

Beginning  October  1,  1987, 
CHAMPUS — The  Civilian  Health  and 
Medical  Program  of  the  Uniformed 
Services — plans  to  implement  a 
DRG-based  prospective  payment 
system  for  all  inpatient  hospital  care 
except  psychiatric  and  substance 
abuse  services,  kidney  acquisition 
costs,  and  heart  and  liver 
transplants.  The  CHAMPUS  DRG 
system  will  exempt  certain  hospitals 
such  as  psychiatric,  rehabilitation, 
alcohol/drug,  long-term  care,  sole 
community  and  cancer  hospitals, 
Christian  Science  sanitoria  and 
distinct  parts  of  a hospital  providing 
psychiatric,  rehabilitation  and 
alcohol  and  drug  services. 

Hospital  personnel  should  be 
aware  that  federal  law  now  requires 
hospitals  participating  in  Medicare 
to  accept  the  CHAMPUS  allowable 
charge  as  their  full  fee,  CHAMPUS 
said. 

The  CHAMPUS  DRG  system 
would  be  similar  to  the  Medicare 
system  with  hospitals  being  paid  a 
CHAMPUS-established,  fixed  rate  for 
DRGs.  The  fixed  rate  is  to  be  based 
on  the  average  resources  used  by 


CHAMPUS  patients  in  each 
diagnostic  category,  regardless  of 
the  length  of  the  hospital  stay.  Pa- 
tients would  be  further  classified  in- 
to DRGs  based  on  the  principal 
diagnosis  (the  main  reason  for  ad- 
mission, determined  after  study), 
the  surgical  procedure,  age,  sex  and 
discharge  status  (release,  transfer  or 
death). 


‘Hospicelink’  Has 
Toll-Free  Services 

“HOSPICELINK”  services  to  per- 
sons seeking  information  about 
hospice  care  and  referrals  to 
hospice  services  are  being  offered 
by  the  Hospice  Education  Institute, 
a non-profit  organization  based  in 
Essex,  Connecticut.  The 
“HOSPICELINK”  toll-free  telephone 
number  is  800-331-1620. 

“HOSPICELINK”  maintains  a 
computerized  and  constantly  up- 
dated directory  of  hospices  in  the 
United  States  to  help  persons  in 
finding  hospice  care  where  they 
live.  The  Hospice  Education  In- 
stitute makes  no  charge  for  any  of 
its  “HOSPICELINK”  services. 


An  Invitation 
to 

f^ktjdiciand,  ^pou5e6,  ^xkiUtovi  and 

You’re  Cordially  Invited  to  Attend 
the 

i^o  dJkohpe  ^Ltdance 

9:00-12:00  PM 
Monday,  August  10,  1987 
Chesapeake  Room 
The  Greenbrier 

Hosts 
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Kenneth  C.  Wright,  M.  D. 


Pittsburgh  Doctor 
Center  Director 

Dr.  Kenneth  C.  Wright  has  been 
appointed  Medical  Director  for  the 
Charleston  Area  Rehabilitation 
Center,  located  at  CAMC  General 
Division. 

Doctor  Wright  is  a graduate  of 
Dartmouth  College  and  received  his 
medical  education  at  the  University 
of  Michigan.  He  completed  a 
medical  fellowship  in  physical 
medicine  and  rehabilitation  at  the 
University  of  Minnesota. 

Since  1983,  Doctor  Wright  has 
been  an  Assistant  Professor  at  the 
University  of  Pittsburgh  Medical 
School,  Rehabilitation  Medicine 
Division,  Department  of  Orthopedic 
Surgery. 

Charleston  Area  Rehabilitation 
Center  provides  physical,  occupa- 
tional, speech,  hearing  and  recrea- 
tional therapy.  It  opened  this 
spring. 


Potential  Blinding 
Cases  Uncovered 

A total  of  17  elderly  West  Virgin- 
ia residents  have  been  examined 
and  treated  for  a potentially  blind- 
ing eye  disease  related  to  diabetes 
in  a public  service  program  spon- 
sored by  the  stste’s  eye  physicians 
and  surgeons. 

Since  it  started  in  March  1986, 
more  than  1657  West  Virginia 


Office  Managers 
Plan  Seminar 

A two-day  seminar  will  be  held 
by  the  Office  Managers  Association 
of  Health  Care  Providers  in 
Parkersburg  October  9-10  at  the 
Blennerhassett  Hotel. 

Discussion  topics  will  include 
“Role  of  the  Office  Manager 
Today,”  Human  Relations  and 
Dynamics,”  “Performance  and 
Appraisal  Reviews,”  “Building  Self 
Esteem,”  “Team  Building,”  “Asser- 
tive Role  of  the  Office  Manager,” 
and  “Risk  Management — Our  In- 
volvement in  the  Malpractice 
Issues.” 

Speakers  will  include  a represen- 
tative of  the  WVSMA,  to  be 
announced. 

The  seminar  fee  of  S95  includes 
lunches  and  a banquet  dinner. 

For  additional  information, 
call  Dian  White,  President,  in 
Charleston,  304-342-1  129. 


Nominations  Open 
For  Doctor’s  Award 

Ronald  McDonald  Children’s 
Charities  is  accepting  nominations 
for  the  1987  $100,000  “Award  of 
Excellence”  for  the  physician  who 
has  contributed  the  most  to  the  ad- 
vancement of  children’s  health  care. 

The  award  will  be  made  to  the 
doctor  to  support  the  continued 
work  of  his/her  program  for 
children. 

The  initial  1986  aw'ard  was  given 
to  Harvard  University  Professor 
Julius  B.  Richmond,  M.  D.,  the 
“father”  of  the  national  Headstart 
program. 

Nomination  forms  are  available  by 
writing:  Ken  Barun,  Executive 
Director,  Ronald  McDonald 
Children’s  Charities,  McDonald’s 
Plaza,  Oak  Brook,  IL  60521.  The 
deadline  for  submitting  nominations 
is  August  15. 


residents  have  called  the  toll-free 
Helpline  1 -800-222-EYES  (3937)  of 
the  National  Eye  Care  Project,  spon- 
sored by  the  Foundation  of  the 
American  Academy  of  Oph- 
thalmology and  the  West  Virginia 
Academy  of  Ophthalmology. 


16-18 — Great  Lakes  Regional  Conference 
on  Infertility,  Buffalo. 

29-Aug.  3 — International  Doctors  in 
Alcoholics  Anonymous,  Lexington,  Ky. 

August 


8-1 1 — 120th  Annual  Meeting,  WV  State 
Medical  Assoc.,  White  Sulphur 
Springs. 

28-30 — State  of  the  Art  Management  of 
ALS:  Exploring  Current  Techniques,  Issues, 
& Solutions,  a Conference  for  Health  Care 
Professionals,  San  Francisco. 

28-Sept.  2 — World  Conference  on  Health 
Education,  Houston,  TX. 

September 


10-11 — Am.  Society  for  Parenteral  & 
Enteral  Nutrition  (1987  Postgraduate 
Course),  Chicago. 

14-17 — AAFP,  San  Francisco. 

16-19 — Am.  Thyroid  Assoc.,  Washington, 
DC. 

October 


9 — Lasers  in  Ophthalmology  (WVU  Dept, 
of  Ophthalmology),  Morgantown. 

9- 10 — Office  Managers  Assoc,  of  Health 
Care  Providers,  Parkersburg. 

10 -  WVU  Dept,  of  Ophthalmology  Con- 
ference, Morgantown. 

11- 16  — Am.  College  of  Surgeons,  San 
Francisco. 

15-18 — Am.  Society  of  Internal  Medicine, 
Washington,  DC. 

21-25 — Am.  Academy  of  Child  Psychiatry', 
Washington,  DC. 

26- 30 — Am.  College  of  Chest  Physicians, 
Atlanta. 

27- Nov.  1 — Am.  Medical  Women’s  Assoc., 
Orlando,  Fla. 

November 


1-4 — Southern  Medical  Assoc.,  San 
Antonio. 

1988 

January 

22-24 — 2 1st  Mid-Winter  Clinical  Con- 
ference, Charleston. 

31 — Feh.  3 — Southeastern  Surgical  Con- 
gress, Orlando,  Fla. 

For  More  Information  . . . 

Contact  The  Journal  for  additional 
information  about  most  of  the  above 
meetings.  Call  (504)  925-0342. 
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Convention  Program 

120th  ANNUAL  MEETING 
West  Virginia  State  Medical  Association 
THE  GREENBRIER,  WHITE  SULPHUR  SPRINGS 
August  8-11,  1987 


PROGRAM  COMMITTEE 

Maurice  A.  Mufson,  M.D. 
Huntington 
Chairman 

Firas  H.  Al-Kawas,  M.D. 

Morgantown 
Bill  M.  Atkinson,  M.D. 

Parkersburg 
Michael  O.  Fidler,  M.D. 
Charleston 

William  G.  Hayes,  M.D. 
Charleston 

R.  Bruce  Henthorn,  M.D. 
Parkersburg 

Michael  A.  Morehead,  M.D. 
Parkersburg 
Jose  I.  Ricard,  M.D. 

Huntington 
Larry  C.  Smith,  M.D. 
Huntington 

Charles  E.  Turner,  M.D. 
Huntington 


Breakfast  Meeting 
SATURDAY  MORNING 
August  8 

7:30  AM — WV  Radiological  Society. 
William  G.  Hayes,  M.D.,  Presiding 
(West  Virginia  Room). 

Guest  Speaker:  Joseph  M.  Messana, 
M.D.,  Instructor  of  Nephrology,  Divi- 
sion of  Nephrology,  Department  of  In- 
ternal Medicine,  University  of  Michigan 
VA  Hospital,  Ann  Arbor,  MI.  Subject: 
“Nephrotoxicity  of  Contrast  Agents.” 

Business  Meetings 

SATURDAY  MORNING 

9:00-Noon — Executive  Committee  Meet- 
ing. Charles  E.  Turner,  M.D., 
Presiding  (Tyler  Room) 

11:45 — Publication  Committee  (Pierce 
Room). 

SATURDAY  AFTERNOON 

1 :00-5:00 — Registration,  Eisenhower 
Room/Exhibit  Area. 

2:00-5:00 — Pre-Convention  Meeting  of 
the  Council.  David  Z.  Morgan,  M.D., 
Presiding  (Hayes  Room). 


SUNDAY  MORNING 
August  9 

8:00-5:00 — Registration,  Eisenhower 
Room/Exhibit  Area. 

9:00 — First  Session  of  the  House  of 
Delegates.  Charles  E.  Turner,  M.D., 
Presiding  (Theater). 

Invocation — W.  L.  Neal,  M.D., 
Huntington. 

Address:  William  S.  Hotchkiss,  M.D., 
President,  American  Medical  Associa- 
tion. Subject:  “Socio-Economic 
Problems  of  Medicine  Today.” 

10:30-11:00 — Coffee  Break  to  Visit 
Exhibits. 

1 1 :00-Noon — Resumption  of  First  Session 
of  the  House. 

Presentation  of  AMA-ERF  Grants  to 
the  West  Virginia  and  Marshall 
University  Schools  of  Medicine. 

Address:  Charles  E.  Turner,  M.D., 
President,  West  Virginia  State 
Medical  Association. 

Business  Meeting. 

Adjournment. 

SUNDAY  AFTERNOON 

12:00  Noon — Luncheon  Meeting,  West 
Virginia  Medical  Institute  Board  of 
Trustees.  Harry  S.  Weeks,  Jr.,  M.D., 
Presiding  (Wilson  Room). 

12:30 — Luncheon  Meeting,  WVSMA’s 

Committee  on  Cancer.  Catalino  B. 
Mendoza,  Jr.,  M.D.,  Presiding  {Fierce 
Room). 

12:30 — Luncheon  Honoring  Past 
Presidents  of  the  West  Virginia  State 
Medical  Association  and  Fifty-Year 
Graduates.  David  Z.  Morgan,  M.D., 
and  Charles  E.  Turner,  M.D., 
Presiding.  Blue  Cross  Blue  Shield  of 
West  Virginia,  Inc.,  and  Blue  Cross 
Blue  Shield  of  West  Central  West 
Virginia,  hosts  (Crystal  Room). 


GOLF  AND  TENNIS 
TOURNAMENTS 
Physicians  and  Exhibitors 

1:30-4:30  PM 
Sunday  Afternoon 

George  A.  Curry,  M.D.,  Chairman 
Golf  Tournament 

Prospero  B.  Gogo,  M.D.,  Chairman 
Tennis  Tournament 


SUNDAY  EVENING 

4:00-6:00 — Committee  on  Resolutions. 
Cordell  A.  DeLaPena,  M.D.,  Pre- 
siding (Hayes  Room). 

5:00-6:00 — “Retirement  Plans:  Getting  the 
Most  Out  of  Your  Tax  Deductible 
Dollars”  Seminar  by  Parker/Hunter 
Incorporated,  Clarksburg,  WV 
(McKinley  Room). 

Speakers:  Mark  K.  Dunbar,  Con- 
sulting Actuary,  Halliwell  and 
Associates,  Pittsburgh,  PA;  and  Fred 
A.  Scheeren,  C.F.P.,  Vice  President 
and  Branch  Manager,  Parker/Hunter 
Incorporated,  Clarksburg,  WV. 

6:30-7:30 — President’s  Reception.  Honor 
Guests:  Visiting  State  Presidents  and 
Graduates  of  WVU  School  of 
Medicine,  Class  of  1963-  Charles  E. 
Turner,  M.D.,  Presiding.  Parker/ 
Hunter  of  Clarksburg,  host 
(Eisenhower  Room/Exhibit  Area). 

Physicians,  Spouses,  Exhibitors  and 
Guests  Cordially  Invited. 

MONDAY  MORNING 
August  10 
Breakfast  Meeting 

7:30 — Component  Society  Presidents’ 
Breakfast.  Charles  E.  Turner,  M.D., 
Presiding  (McKinley  Room). 

8:00-5:00 — Registration,  Eisenhow^er 
Room/Exhibit  Area. 
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Opening  Exercises 
(Theater) 

8:30 — Call  to  Order  and  Welcome — 
Charles  E.  Turner,  M.D.,  Presiding. 
Invocation — William  E.  Gilmore, 
M.D.,  Parkersburg. 

8:45-9:30 — “The  Thomas  L.  Harris  Ad- 
dress”— Dennis  S.  O’Leary,  M.D., 
President,  Joint  Commission  on  Ac- 
creditation of  Hospitals,  Chicago,  IL. 
Subject:  “Future  Trends  in 

Evaluating  Quality  of  Care.” 

9:30-10:30 — Panel  Discussion.  Charles  E. 
Turner,  M.D.,  Moderator.  “Health 
Issues  Facing  the  American  People 
and  Their  Doctors:  Going  After  Solu- 
tions.” 

Panelists:  James  S.  Todd,  M.D.,  Senior 
Deputy  Executive  Vice  President, 
American  Medical  Association, 
Chicago,  IL — Public  Health  Issues. 

William  S.  Hotchkiss,  M.D.,  Presi- 
dent, American  Medical  Association, 
Chesapeake,  VA — AMA  Efforts. 

William  D.  MacLean,  Senior  Vice 
President,  McDonough  Caperton 
Association  Group,  Charleston — 
Professional  Liability. 

Dennis  S.  O’Leary,  M.D.,  President, 
Joint  Commission  on  Accreditation 
of  Hospitals,  Chicago,  IL — Other 
Quality  of  Care  Issues. 

10:30-11:00 — Coffee  Break  to  Visit 
Exhibits. 

11:00-11:30 — George  J.  Pazin,  M.D., 
Associate  Professor  of  Medicine, 
School  of  Medicine,  University  of 
Pittsburgh.  Subject:  “Overview  of 
AIDS.” 

11:30-12:00 — Peter  B.  Cotton,  M.D.,  Pro- 
fessor of  Medicine,  Division  of 
Gastroenterology,  Duke  University 
Medical  Center,  Durham,  NC.  Sub- 
ject: “The  Impact  of  Therapeutic  GI 
Endoscopy.” 

MONDAY  AFTERNOON 
Specialty  Section  and 
Society  Meetings 


Scientific  Sessions,  which  are  scheduled  to  begin 
at  1 :30  PM,  for  the  following  Specialty  Sections 
and  Societies  will  be  open  to  general  physician 
attendees:  Emergency  Physicians,  Gastrointes- 
tinal, Internal  Medicine,  Pediatrics  and  Surgery. 


Society  Meetings 
Luncheon  and  Scientific/ 
Business  Meetings 

12:30-3:30 

WV  Gastrointestinal  Society.  Case  Presen- 
tations. Firas  H.  Al-Kawas,  M.D., 
Presiding  (McKinley  Room). 


Guest  Speaker:  Peter  B.  Cotton, 
M.D.,  Professor  of  Medicine,  Division 
of  Gastroenterology,  Duke  Universi- 
ty Medical  Center,  Durham,  NC. 

Case  Presentations. 

Section  on  Internal  Medicine.  Maurice  A. 
Mufson,  M.D.,  Presiding  (Hayes 
Room). 

Guest  Speaker:  GeorgeJ.  Pazin,  M.D., 
Associate  Professor  of  Medicine, 
School  of  Medicine,  University  of 
Pittsburgh.  Subject:  “AIDS — The  Key 
Medical  Issues.” 

WV  Psychiatric  Association.  Larry  C.  Smith, 
M.D.,  Presiding  (Chesapeake  Bay). 
12:30 — Luncheon  Honoring  Founding 
Members,  WV  Psychiatric 
Association. 

2:00 — Scientific  Meeting.  Guest  Speaker 
to  be  Announced. 

3:00 — Business  Meeting. 


Section  on  Surgery.  Bill  M.  Atkinson,  M.D., 
Presiding  (Wilson  Room). 

Guest  Speaker:  Derrick  L.  Latos,  M.D., 
FACP,  Clinical  Professor,  WVU 
School  of  Medicine,  Wheeling  Divi- 
sion. Subject:  “Acute  Renal  Failure.” 

Scien  tifi c/B  us  iness  Meetings 
1:30-3:30 

WV  Chapter,  American  College  of 
Emergency  Physicians.  R.  Bruce  Hen- 
thorn,  M.D.,  Presiding  (West  Virginia 
Room). 

Guest  Speaker  to  be  Announced. 
Section  on  Clinical  Neurosciences.  Michael 
A.  Morehead,  M.D.,  Presiding 
(Buchanan  Room). 

Business  Meeting.  Guest  Speaker: 
James  Lannon,  Executive  Director, 
National  Stroke  Association,  Denver, 
CO.  Subject:  “Formation  of  WV 
Chapters.” 


A Word  Of  Thanks 

The  1987  Program  Committee,  officers,  members  and  staff  of  the 
West  Virginia  State  Medical  Association  wish  to  acknowledge  with 
sincere  thanks  grants  received  from  the  following  firms  to  help  sup- 
port the  Scientific  Program  for  this  year’s  120th  Annual  Meeting: 

GEIGY  PHARMACEUTICALS 
ELI  LILLY  AND  COMPANY 
and  DISTA  PRODUCTS  COMPANY 
MARION  LABORATORIES 
THE  UPJOHN  COMPANY 

(The  firms  listed  above  are  those  which  had  allocated  funds  to  the  Scientific  Program  as  this 
issue  of  The  Journal  went  to  press.  Additional  contributors  will  be  listed  in  the  Official  Program 
to  be  distributed  at  the  Greenbrier  in  White  Sulphur  Springs.) 


. . . And,  We  Wish  To  Thank: 

PARKER/HUNTER  of  Clarksburg  for  hosting  the  President’s  Reception  on  Sun- 
day evening,  August  9. 

WEST  VIRGINIA  UNIVERSITY  SCHOOL  OE  MEDICINE  for  providing 
refreshments  for  Sunday’s  coffee  break  in  the  Exhibit  Center. 

GLAXO,  INC.  for  providing  refreshments  for  Monday’s  coffee  break  in  the 
Exhibit  Center. 

BLUE  CROSS  BLUE  SHIELD  of  WEST  VIRGINIA,  INC.  and  BLUE  CROSS  BLUE 
SHIELD  of  WEST  CENTRAL  WEST  VIRGINIA  for  hosting  the  Sunday,  August 
9,  Luncheon  honoring  Past  Presidents  of  the  WVSMA  and  50-year  Medical 
School  Graduates. 

CHAPMAN  PRINTING  COMPANY  for  hosting  the  Post-Convention  Luncheon 
for  the  Executive  Committee  and  Council  on  Tuesday,  August  1 1 . 

EOSTER  MEDICAL  CORPORATION,  HOME  HEALTH  CARE  DIVISION  for 
hosting  the  Monday  evening,  August  10,  Reception  in  the  Eisenhower 
Room/Exhibit  Area. 

A.  H.  ROBINS  COMPANY  for  Tennis  Tournament  prizes. 

MARION  LABORATORIES  for  Golf  Tournament  prizes. 

THE  GREENBRIER,  White  Sulphur  Springs,  for  contributing  the  Grand  Door 
Prize  of  a Winter  Weekend  for  Two  at  the  hotel. 


Additional  contributors  will  be  listed  in  the  Official  Program. 
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Scientific  Session.  Presentation  of 
Papers  by  Members  of  the  Section. 

WV  Neurosurgical  Society.  Hossein  Sakhai, 
M.D.,  Presiding  (Buchanan  Room). 

Business  Meeting.  Presentation  of 
Paper  by  WVU  School  of  Medicine 
Resident. 

WV  Orthopedic  Society.  Michael  O.  Fidler, 
M.D.,  Presiding  (Pierce  Room). 

Guest  Speaker:  Reginald  R.  Cooper, 
M.D.,  President,  American  Academy 
of  Orthopedic  Surgeons,  Chicago,  IL. 
Subject:  “Professional  Liability 
Reforms.” 

WV  Chapter,  American  Academy  of 
Pediatrics.  Robert  A.  Lewine,  M.D., 
Presiding  (Fillmore  Room). 

Guest  Speaker:  William  F.  Friedman, 
M.D.,  J.  H.  Nicholson  Professor  of 
Pediatrics  and  Executive  Chairman, 
Department  of  Pediatrics,  UCLA 
School  of  Medicine;  and  Pediatrician 
in  Chief,  UCLA  Medical  Center,  Los 
Angeles,  CA.  Subject:  “Critical  Heart 
Disease  in  the  Newborn.” 

3:30-4:30 — WESPAC  Board  of  Directors. 
Mrs.  Esther  Weeks  of  Wheeling  and 
David  Z.  Morgan,  M.D.,  Co- 
Chairmen,  Presiding  (Tyler  Room). 

Meeting  Open  to  All  WESPAC 
Members. 

4:30-5:30 — Seminar  for  Physicians  and 
Spouses.  Topic:  “Medical  Marriages: 
New  Trails  in  Old  Territory.”  Dr. 
Charles  E.  and  Linda  Turner, 
Presiding  (Colonial  Lounge). 

Guest  Speaker:  Judith  Huffman- 
Siefer,  R.N.,  Ph.D.,  Associate  Pro- 
fessor, Department  of  Psychology, 
University  of  Dayton,  Dayton,  OH. 

MONDAY  EVENING 

5:30 — Committee  on  Nominations.  John 
B.  Markey,  M.D.,  Presiding  (Jackson 
Room). 


ENTERTAINMENT 

6:30-7:30 — Cocktail  Party  for  Exhibitors. 
Foster  Medical  Corporation,  Home 
Health  Care  Division,  Charleston, 
WV,  host  (Eisenhower  Room/Ex- 
hibit Area). 


DOOR  PRIZES 

to  be 

AWARDED 

During  Cocktail  Hour 
on 

Monday  Evening,  August  10 
6:30-7:30  PM 
You  Must  Register  at 
Each  Vendor’s  Booth  to  Win 
Physician  Must  Be  Present 
To  Win  Door  Prize 


6:30-7:30 — Cocktail  Party.  West  Virginia 
University  Alumni  Association. 
Richard  A.  DeVaul,  M.D.,  Dean, 
WVU  School  of  Medicine;  and 
Patrick  Brown,  M.D.,  President, 
WVU  School  of  Medicine  Alumni 
Association,  in  charge  (Eisenhower 
Room/Exhibit  Area). 

6:30-7:30 — Cocktail  Party.  West  Virginia 
Chapter,  Medical  College  of  Virginia 
Alumni  Association.  Joseph  C. 
Woofter,  M.D.,  in  charge 
(Eisenhower  Room/Exhibit  Area). 

9:00 — Dance.  “The  Big  Band  Sound,” 
with  Music  by  Bo  Thorpe  and  His  Or- 
chestra, Rocky  Mount,  NC.  West 
Virginia  State  Medical  Association 
and  Auxiliary,  hosts  (Chesapeake 
Room). 

Cash  Bar 


PHYSICIANS,  SPOUSES, 
EXHIBITORS  AND  GUESTS 

Are  Invited 
To  The 

BO  THORPE  DANCE 

Monday  Evening,  August  10 
9:00  PM 
Hosts 

West  Virginia  State  Medical  Association 
and 

Auxiliary 

TUESDAY  MORNING 
August  1 1 

8:00-Noon — Registration.  Eisenhower 
Room/Exhibit  Area. 

8: 15-Noon — Second  and  Final  Session  of 
the  House  of  Delegates.  Charles  E. 
Turner,  M.D.,  Presiding  (Chesapeake 
Room). 

Invocation — Warren  Point,  M.D., 
Charleston. 

Roll  Call 

Business  Meeting 

10:00-10:30 — Coffee  Break  to  Visit 
Exhibits. 

10:30 — Resumption  of  House.  Charles  E. 
Turner,  M.D.,  Presiding. 
Presentation  of  Past  President’s 
Charm  and  Plaque. 

Introduction  of  New  Officers  of 
Auxiliary. 

Installation  of  New  Association 
President. 

Presidential  Address:  Cordell  A. 
DeLaPena,  M.D.,  President,  West 
Virginia  State  Medical  Association. 
Adjournment. 

TUESDAY  AFTERNOON 

1:30 — Post-Convention  Luncheon 
Meeting  of  the  Executive  Committee 
and  Council.  Chapman  Printing 
Company  of  Charleston,  host.  Cor- 
dell A.  DeLaPena,  M.D.,  and  Charles 
E.  Turner,  M.D.,  Presiding  (Hayes 
Room). 
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Official  Program 

63rd  ANNUAL  MEETING 

Auxiliary  To  The  West  Virginia  State  Medical  Association 
The  Greenbrier,  White  Sulphur  Springs 
August  8-11,  1987 


SATURDAY  AFTERNOON 
August  8 

1:00-5:00 — Registration,  Lower  Lobby 

4:00 — Pre-Convention  Board  Meeting, 
Mrs.  Linda  Turner  (Charles  E.),  Presi- 
dent, presiding  (Fillmore-VanBuren 
Rooms). 


SUNDAY  MORNING 
August  9 

9:00-3:00 — Registration,  Lower  Lobby 

9:00 — First  Session  of  the  House  of 
Delegates,  West  Virginia  State 
Medical  Association  (Theater). 

Address  by  William  S.  Hotchkiss, 
M.D.,  President,  American  Medical 
Association. 

9:30 — Formal  Opening  of  the  Conven- 
tion, Mrs.  Linda  Turner  (Charles  E.), 
President,  presiding  (Fillmore- 
VanBuren  Rooms). 

Invocation,  Pledge  to  Flag  and 
Pledge  of  Loyalty  — Mrs.  Astri  Jarrett 
aoe). 

In  Memoriam  — Mrs.  Maida  Smith 
(Wilson). 

Introduction  of  Honored  Guests. 

Presentation  of  Charles  E.  Turner, 
M.D.,  President,  West  Virginia  State 
Medical  Association;  and  William  S. 
Hotchkiss,  M.D.,  President,  American 
Medical  Association. 

Introduction  of  Convention 
Chairmen,  Mrs.  Ruth  Gilbert  (Gary) 
and  Mrs.  Betty  Clark  (Sheffer). 

Roll  Call  of  Delegates  — Mrs.  Lois 
Spencer  (Edward),  Secretary. 

Declaration  of  a Quorum  — Mrs. 
Ruth  Gilbert  (Gary),  Parliamentarian. 

Keynote  Address  — Mrs.  Betty 
Szewczyk  (Edward),  President, 
American  Medical  Association 
Auxiliary. 


Credentials  and  Registration  — Mrs. 
Sally  Lowe  (Robert). 

Convention  Rules  of  Order  — Mrs. 
Ruth  Gilbert  (Gary). 

Report  of  the  1986  Convention 
Reading  Committee  — Mrs.  Tommie 
Roncaglione  (Carl)  and  Mrs.  Astri  Jar- 
rett (Joe). 

Treasurer’s  Report  — Mrs.  Alice 
Hovis  (Logan). 

Armchair  Aerobics  — Mrs.  Linda 
Kress  (Donald),  Ohio  County. 

Recommendations  from  the  Pre- 
Convention  Board  Meeting. 

New  Business. 

Election  of  the  1988  Nominating 
Committee. 

Reports  of  Officers  and  Standing 
Committee  Chairmen  (These  will  not 
be  read,  but  are  published  in  the  An- 
nual Program  Book). 

Presentation  of  Regional  Directors: 

Northern  — Mrs.  Marjorie  Nay- 
mick  (George) 

Southern — Mrs.  Nancy  Gage 
(E.  L.) 

Eastern — Mrs.  Sara  Townsend 
(Vincent) 

Western — Mrs.  Virginia  Daniels 
(Willard  F.,  Jr.) 

Central — Mrs.  Sharon  Curnutte 
(Douglas) 

Announcements. 

Recess. 

SUNDAY  EVENING 

6:30 — WVSMA  President’s  Reception 
honoring  visiting  state  presidents  and 
graduates  of  WVU  School  of 
Medicine,  Class  of  1963-  Auxilians 
cordially  invited.  (Eisenhower 
Room/Exhibit  Area). 

MONDAY  MORNING 
August  10 

9:00-3:00 — Registration,  Lower  Lobby 
8:00 — Past  Presidents’  Breakfast. 


8:45 — WVSMA’s  “Thomas  L.  Harris  Ad- 
dress”— Dennis  S.  O’Leary,  M.D. 
(Theater) 

9:45 — Auxiliary’s  Second  General  Session 
(Fillmore-VanBuren  Rooms). 

Introduction  of  Honored  Guests. 

Roll  Call  of  Delegates  — Mrs.  Lois 
Spencer  (Edward). 

Declaration  of  a Quorum  — Mrs. 
Ruth  Gilbert  (Gary),  Parliamentarian. 

Presentation  of  AMA-ERF  Awards — 
Mrs.  Ann  McRae  (Grady)  and  Mrs. 
Helen  Bell  (David),  Co-Chairmen. 
Recognition  of  AMA-ERF  Grants  to 
the  West  Virginia  and  Marshall 
University  Schools  of  Medicine. 

Presentation  of  Membership  Awards 
— Mrs.  Denny  Fischer  (Herman), 
President  Elect  and  Membership 
Chairman. 

Address  — Mrs.  Virginia  Hopper 
(John),  President,  Southern  Medical 
Association  Auxiliary. 

Convention  Announcements. 

Reports  of  Convention  Committees: 
Credentials  and  Registration  — 
Mrs.  Sally  Lowe  (Robert). 

Press  and  Publicity  — Mrs. 
Maxine  Baur  (Jack) 

Armchair  Aerobics  — Mrs.  Linda 
Kress  (Donald),  Ohio  County. 

“Women  of  the  80s  — Changing 
Roles  and  Priorities”  — Judith 
Huffman-Seifer,  R.N.,  Ph.D. 

Unfinished  Business. 

Report  of  Tellers. 

Report  of  the  1987  Nominating  Com- 
mittee — Mrs.  Jeanny  Kalaycioglu 
(M.V.),  Immediate  Past  President  and 
Chairman  of  Nominating  Committee. 

Election  of  Officers. 

Installation  of  Officers  — Mrs.  Betty 
Szewczyk  (Edward),  President,  AMA 
Auxiliary. 
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Presentation  of  President’s  Pin  and 
Gavel 

Presentation  of  Past  President’s  Pin 

A Special  Thanks  For  Door  Prizes 

— Mrs.  Jeanny  Kalaycioglu  (M.V.). 
Inaugural  Address  — Mrs.  Denny 

We  wish  to  thank  the  following  firms  Room/Exhibit  Area  on  Sunday,  Monday 

Fischer  (Herman) 
Announcements . 

which  have  contributed  gifts  to  be  us-  and  Tuesday,  August  9,  10  and  1 1 . Door 

ed  as  door  prizes  during  the  1987  An-  prizes  will  be  awarded  during  the  Mon- 

nual  Meeting  at  The  Greenbrier  in  White  day  evening  cocktail  hour  (6:30-7:30 

Adjournment. 

Sulphur  Springs,  August  8-11.  Coffee  P M.)  in  the  Eisenhower  Room.  Physi- 

breaks  are  scheduled  in  the  Eisenhower  cians  must  be  present  to  win  a prize. 

MONDAY  AFTERNOON 

THE  GREENBRIER 

12:30 — Presidents  Luncheon,  (Crystal 

White  Sulphur  Springs,  WV  (Grand  Prize) 

Room) 

BOEHRINGER  ENGELHEIMER  PHARMACEUTICALS,  INC. 

2:30 — Bridge,  Mrs.  Eileen  Martin  (M. 

Bob  Semder,  Senior  Sales  Representative 

Bruce),  Chairman  (Trellis  Lobby) 

MARION  LABORATORIES 

Golf,  Maxine  Gilmore  (William), 

Lee  Fuqua,  Elkview 

Chairman 

McDonough  caperton  association  group 

Tennis,  Mrs.  Marie  Capinpin  (Alber- 

Charleston,  WV 

to).  Chairman 

McLAIN  SURGICAL  SUPPLY,  INC. 

(Times  for  golf  and  tennis  to  be 

Charleston,  WV 

announced) 

I.  C.  SYSTEMS,  INC. 

4:30-5:30 — Medical  Society  and  Auxiliary 

Bill  Gillespie  and  Dick  Ledford,  District  Managers 

and  guests,  “Medical  Marriages:  New 

RITE  AID  HOME  HEALTH  CARE  CENTERS 

Trails  in  Old  Territory”  (Colonial 

Charleston,  WV 

Lounge) 

SMITH  KLINE  AND  FRENCH  LABORATORIES 

MONDAY  EVENING 

Philadelphia,  PA 

9:00-12:00 — Bo  Thorpe  Band  (Chesa- 

E.  R.  SQUIBB  & SONS,  INC. 
Princeton,  NJ 

peake  Room). 

TUESDAY  MORNING 

UNITED  HOSPITAL  CENTER 
Clarksburg,  W\’ 

August  1 1 

WENDT-BRISTOL 

8:15 — Second  and  Final  Session  of 

“Full  Line  of  Medical  Equipment  and  Supplies,”  Charleston 

WVSMA  House  of  Delegates 

1-800-238-6153;  Pittsburgh  1-800-443-2204 

(Chesapeake  Room). 

WVU  SCHOOL  OF  MEDICINE 

10:00 — Post-Convention  Board  Meeting  — 

Office  of  Continuing  Medical  Education,  Morgantown,  WV 

Mrs.  Denny  Fischer  (Herman),  Presi- 

WILLARD  AND  ARNOLD  COMMUNICATIONS 

dent,  presiding  (Fillmore-VanBuren 

Charleston,  WV 

Rooms) 

WINTHROP  PHARMACEUTICALS 

10:30 — Installation  of  Cordell  A.  DeLaPena, 

by  John  M.  Mamula,  Senior  Professional  Sales  Representative 

M.D.,  as  1987-88  President  of  the 
West  Virginia  State  Medical  Associa- 
tion (Chesapeake  Room). 

(Auxiliary  members  are  invited  and 
urged  to  attend.) 

Any  additional  contributors  will  be  listed  in  the  Official  Program. 
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Scientific  Exhibits 


AMERICAN  HEART 
ASSOCIATION, 

WEST  VIRGINIA  AFFILIATE 

AMERICAN  RED  CROSS 
BLOOD  SERVICES 
TRI— STATE 

A statistical  overview  of  transfusion- 
transmitted  diseases  in  the  52-county  area 
served  by  Tri-State  Regional  Red  Cross  will 
be  the  topic.  The  display  will  feature  infor- 
mation on  viruses  such  as  HIV  infection; 
non-A,  non-B  hepatitis  and  hepatitis  B,  as 
well  as  the  actions  being  taken  by  the  na- 
tion’s blood  banks  to  reduce  the  risks.  In- 
formation about  regional  laboratory  and 
medical  services  will  also  be  available. 

Lynn  Alexander,  Education  Coordinator, 
and  Jeanette  Rowsey,  Public  Relations 
Director. 


DAIRY  & NUTRITION  COUNCIL 
MID-EAST 

“CALCIUM,  A SUMMARY  OF  CURRENT 
RESEARCH  FOR  THE  HEALTH  PROFES- 
SIONAL’—Scientific  and  medical  research 
is  being  carried  out  as  a result  of  recent  diet 
surveys  and  our  knowledge  of  calcium’s 
role  in  human  nutrition.  This  exhibit  pro- 
vides a review  of  the  most  current  research 
on  calcium  and  diseases  associated  with 
chronic  calcium  deficiency.  It  will  serve  to 
correct  some  misconceptions  about 
calcium  and  will  assist  the  health  profes- 
sional in  counceling  clients  more 
effectively. 

Susan  Spain,  R.D. 

FAMILY  MEDICINE  FOUNDATION 
OF  WEST  VIRGINIA 

“FUND  RAISER  — HAND  MADE  QUILT” 
The  Foundation  will  have  on  display  a 
hand-made  quilt  which  will  be  used  as  a 
fund  raiser.  This  quilt  was  made  by  Virginia 
Schiefer  of  Sutton,  West  Virginia,  and  will 
be  given  away  at  the  Academy’s  Family  Prac- 
tice Weekend  December  4-5,  1987,  at  the 
Radisson  Inn,  Huntington,  West  Virginia. 
Chances  are  SIO  and  tax  deductible.  You  do 


not  have  to  be  present  to  win.  Represen- 
tatives will  be  on  hand  to  discuss  the  foun- 
dation’s Network  with  the  Family  Health 
Foundation  and  the  programs  which  are 
available  for  physicians. 

Christine  Ferrell,  Secretary;  Tom  Long, 
M.D.,  trustee,  and  Alice  Jo  Hess. 

MARY  BABB  RANDOLPH 
CANCER  CENTER 

CANCER  COMMUNICATIONS  SYSTEM 

PREFERRED  MEDICAL  CARE 
NETWORK  OF  WV 

PRESTON  ADDICTION  TREATMENT 
CENTER 

WEST  VIRGINIA  WORKERS’ 
COMPENSATION  FUND 

WEST  VIRGINIA  DIVISION  OF 
REHABILITATION  SERVICES 

“TODAY’S  PUBLIC  REHABILITATION 
PROGRAM  IN  WEST  VIRGINIA— The  state 
rehabilitation  agency’s  name  was  recently 
changed  in  June  from  Division  of  Voca- 
tional Rehabilitation  to  Division  of 
Rehabilitation  Services.  The  change  is  in 
recognition  of  the  wide  variety  of  services 
offered  by  the  agency  to  persons  with 
disabilities.  Although  it  is  still  the  primary 
service,  vocational  rehabilitation  is  not  the 
sole  service.  This  exhibit  is  intended  to 
make  physicians  and  health  professionals 
knowledgeable  about  the  many  services  of- 
fered today  by  the  West  Virginia  Division 
of  Rehabilitation  Services. 

WEST  VIRGINIA 
UNIVERSITY  HOSPITAL 
OFFICE  OF  PUBLIC  AFFAIRS 

WEST  VIRGINIA  DEPARTMENT  OF 
HEALTH 

“AIDS  IN  WEST  VIRGINIA— The  status  of 
AIDS  in  West  Virginia  is  the  topic  of  this 
display  which  will  provide  the  most  current 
data  on  the  prevalence  of  the  disease  in  this 
state.  Utilizing  the  resources  of  the  Depart- 
ment of  Health’s  Office  of  Epidemiology, 
the  display  will  illustrate  the  geographic  and 


socio-economic  factors  accompanying  out- 
breaks in  West  Virginia,  and  will  show  what 
public  health  facilities  and  services  have 
been  developed  to  screen,  educate  and 
counsel  the  public  concerning  AIDS. 

Richard  Hopkins,  MD,  M.S.P.H.,  Director, 
Division  of  Disease  Survellance,  WV 
Department  of  Health. 

WEST  VIRGINIA  MEDICAL  INSTITUTE 

WEST  VIRGINIA  UNIVERSITY 
CONTINUING  MEDICAL  EDUCATION 

WEST  VIRGINIA  AMERICAN  COLLEGE 

OF  INTERNATIONAL  PHYSICIANS 

The  West  Virginia  American  College  of 
International  Physicians  was  founded  in 
Charleston  in  1984.  It  is  an  organization  of 
foreign  medical  graduates  throughout  the 
state.  The  chapter  is  part  of  a national 
medical  organization  recognized  by  the 
American  Medical  Association.  Since  then, 
it  has  been  involved  in  health  screenings 
and  continuing  medical  education  pro- 
grams as  well  as  helping  with  flood  relief 
donation.  Recently,  it  became  the  first  ACIP 
Chapter  to  organize  a Medical  Mission 
abroad  (Philippines).  The  WV  ACIP  is  part 
of  organzied  medicine  and  contributes  to 
the  cause  of  humanitarian  concern  and 
medical  education. 

Rano  S.  Bofill,  M.D.,  Advisory  Board,  and 
Antonio  Cafoncelli,  M.D.,  President. 

WESPAC 

WESPAC:  THE  WEST  VIRGINIA 

MEDICAL  POLITICAL  ACTION  COM- 
MITTEE— A voluntary,  non-profit,  bipar- 
tisan, unincorporated  organization  compos- 
ed of  physicians,  their  spouses  and  others. 
Please  stop  by  and  register  to  win  a trip  to 
Washington,  DC,  to  attend  the  AMPAC 
Political  Education  Conference  in 
September. 

Esther  Weeks  and  David  Z.  Morgan,  M.D., 
Co-Chairmen;  W.  Alva  Deardorff,  M.D., 
Treasurer. 


Note:  Any  additional  exhibits  and  informa- 
tion received  after  The  Journal  west  to  press 
will  appear  in  the  official  convention 
program. 
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Commerical  Exhibits 


SANDOZ  PHARMACEUTICALS 
East  Hanover,  NJ 
Booth  1 

ST.  FRANCIS  HOSPITAL 
Charleston,  WV 
Booth  2 

Participants  from  the  St.  Francis  Hospital 
will  occupy  Booth  No.  2.  They  would  like 
to  extend  a cordial  welcome  to  physicians 
to  come  by  and  discuss  with  them  their 
featured  topics:  Sports  Medicine,  Center  for 
Lung  Disease,  Cardiac  Cath  Lab,  Childrens 
Orientation  and  Fifty-Five  Plus  Wellness 
Center. 

Representatives:  Ann  Hammack  and 
Glenn  Mechling 

WYETH  LABORATORIES 
Richmond,  VA 
Booth  3 

You  are  cordially  invited  to  visit  the 
Wyeth  Laboratories  exhibit,  Booth  No.  3, 
and  meet  our  representatives  who  will 
welcome  the  opportunity  to  discuss  our 
featured  products — DEPONIT,  ORUDIS, 
SECTRAL  and  WYTENSIN. 

Representatives:  Terry  A.  Reynolds  and 
Ted  J.  Marshall 

CURTIS  & ASSOCIATES,  LTD 
Charleston,  WV 
Booth  4 

Please  stop  by  Booth  No.  4 and  visit  with 
representatives  of  Curtis  & Associates,  LTD. 
Information  on  health  insurance  and  pro- 
fessional liability  will  be  featured. 

Representative:  Jim  Curtis 

MONY  FINANCIAL  SERVICES 
Charleston,  WV 
Booth  7 

Representatives  of  MONY  Financial  Serv- 
ices invite  you  to  stop  by  Booth  No.  " 
where  they  will  be  featuring  materials  on 
the  different  insurance  and  medical  benefits 
available  to  WVSMA  members. 

Representatives:  Larry  D.  Queen  and 
Eddie  G.  Queen 

Q-MED,  INC. 

Clark,  NJ 
Booth  8 

Q-Med,  Inc.  Booth  No.  8,  cordially  invites 
you  to  stop  by  and  visit  with  them. 
Representatives  of  Q-Med  will  be  happy  to 
discuss  with  you  their  featured  products: 
MONITOR  ONE™',  MONITOR  ONE™  HC, 
MONITOR  ONE™  STAR— a multiday  am- 
bulatory cardiac  monitor  with  full  ECG 
reporting  and  analysis  and  verification  of 
arrhythmias,  ST-segment  deviations,  and 
rate  disturbances. 

Representative:  Loni  Caudill 


FOSTER  MEDICAL  CORPORATION 
Charleston,  WV 
Booth  9 

Please  stop  by  and  visit  with  represen- 
tatives at  Booth  No.  9-  Foster  Medical  Cor- 
poration will  feature  home  ventilators, 
respiratory  equipment  and  02  concen- 
trators. They  will  also  have  on  hand  pro- 
duct and  regulation  literature. 

Representatives:  Dave  Cummons,  Patti 
Todd  Dillon,  Denise  Brink,  Sam  May,  Tom 
Bailey  and  Paul  Babinski 

ROSS  LABORATORIES 
Columbus,  OH 
Booth  11 

Representatives  cordially  invite  you  to 
stop  by  and  visit  Booth  No.  11.  Ross 
Laboratories  will  be  featuring  pediatric 
nutritionals  and  medical  nutritional 
products. 

Representatives:  Rick  Smith  and  Denise 
Harper 

MERCK  SHARP  & DOHME 
West  Point,  PA 
Booth  12 

Please  stop  by  and  visit  with  represen- 
tatives of  Merck  Sharp  & Dohme  who  will 
occupy  Booth  No.  12.  Featured  products 
will  consist  of  VASOTEC,  MEFOXIN, 
NOROXIN,  DOLOBID,  PEPCID,  and 
MEVACOR. 

Representatives:  Mike  Petro,  Karen 
Ashworth  and  John  Gallagher 

PIE  MUTUAL  INSURANCE  COMPANY 
Oak  Hill,  WV 
Booth  13 

Representatives  cordially  invite  you  to 
stop  by  and  visit  Booth  No.  13  where  PIE 
Mutual  Insurance  Company  will  be  featur- 
ing Insurance  Signs. 

Representatives:  Theron  O.  Cruise,  Jr.,  Jay 
R.  Smith,  Shirley  E.  Cruise,  Danny  Goheen, 
Marvin  Levendorff,  and  Kelly  Levendorff 

POST+,  INC. 

Wheeling,  WV 
Booth  14 

POST+ , Inc.  will  occupy  Booth  No.  14 
and  invite  you  to  stop  by.  Representatives 
will  be  happy  to  discuss  the  following  pro- 
ducts: IBM  PC  XT  268  with  POST+  Prac- 
tice Management  Software  and  IBM  System 
36  PC  with  POST+  Practice  Management 
Software. 

Representatives:  Larry  Constantin, 
George  Krupica,  Steve  Cunningham,  Nan- 
cy Lofton,  Larry  Welling  and  Marguerite 
Parfitt 


THE  UPJOHN  COMPANY 
Cincinnati,  OH 
Booth  15 

A.  H.  ROBINS  COMPANY 
Richmond,  VA 
Booth  I6 

WHITEHALL  LABORATORIES 
New  York,  NY 
Booth  17 

The  following  products  will  be  featured 
at  Booth  No.  H and  representatives  of 
Whitehall  Laboratories  invite  you  to  visit 
and  discuss  their  featured  product,  Advil. 
Other  products  will  include  Anacin  3 and 
Preparation  H. 

Representatives:  Steven  Budd  and 
Douglas  Farquharson 

SOUTHERN  MEDICAL  ASSOCIATION 
Birmingham,  AL 
Booth  18 

Please  stop  by  and  visit  with  represen- 
tatives from  Southern  Medical  Association, 
Booth  No.  18.  Southern  Medical  Association 
will  have  information  available  on  the  ad- 
vantages of  membership,  such  as  Dial  Ac- 
cess, Video  Access,  Special  Seminars  and 
Section  Meetings,  the  Annual  Scientific 
Assembly,  the  SOUTHERN  MEDICAL 
JOURNAL,  and  the  SMA  Auxiliary.  Also, 
material  will  be  available  on  other  benefits 
to  members:  Fund,  Loans  and  Scholarships, 
Hyatt  Hotels  Gold  Passport,  Visa  Premier 
Gold  Card,  and  the  Physicians'  Purchasing 
Program. 

Representative:  Don  Casey 

PARKE-DAVIS 
Morris  Plains,  NJ 
Booth  19 

Parke-Davis  representatives  invite  you  to 
visit  them  in  Booth  No.  19  where  they  will 
be  happy  to  discuss  a full  line  of  phar- 
maceutical products  with  you. 

Representatives:  Jim  Saunders,  Bob 
Walker  and  Mike  Brock 

WINTHROP  PHARMACEUTICALS 
New  York,  NY 
Booth  20 

DISABILITY  DETERMINATION 
SECTION 
Charleston,  WV 
Booth  21 

Disability  Determination  Section  will  oc- 
cupy Booth  No.  21.  Physicians  are  invited 
to  stop  by  and  discuss  problems  with  the 
disability  program  and  the  revised 
categorical  listing  of  impairments  upon 
which  Social  Security  Disability  payments 
are  based. 

Representative:  David  H.  Cleland 
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DORSEY  PHARMACEUTICALS 
East  Hanover,  NJ 
Booth  22 

E.  R.  SQUIBB  & SONS 

Arlington  Heights,  IL 
Booth  23 

E.  R.  Squibb  & Sons  invite  you  to  visit 
Booth  No.  23  where  representatives  will 
discuss  their  featured  products  with  you: 
Capoten  and  Capozide. 

Representatives:  Paul  Craven,  Jeanne 
Arkfeld,  Scott  Williams,  Joe  Oliverio  and 
Tom  Foster 

WALLACE  LABORATORIES 
Cranbury,  NJ 
Booth  24 

Representatives  in  Booth  No.  24,  Wallace 
Laboratories,  cordially  invite  you  to  visit 
them.  Ethical  Drugs  will  be  featured. 

Representatives:  Jim  Tippie  and  Gregory 
Young 

CHARLESTON  AREA 
MEDICAL  CENTER 
Charleston,  WV 
Booth  25 

Representatives  invite  you  to  stop  by 
Booth  No.  25  where  the  Charleston  Area 
Medical  Center  will  have  information  on 
services  which  are  provided  by  CAMC,  such 
as  Heart  Institute,  Cancer  Center,  Rehabilita- 
tion Unit,  Helicopter  Transport,  CME,  MRI 
and  lithotriptor. 

Representatives:  Holly  Monty  and  Melissa 
Long 

AMES  DIVISION 
Elkhart,  IN 
Booth  26 

The  Ames  Division  invites  you  to  visit 
Booth  No.  26  where  representatives  will  be 
prepared  to  discuss  diagnostic  instrumen- 
tation with  you. 

Representatives:  Joe  Dawson  and  A1 
Chesson 

GLAXO 

So.  Barrington,  IL 
Booth  29 

GEIGY  PHARMACEUTICALS 
Charleston,  WV 
Booth  30 

WVU  SCHOOL  OF  MEDICINE 
Morgantown,  WV 
Booth  31 

“We  Practice  What  We  Teach”  will  be  the 
topic  at  Booth  No.  31.  Representatives  from 
the  WVU  School  of  Medicine  invite  you  to 
stop  by  and  discuss  their  exhibit  which 
describes  the  diversity  of  School  of 
Medicine  physician  faculty. 

Representatives:  Patricia  Penn,  Robert  G. 
Kristofco,  David  Z.  Morgan,  MD  and  Carol 
Paserba 


LINDE  HOMECARE  MEDICAL  SYSTEMS 
Charleston,  WV 
Booth  32 

You  are  cordially  invited  to  stop  by  Booth 
No.  32  where  representatives  from  Linde 
Homecare  Medical  Systems  will  have  on 
display  Linde  Oxygen  Walker  System,  Ox- 
ygen Concentrators  and  other  respiratory 
equipment  and  durable  medical 
equipment. 

Representatives:  Ed  Bridgette  and  Steve 
McClure 

McDonough  caperton 

ASSOCIATION  GROUP 
Charleston,  WV 
Booth  33 

McDonough  Caperton  Association 
Group  cordially  invites  you  to  Booth  No. 
33  where  representatives  will  be  glad  to 
discuss  with  you  professional  liability 
insurance. 

Representatives:  Karen  Bedford,  Bill 
MacLean,  Steve  Brown,  Pat  Parsons  and 
Dennis  “Skip”  Vogelsberger 

ABBOTT  LABORATORIES 
North  Chicago,  IL 
Booth  34 

Representatives  of  Abbott  Laboratories 
invite  you  to  stop  by  Booth  No.  34  and 
discuss  their  featured  products:  Tranxene®  , 
PCE™and  K-Tab®  . 

Representatives:  Maria  Bronosky,  Kim 
Elswick  and  Ted  Dudy 

KEY  PHARMACEUTICALS 
Pittsburgh,  PA 
Booth  35 

Key  Pharmaceuticals  invite  you  to  visit 
Booth  No.  35  where  representatives  wall  be 
on  hand  to  discuss  their  featured  products: 
Nitro-Dur  II,  K-Dur,  Normodyne. 

Representative:  Joe  Sassler 

HOECHST-ROUSSEL 

PHARMACEUTICALS  INC. 

Cross  Lanes,  WV 
Booth  36 

Claforan,  Diabeta  and  Trental  will  be  the 
featured  products  at  Booth  No.  36. 
Representatives  from  Hoechst-Roussel  Phar- 
maceuticals, Inc.  invite  you  to  stop  by  and 
discuss  with  them  their  featured  products 
plus  other  products  of  interest  such  as 
Topicort,  Loprox  and  Streptase. 

Representatives:  Kenny  Long,  Tim 
McCarty,  Clarence  Meadows,  Mike  Copolo 
and  Bill  Avenarious 

BECTON  DICKINSON  & COMPANY 
CLAY  ADAMS  DIVISION 
Franklin  Lakes,  NJ 
Booth  38 

Becton  Dickinson  & Company,  Clay 
Adams  Division  invite  you  to  visit  Booth 
No.  38  where  representatives  will  be  on 


hand  to  answer  questions  concerning  their 
featured  products:  QBCII,  QCA,  QTest 
Group  A Strep  Test  Kit,  QTest  StatStrep  Test 
Kit,  QTest  Ovulation  Test  Kit  and  QTest 
Pregnancy  Test  Kit. 

Representatives:  John  Rohe  and  Jim 
Ofcansky 

INTERNATIONAL  PHARMACEUTICAL 
PRODUCTS  INC. 

Walnut,  CA 
Booth  39 

Methotrexate,  Fluoruracil,  Injectables, 
Opthalmics  and  Podoben  Solution  will  be 
the  products  featured  at  Booth  No.  39 
where  representatives  of  International  Phar- 
maceutical Products  will  be  on  hand  to 
answer  your  questions. 

Representative:  Deborah  Faye  Arkle 

PRINCETON  PHARMACEUTICAL 
PRODUCTS 
Arlington  Heights,  IL 
Booth  40 

Representatives  of  Princeton  Phar- 
maceutical Products  will  be  on  hand  in 
Booth  No.  40  to  discuss  with  you  their 
featured  products:  Corgard,  Crozide  and 
Prolixin. 

Representatives:  Marianne  McGowan, 
Susan  Bartolovic  and  Albert  Johns 

SMITH  KLINE  & FRENCH 
LABORATORIES 
Philadelphia,  PA 
Booth  45 

We  cordially  invite  you  to  visit  the  Smith 
Kline  & French  Laboratories  exhibit  in 
Booth  No.  45  where  displayed  products  of 
interest  will  include  Tagamet,  Dyazide  and 
Ridaura. 

McDonough  caperton  systems 

Charleston,  WV 
Booth  46 

McDonough  Caperton  Systems  will  oc- 
cupy Booth  No.  46  where  they  will  have  on 
display  medical  office  management  systems 
and  information  on  IBM  & LF  technologies. 

Representatives:  Harold  Preston,  Brad 
Layne,  Linda  Ireland  and  Terry  Coleman 

SQUIBB  DIAGNOSTICS 
Nitro,  WV 
Booth  47 

Isovue  300  and  Isovue  370  will  be  the 
products  featured  at  Booth  No.  47  where 
representatives  of  Squibb  Diagnostics  will 
be  on  hand  to  answer  any  of  your 
questions. 

Representatives:  Maurice  Weaver,  Derek 
Pike  and  Mike  Tate 


Note:  Any  additional  exhibits  and  informa- 
tion received  after  The  Joumal  went  to 
press  will  appear  in  the  official  convention 
program. 
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PIECES  TOGETHER 


West  Virginia  State  Medical  Association 
Group  Insurance  Administration 


McDonough  Caperton  Association  Group 

P.O.  Box  3186 
Charleston,  WV  25332 


CALL  1-800-344-5139  EXT.  708 


WVU  Medical 

University 

Center  News  ▼ 


Increased  State  Financing  Needed 

Accreditation  Given  Until  ’92 


The  M.D.  degree  program  of  the 
School  of  Medicine  has  received 
continuing  full  accreditation  by  the 
Liaison  Committee  on  Medical 
Education  (LCME),  the  nationally 
recognized  agency  for  accrediting 
programs  leading  to  the  M.D. 

The  accreditation,  effective  until 
1992,  was  announced  by  Richard 
DeVaul,  M.  D.,  Dean. 

The  survey  team  reported  that  the 
M.D.  program’s  “fundamental  educa- 
tional endeavor  is  in  excellent  con- 
dition” and  praised  especially  the 
“unusual  commitment  of  faculty  ef- 
fort to  medical  education.” 

The  report  noted  that  “although 
essentially  limited  to  in-state  ap- 
plicants, the  school  has  no  difficulty 
in  filling  its  88  places  (each  year’s 
class  size)  with  well-qualified 
students.” 


Other  strengths  cited  in  the  report 
were  the  quality  of  WVU  Medical 
Center  and  School  of  Medicine  ad- 
ministration and  recent  and  planned 
improvements  in  physical  facilities, 
such  as  the  new  hospital,  the  cancer 
center,  a psychiatric  center  now 
under  construction  and  the 
Magnetic  Resonance  Imaging 
diagnostic  facility. 

The  report  also  noted  that  since 
the  last  accreditation  review  in  1982, 
externally-funded  research  has  in- 
creased from  $2.1  million  to  more 
than  $7  million,  mainly  in  such 
basic  science  areas  as  anatomy, 
physiology  and  biochemistry. 

Concerns  Cited 

Areas  in  need  of  improvement 
also  were  cited  by  the  LCME. 

Among  them  are  low  levels  of  state 


financing  and  a “major 
dependence”  on  clinical  practice 
earnings  by  faculty. 

“The  School  of  Medicine  receives 
only  about  a third  of  its  funding 
from  the  state,”  Doctor  DeVaul  said. 
“Nearly  two  thirds  of  our  operating 
expenses  derive  from  the  efforts  of 
faculty  in  their  clinical  practice  and 
sponsored  research.” 

In  addition,  faculty  salaries  are  far 
below  national  and  regional 
averages.  The  LCME  report  linked 
low  salaries  with  constraints  on  the 
medical  school’s  autonomy. 

“Innovative  incentive  plans  . . . 
can  moderate,  but  probably  not 
eliminate,  this  problem  because  in- 
creases in  base  salaries  are  determin- 
ed by  the  state  and  are  usually 
across-the-board  without  regard  to 
merit.  The  problem  of  low  faculty 
salaries  probably  cannot  be  solved 
without  both  greater  autonomy  and 
greater  resources,”  the  LCME  report 
concluded. 

The  report  also  suggested  that 
clinical  departments  should  conduct 
more  research  and  that  research 
space  for  those  departments,  now 
“woefully  inadequate,”  should  be 
upgraded. 

‘Solid  Accreditation’ 

“The  LCME’s  affirmation  that  we 
have  an  excellent  educational  pro- 
gram here  comes  as  no  surprise,” 
Dean  DeVaul  said,  “and  neither  do 
the  concerns  they  cited,  which  we 
share.” 

“Right  now  we’re  struggling  with 
many  of  the  same  financial  dif- 
ficulties that  affect  other  state- 
funded  units,  but  we’re  determined 
to  move  forward.  This  very  solid  ac- 
creditation shows  that  West 
Virginia’s  investments  and  con- 
fidence in  the  WVU  School  of 
Medicine  are  fully  justified.” 


Compiled  from  material  furnished  by  the 
Medical  Center  News  Service.  Morgantown, 
vc:  Va. 


WVU  School  of  Medicine  faculty  honored  at  the  annual  awards  convocation  Include 
Warren  Point,  left,  Professor  and  Chair  of  Medicine  in  the  Medical  Center’s 
Charleston  Division,  and  Janies  L.  Culherson,  Professor  and  Interim  Chair  of 
Anatomy.  Members  of  the  senior  class  chose  Doctor  Point  as  Clinician  of  the  Year.  The 
sophomore  class  selected  Doctor  Culberson  for  the  MacLachlan  Award,  given  to  an 
outstanding  basic  sciences  teacher. 
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Give  your  angina  patients 
what  they're  missing... 


aUUHIEM:  FEW  SIDE  EFFKTS 

diltiazem  HCI/Marion 

Antianginal  artion  inriudes  dilatation  of 
roronary arteries,a  decrease  in  vascular  resis^ 
tance/afterload,  and  a reduction  in  heart  rate 

Proven  efficacy  when  used  alone  in  angina’ 

Compatible  with  other  antianginals^  ^ 

A safe  choice  for  angina  patients  vnth  coexisting 
hypertension,  asthma,  CORD,  or  PVD*^ 

*See  Warnings  and  Precautions. 

Please  see  brief  summary  of  prescribing  informafion  on  the  next  page. 


CARDoar  FEW  SIDE  EFFECTS 
arnazem  Hamnon  m AHTUUKUUlJHBtAFr 


60  mg  fid  or  qid 

Brief  Summary 

Professional  Use  Information 

CARDIZEM- 

(diltiazem  HCI)  30  mg  and  60  mg  Tablets 

CONTRAINDICATIONS 

CARDIZEM  is  contraindicated  in  (1)  patients  witb  sicl< 
sinus  syndrome  except  in  the  presence  of  a functioning 
ventricular  pacemaker.  (2)  patients  with  second-  or 
third-degree  AV  block  except  in  the  presence  of  a func- 
tioning ventricular  pacemaker  and  (3)  patients  with 
hypotension  (tess  than  90  mm  Hg  systolic) 

WARNINGS 

1 Cardiac  Conduction.  CARDIZEM  prolongs  AV  node 
retroclory  periods  without  significontty  prolonging 
sinus  node  recovery  time,  except  in  patients  with 
sick  sinus  syndrome  This  effect  may  rarely  result 
in  abnormally  slow  heart  rates  (particularly  in 
patients  with  sick  sinus  syndrome)  or  second-  or 
third-degree  A\/  block  (six  of  1243  patients  for 

0 48%)  Concomitant  use  of  diltiazem  with 
beta-blockers  or  digitalis  may  result  in  additive 
ettects  on  cardiac  conduction  A patient  with 
Prinzmetal's  angina  developed  periods  of  asystole 
(2  to  5 seconds)  otter  a single  dose  of  60  mg  at 
diltiazem 

2 Congestive  Heart  Failure.  Although  diltiazem  has 
a negative  inotropic  effect  in  isolated  animal  tissue 
preparatians.  hemodynamic  studies  in  humans 
with  normal  ventricular  function  have  not  shown  a 
reduction  in  cardiac  index  nor  consistent  negative 
effects  on  contractility  (dp/dt) 

Experience  with  the  use  of  CARDIZEM 
alone  or  in  combination  with  beta-blockers  in 
patients  with  impaired  ventricular  function  is  very 
limited  Caution  should  be  exercised  when  using 
the  drug  in  such  patients 

3 Hypotension.  Dxreases  in  blaad  pressure  assa- 
ciated  with  CARDIZEM  therapy  may  occasionally 
result  in  symptomatic  hypotension 

4 Acute  Hepatic  Injury.  In  rare  instances,  significant 
elevations  in  enzymes  such  as  alkaline  phospha- 
tase. CPK.  LDH.  SCOT  SGPT  and  other  symptoms 
consistent  with  acute  hepatic  injury  have  been 
noted  These  reactions  have  been  reversible  upon 
discontinuation  of  daig  therapy  The  relationship  to 
CARDIZEM  IS  uncertain  in  most  cases,  but  prob- 
able in  some  (See  PRECAUTIONS  ) 

PRECAUTIONS 

General.  CARDIZEM  (diltiazem  hydrochloride)  is 
extensively  metabolized  by  the  liver  and  excreted  by  the 
kidneys  and  in  bile  As  with  any  new  dmg  given  over 
prolonged  periods,  laboratory  /xiromelers  should  be 
monitored  at  regular  intervals  The  drug  should  be  used 
with  caution  in  patients  with  impaired  renal  or  hepatic 


function  In  subacute  and  chronic  dog  and  rat  studies 
designed  to  produce  toxicity,  high  doses  of  dittiazem 
were  associated  with  hepatic  damage  In  special 
subacute  hepatic  studies,  oral  doses  of  125  mg/kg  and 
higher  in  rots  were  associated  with  histological  changes 
in  the  liver  which  were  reversible  when  the  drug  was 
discontinued  In  dogs,  doses  of  20  mg/kg  were  also 
associated  with  hepatic  changes,  however,  these 
changes  were  reversible  with  continued  dosing 
Drug  Interaction.  Pharmacologic  studies  indicate  that 
there  may  be  additive  effects  in  prolonging  A\J  conduction 
when  using  beta-blockers  or  digitalis  concomitantly  with 
CARDIZEM  (See  WARNINGS  ) 

Controlled  and  uncontrolled  domestic  studies  suggest 
that  concomitant  use  of  CARDIZEM  and  beta-blockers  or 
digitolis  IS  usually  well  tolerated  Available  data  are  not 
sufficient  however,  to  predict  the  effects  of  concomitant 
treatment  particularly  in  patients  with  left  ventricular 
dysfunction  or  cordioc  conduction  abnormolities  In 
healthy  volunteers,  diltiazem  has  been  shown  to  increase 
serum  digoxin  levels  up  to  20% 

Carcmogenesis,  Mutagenesis,  Imjxiirment  of 
Fertility.  A 24-month  study  in  rats  and  a 21  -month  study 
in  mice  showed  no  evidence  of  carcinogenicity  There 
wos  also  no  mutagenic  response  in  in  vitro  bacterial 
tests  No  intrinsic  effect  on  fertility  was  observed  in  rats 
Pregnancy.  Category  C Reproduction  studies  hove 
been  conducted  in  mice.  rats,  and  rabbits  Administration 
ot  doses  ranging  tram  five  to  ten  times  greater  (on  a 
mg/kg  basis)  than  the  daily  recommended  therapeutic 
dose  has  resulted  In  embryo  and  fetal  lethality  These 
doses,  in  some  studies,  have  been  reported  to  cause 
skeletal  abnormalities  In  the  perinatal/postnatal  studies, 
there  was  some  reduction  in  early  individual  pup  weights 
and  survival  rates  There  wos  on  increased  incidence  ot 
stillbirths  at  doses  of  20  times  the  human  dose  or  greater 
There  are  no  welt-controlled  studies  in  pregnant 
women,  therefore,  use  CARDIZEM  in  pregnant  women 
only  if  the  potential  benefit  justifies  the  potential  risk  to  the 
fetus 

Nursing  Mothers.  Diltiazem  is  excreted  in  human 
milk  One  repod  suggests  that  concentrations  in  breast 
milk  may  approximate  semm  levels  It  use  of  CARDIZEM 
is  deemed  essential  on  alternative  method  of  infant 
feeding  should  be  instituted 
Pediatric  Use.  Safety  and  effectiveness  in  children 
hove  not  been  established 

ADVERSE  REACTIONS 

Serious  adverse  reactions  hove  been  rare  in  studies 
earned  out  to  date,  but  it  should  be  recognized  that 
patients  with  impaired  ventricular  function  and  cordioc 
conduction  abnormalities  have  usually  been  excluded 
In  domestic  placebo-controlled  trials,  the  incidence  of 
adverse  reactions  reported  during  CARDIZEM  therapy  was 
not  greater  than  that  repoded  during  placebo  therapy 
The  following  represent  occurrences  observed  in 
clinical  studies  which  can  be  at  least  reasonably  asso- 


ciated with  the  pharmacology  of  calcium  influx  inhibition 
In  many  cases  the  relationship  to  CARDIZEM  has  not 
been  established  The  most  common  occurrences  as  well 
as  their  frequency  ot  presentation  are  edema  (24%), 
headache  (2  1%),  nausea  (1  9%).  dizziness  (1  5%), 
rash(l  3%),  asthenia  ( 12%)  In  addition,  the  following 
events  were  repoded  infrequentty  (less  than  1 % ). 

Angina,  arrhythmia,  AV  block  (first 
degree).  AV  block  (second  or  third 
degree  — see  conduction  warning), 
bradycardia,  congestive  head 
failure,  flushing,  hypotension,  palpi- 
tations, syncope 

Amnesia,  gait  abnormality  halluci- 
nations. insomnia,  nervousness, 
paresthesia,  personality  change, 
somnolence,  tinnitus,  tremor 
Anorexia,  constipation,  diarrhea, 
dysgeusia,  dyspepsia,  mild 
elevations  ot  alkaline  phosphatase, 
SCOT  SGPT.  and  LDH  (see  hepatic 
warnings),  vomiting,  weight 
increase 

Petechiae,  pnjritus,  photosensitivity 
urticaria 

Amblyopia,  dyspnea,  epistaxis,  eye 
irritation,  hyperglycemia,  nasal 
congestion,  nocturia,  osteoadicular 
pain,  polyuria,  sexual  difficulties 
The  following  posimarketing  events  have  been 
repoded  infrequently  in  patients  receiving  CARDIZEM 
alopecia,  gingival  hyperplasia,  erythema  multitorme,  and 
leukopenia  However,  a definitive  cause  and  effect 
between  these  events  and  CARDIZEM  therapy  is  yet  to  be 
estabtished  Issued  7/86 

See  complete  Professional  Use  Information  before 
prescribing 


References:  1.  PepineCJ,  EeldmonRL.  HilIJA  eta  I 
Clinical  outcome  after  treatment  of  rest  angino  with 
calcium  blockers  Comparative  experience  during  the 
initial  year  ot  therapy  with  diltiazem,  nifedipine,  and 
verapamil  Am  Head  J 1983.  106(6)  1341-1347 
2.  Shapiro  W.  Calcium  channel  blockers  Actions  on  the 
head  and  uses  in  ischemic  head  disease  Consultant 
1984,24(Dec)  150-159  3.  Johnston  DL,  LesawayR, 
Humen  DP,  el  at  Clinical  and  hemodynamic  evaluation  ot 
propranolol  in  combination  with  verapamil,  nifedipine 
and  diltiazem  in  exedional  angina  pectoris  A placebo- 
controlled.  double-blind,  rondomized,  crossover  study 
Am  J Cardiol  1985,55  680-687  4.  Cohn  PE.  Brounwald 
E:  Chronic  ischemic  heod  disease,  in  Brounwald  E (ed) 
Head  Disease  A Textbook  ot  Cardiovascular  Medicine, 
ed  2 Philadelphia.  VvB  Saunders  Co.  1984,  chap  39 
5.  SchroederJS.  Calcium  and  beta  blockers  in  ischemic 
heod  disease  When  to  use  which  Mod  Med 
1982, 50(Sept)  94-116 


Cordiovascular 

Nervous  System 
Gastrointestinal: 

Dermatologic 

Other 


Another  patient  benetit  product  from 
pharmaceutical  division 

MARION 

LABORATORIES,  INC 

KANSAS  OTY.MO  64  137 


M 


0246M6 


A PRESCRIPTION 
FOR  PHYSICIANS 

BOTHERED  BY:  

★ Too  much  paperwork?  ★ The  burden  of  office  overhead? 

★ Malpractice  insurance  costs? 

★ Not  enough  time  for  the  family? 

★ No  time  to  keep  current  with  technology  and  new  methods? 

★ No  time  or  money  for  professional  development? 

JOIN  THE  AIR  FORCE  MEDICAL  TEAM;  

WE’LL  PROVIDE  THE  FOLLOWING: 

★ Competent  and  dedicated  professional  staff. 

★ Time  for  patients  and  for  keeping  professionally  current. 

★ Financial  security,  a generous  retirement  for  those  who  qualify. 

★ If  qualified,  unlimited  professional  development. 

★ Medical  facilities  all  around  the  world. 

★ 30  days  of  vacation  with  pay  each  year. 

★ Complete  medical  and  dental  care. 

★ Low  cost  life  insurance. 

Want  to  find  out  more?  Contact  your  nearest  Air  Force 
recruiter  for  information  at  no  obligation.  Call 


Major  Phyllis  E.  Allen 
(412)  687-7314 
Collect 


County 
Societies 

McDowell 

Dr.  Richard  H.  Merrill,  Associate 
Professor  of  Renal  Medicine  at  East 
Carolina  University,  was  the  guest 
speaker  at  the  meeting  of  the 
McDowell  County  Medical  Society 
May  13  at  the  Bonanza  Restaurant. 

Doctor  Merrill’s  topic  was  “Newer 
Aspects  of  Therapy  of  the  Diabetic 
Hypertensive.’— R.  O.  Gale,  M.  D., 
Secretary. 


TYGART’S  VALLEY 

The  Tygart’s  Valley  Medical 
Society  met  April  14  at  Broaddus 
Hospital  in  Philippi.  Vaughn  J. 
Michael,  Staff  Consultant  in  Holistic 
Health  Care  at  St.  Joseph’s  Hospital 
in  Parkersburg  and  Director  of  the 
Wellness  Seminar  Series,  was  the 
guest  speaker. 

Michael  has  counseled  the  sur- 
vivors of  over  20  national  disasters, 
including  the  tragedy  at  Buffalo 
Creek,  West  Virginia.  He  spoke  of 
wellness  as  an  integration  of  body, 
mind  and  spirit. 

Following  the  scientific  meeting, 
there  was  a business  meeting 
wherein  communications  from 
WVSMA  headquarters  and  prepara- 
tions for  the  Association’s  Annual 
Meeting  in  August  were  discuss- 
ed.— Michael  M.  Stump,  M.  D., 
Secretary. 


WESTERN 

The  Western  Medical  Society  met 
April  14  in  Spencer  at  Roane 
General  Hospital. 

The  guest  speaker  was  a 
Cleveland  Clinic  gastroenterologist 
whose  subject  was  peptic  ulcer 
disease  and  various  aspects  of  en- 
doscopy and  diagnostic  procedures. 

A discussion  and  question-and- 
answer  period  was  held  on  nerve 
medications  for  blocking  production 
of  hydrochloric  acid  and  review  of 
those  medications  which  are 
available  today.  Also  discussed  and 
compared  were  x-ray  and  upper  G1 
series  versus  endoscopy  and  its 
availability  in  rural  areas. — A.  H. 
Morad,  M.  D.,  Secretary. 


New  Members 


The  following  physicians  were 
welcomed  in  May  as  new  members  of 
the  West  Virginia  State  Medical 
Association: 

Central 

David  A.  Brosius,  M.D.,  Braxton 
Health  Associates,  Inc.,  707  Elk  Street, 
Gassaway  26624,  Family  Practice 
William  Douglas  Daniel,  M.D.,  62  S. 
Kanawha  Street,  Buckhannon  26201, 
Gynecology 

William  Douglas  Given,  M.D.,  Brax- 
ton Health  Associates,  Inc.,  707  Elk 
Street,  Gassaway  26624,  Family 
Practice 

Eastern 

Lima  Eyyunni,  M.D.,  109  Tavern 
Road,  Martinsburg  25401,  Otorhino- 
laryngology 

Wanda  T.  Raczkowski,  M.D.,  Rt.  1, 
P.  O.  Box  133,  Shepherdstown  25443, 
Family  Practice 

Ruth  B.  Wookcock,  M.D. , 1090  Fair- 
fax Street,  Berkeley  Springs  25441,  In- 
ternal Medicine 

Greenbrier 

David  Meriweather,  M.D.,  110 

Maplewood  Avenue,  Ronceverte  24970 

Mercer 

Randall  Lester,  M.D.,  205  Oakhurst 
Avenue,  Bluefield  24701,  Surgery 
(reactivated) 

Ohio 

Jonathan  Lechner,  M.D.,  Medical 
Park,  Professional  Center  111,  Wheeling 
26003,  Orthopedic  Surgery 

Parkersburg 

Damon  Martin,  M.D.,  800  Garfield 
Avenue,  Parkersburg  26101,  Emergency 
Services 

Mario  Schwabe,  M.D.,  600  18th 
Street,  Parkersburg  26101,  Psychiatry 

Potomac 

Siddappa  Nagabhushan,  M.D.,  433 
South  Mineral  Street,  Keyset  26726 

Residents 

William  P.  Cheshire,  Jr.,  M.D.,  258  B. 
Randolph  Road,  Morgantown  26505 
Kevin  M.  Clarke,  M.D.,  3601  Collins 
Ferry  Road,  Apartment  G-13,  Morgan- 
town 26505 

Lisa  P.  Graham,  M.D.,  Apartment  3, 
101  - 29th  Street,  Charleston  25304 
Karen  Heyd,  M.D.,  P.  O.  Box  4172, 
Morgantown  26505 

Students 

Joseph  H.  Matusic,  Jr.,  1064  Van 
Voorhis  Road,  Morgantown  26506 
Patricia  Pielnik,  Bethel  Road,  Rt.  13, 
Box  288-A,  Morgantown  26505 


Family 

Practitioner 

General 

Practitioner 

Pediatrician 

Needed  now  to  work  with 
an  unique,  internationally 
respected  rural  health  system 
network  in  Kentucky  which 
includes  a hospital,  satellite 
clinics,  a home  health  agency 
and  a school  of  advanced 
nursing.  This  is  an  Equal 
Opportunirv'  Employer.  A 
regional  medical  center  is 
within  20  miles.  The  prac- 
tice environment  is  stimu- 
lating — physicians  and 
Ad\  anced  Registered  Nurse 
Practitioners  work  in  joint 
practice  teams;  interaction 
with  students  is  encouraged; 
the  rural  population  presents 
a great  range  and  intensity' 
of  medical  problems. 

The  setting  is  in  heax  ilv- 
wooded  mountains  with  a 
moderate  4-season  climate. 
Seven  state  parks  are  within 
80  miles. 

Superior  compensation/ 
benefits  package  includes  a 
guaranteed  salary^  with  incen- 
tives and  malpractice.  Call 
Deborah  Pennington  COL- 
LECT at  1-502-897-2556. 

i^FOCUS: 

Wealthcare 
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Our  warehouses  here  at  the  Government  Printing 
Office  contain  more  than  16,000  different 
Government  publications.  Now  we’ve  put 
together  a catalog  of  nearly  1,000  of  the  most 
popular  books  in  our  inventory.  Books  like  Infant 
Care,  National  Park  Guide  and  Map, 

The  Space  Shuttle  at  Work,  Federal 
Benefits  for  Veterans  and  Dependents, 
Merchandising  Your  Job  Talents, 


and  The  Back-Yard  Mechanic.  Books  on 
subjects  ranging  from  agriculture,  business, 
children,  and  diet  to  science,  space  exploration, 
transportation,  and  vacations.  Find  out  what  the 
Government’s  books  are  all  about.  For  your 
free  copy  of  our  new  bestseller  catalog,  write — 

New  Catalog 

Post  Office  Box  37000 
Washington,  D.C.  20013 


937 


Bestselers 


LOOK  NO  FURTHER 
FOR  FINANCIAL 
DIRECTION! 


ALL  THE  PROFESSIONAL  FINANCIAL  AND  TRUST  SERVICES 
FOR  YOUR  PERSONAL  AND  BUSINESS  NEEDS 
ARE  IN  ONE  PLACE  . . . 

ONE  FINANCIAL  PLACE. 

NOW  AT  ALL  THE  ONE  VALLEY  BANKS  IN  WEST  VIRGINIA. 


Our  Financial  and  Trust  Services  include: 

• Personal  Asset  Management 

• Corporate  Funds  Management 

• Trusts  and  Estates 

• Estate  Settlement  for  Personal 
Lxecutors 


• Private  Investment  Services 

• Financial  and  Estate  Planning 

• Corporate  Trusteeship  Services 

• Employee  Benefit  and  Retirement 
Plan  Administration 


One  Financial  Place  Financial  and  Tmst  services  are  available  through  these  One  Valley  Banks 
Kanawha  Valley  Bank,  NA.,  Charleston.  WV 

Security  Bank,  Huntington.  WV  Mercer  County  Bank,  Princeton.  WV 

CJtUens  National  Bank,  Martinsburg.  WV  Seneca  National  Bank,  Ronceverte.  WV 

Farmers  & Merchants  Bank,  Morgantown.  WV  The  Bank  of  St.  Albans.  St  Albans.  WV 

New  River  Banking  &.  Trust,  Oak  Hill.  WV  first  National  Bank,  Terra  Alta.  WV  membejis  eoic 


If  You  Want  to  Improve  the  Business  of  Your  Practice, 

See  the  Professionals. 


It's  sound  advice.  These  days,  it's  hard  to  keep  up  with  all  the  changes  taking  place  ...  tax  revision  . . . rising 
insurance  costs . . . government  regulations  . . . tougher  competition  . . . and  have  enough  time  to  practice. 

For  more  than  30  years  we've  been  successfully  providing  medical  practitioners  with  management  services  tailored 
to  their  special  needs  . . . services  designed  to  improve  business  performance  and  productivity.  We  can  do  the  same 
for  you: 


• Install  Computer  Systems 

• Tram  Personnel 

• Develop  Accounting  Systems 

• Develop  Personnel  and  Accounting 
Procedures 

• Prepare  Employee  Compensation 
Summaries 

• Review  Specific  Office  Records 
On  Surprise  Basis 

With  our  Medical  Practice  Management  Group  taking 
for  your  practice.  Call,  write,  or  see  the  professionals. 


• Maximize  Revenue,  Review 

Third  Party  Claim  Payer  Participation 

• Employee  Benefit  Planning 

• Budgeting  and  Planning 

• Allocating  Compensation 

• Operations  Review  of  Practice 

• Tax  Planning 


of  the  business  of  your  practice,  you'll  have  more  time 


arnrll  dM'osIrr 

certified  public  accountants 


Bill  McKee,  Coordinator 

Medical  Practice  Management  Group 

500  Lee  Street,  P.O.  Box  2629 

Charleston,  West  Virginia  25329 

(304)  346-0441 

1-800-642-3601 


THE  WHEELING  CLINIC 

WHEELING,  WEST  VIRGINIA  26003 

L.  L.  CLINE,  Executive  Director 

Wheeling,  234-2000  • St.  Clairsville,  695-2511  • New  Martinsville  area,  455-4588  • Wellsburg-Steubenville  area,  527-1230 


INTERNAL  MEDICINE 
General 

B.  L.  VanPelt,  M.  D. 

P.  R.  Hedges,  M.  D. 

R.  N.  Lewis,  M.  D.  (St.  Clairsville) 

M.  J.  Lohne,  M.  D.  (St.  Clairsville) 

R.  D.  Morris,  D.  O.  (New  Martinsville) 

C.  McCool,  M.  D.  (St.  Clairsville) 

Peripheral  Vascular  Disease 

J.  D.  Holloway,  M.  D. 

Cardiovascular 

A.  M.  Valentine,  M.  D. 

W.  E.  Noble.  M.  D. 

Gastroenterology 

T.  E.  Chvasta,  M.  D. 

L.  R.  Cain,  M.  D. 

Hematology/Oncology 

C.  A.  Vasquez,  M.  D. 

Nephrology  Associates,  Inc. 

Pulmonary 

T.  V.  Burke,  M.  D. 

Rheumatology 

M.  A.  Stevens,  M.  D. 

GENERAL  SURGERY 

E.  C.  Voss,  M.  D. 

J.  H.  Mahan,  M.  D.  (St.  Clairsville) 

R.  L.  Cross,  M.  D.  (Martins  Ferry) 

THORACIC  AND 
CARDIOVASCULAR  SURGERY 

H.  Shackleford,  M.  D. 


ORTHOPEDICS 

E.  L.  Barrett,  M.  D. 

R.  S.  Glass,  M.  D. 

UROLOGY 

D.  C.  Trapp,  M.  D. 

B.  M.  McCuskey,  M.  D. 

GYNECOLOGY 

R.  W.  Leibold,  M.  D. 

R.  T.  Brandfass,  M.  D. 

OBSTETRICS  & GYNECOLOGY 

T.  A.  Athari,  M.  D. 

J.  W.  Campbell,  M.  D. 

C.  V.  Porter,  M.  D. 

OPHTHALMOLOGY 

W.  F.  Park,  M.  D. 

M.  E.  Nugent,  M.  D. 

R.  V.  Pangillnan,  M.  D. 

C.  G.  Kirby.  M.  D. 

OTOLARYNGOLOGY/ 

MAXILLO  FACIAL  SURGERY 

W.  A.  Tiu,  M.  D. 

RADIOLOGY 

Valley  Radiologists,  Inc. 

FAMILY  PRACTICE 

R.  A.  Porterfield,  M.  D.  (St.  Clairsville) 
G.  L.  Cholak,  M.  D.  (St.  Clairsville) 

E.  L.  Coffield,  M.  D.  (St.  Clairsville) 

J.  D.  Smith,  D.  O.  (Wheeling) 

DERMATOLOGY 

M.  Baron,  M.  D. 


NEUROLOGY 

H.  L.  Kettler,  M.  D. 

S.  G.  Christopher,  M.  D. 

W.  Zyznewsky,  M.  D. 

S.  Govindan,  M.  D. 

Neuropathology 

S.  Govindan,  M.  D. 

PSYCHIATRY 

S.  D.  Ward,  M.  D 

D.  H.  Smith,  M.  D. 

D.  P.  Hill,  M.  D. 

Pediatric  Psychiatry 

V.  Stein,  M.  D. 

ANCILLARY  SERVICES 
Optical 

Speech  Therapy/Audiology 
Counseling/Group  Therapy 
Biofeedback  Laboratory 
Electrology/Cosmetic  Therapy 
Electrocardiography 
Electroencephalography 
Neurological  Studies  (Non-Invasive) 
Roentgenology 
Pulmonary  Diagnostics  Lab 
Nutrition  Therapy 
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THE  MYERS  CLINIC 

Philippi,  West  Virginia 

Radiology:  Surgery: 

Pediatrics: 

Halberto  G.  Cruz,  M.  D.  J.  W.  Woodford,  M.  D. 

E.  G.  Kreider,  M.  D. 

Boyd  R.  Wickizer,  M.  D. 

Beth  E.  Rezet,  M.  D. 

Pathology: 

Fulvio  Franyutti,  M.  D.  Medicine: 

Family  Practice: 

Karl  J.  Myers,  Jr.,  M.  D. 

Sharles  L.  Arnett,  M.  D. 

Wm.  A.  SanPablo,  M D. 

James  A.  Arnett,  M.  D. 

Gregg  J.  Fromell,  M.  D. 

Notice:  Seeking  Ob/Cyn  Board  Certified  or  Board  Eligible  and  Family  Practice  with  Ob. 

Contact:  Lonnie  L.  Crane,  112  North  Woods  Street,  Philippi,  WV  26416. 

(304)  457-2800. 

JAMES  T.  SPENCER,  JR.,  M.D. 

ROGER  P.  NICHOLS,  M.D. 

RONALD  L.  WILKINSON,  M.D.,  F.A.C.S. 
F.  THOMAS  SPORCK,  M.D.,  F.A.C.S. 
CHARLES  D.  CRIGGER,  M.D. 


AUDIOLOGY  SERVICES 
VINCENT  LUSTIG,  PH.D. 
GARY  HARRIS,  PH.D. 


EAR,  NOSE  & 
THROAT  ASSOCIATES 

OF  CHARLESTON,  INC. 


HEAD  AND  NECK 
MEDICINE  AND  SURGERY 
OTORHINOLARYNGOLOGY 
OTOLARYNGIC  ALLERGY 
FACIAL  PLASTIC  AND 
RECONSTRUCTIVE  SURGERY 
BRONCHOESOPHAGOLOGY 
FORENSIC  OTOLOGY 


1314  VIRGINIA  ST,  EAST  — P.  O.  BOX  1628 
CHARLESTON,  WEST  VIRGINIA  25326-1628 
PHONE  342-0124 


SAINT  MARY’S  HOSPITAL 

2900  First  Avenue  — Huntington,  WV  25701  — Telephone:  304-526-1234 


Psychiatric  treatment  for  the  emotionally  disturbed.  Qualified  psychologists  and  social  workers  on  staff. 
Program  Includes:  Group  Therapy,  Psychotherapy,  Crisis  Intervention,  Care  for  the  Acutely  Disturbed, 
Substance  Abuse  and  Recreational  Therapy.  Well  trained  staff.  Forty-seven  beds. 


Medical  Staff  Members 


R.  A.  Edwards,  M.  D 697-7036 

K.  M.  Fink,  M.  D 525-8191 

R.  W.  Hibbard,  M.  D 525-9355 

D.  H.  Webb,  M.  D 525-9355 

J.  Gallemore,  M.  D 526-0580 

J.  V.  Ottaviano,  M.  D 525-7851 


S.  Y.  Marca,  M.  D 


L.  C.  Smith,  M.  D 697-7036 

M.  M.  Bateman,  M.  D 526-0580 

R.  A.  Kayser,  M.  D 529-1289 

C.  L McCahee,  M.  D 526-0580 

B.  M.  Hirani,  M.  D 523-2625 

R.  Kumar,  M.  D 529-2090 


736-2216 
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Automotive  Detailing  Specialists 


• Custom  Car  Wash 
(Hand-washed  and  Hand-dried) 

• *lnteriors  Shampooed 

• *Engine  Cleaned 

• *Wax 

• Showroom 

(includes  all  of  the  above) 

*includes  custom  car  wash 

A Car  Care 


— Leather  Treatment  Program  — 

• A two-stage  process  — Cleaning  and 
Conditioning  — to  restore  and  renew  the 
glove-like  feel  of  your  vehicle's  leather 
interior 

Other  Services  Available 

(Stereos  - Paint  Sealant  - Fabric  Shield,  etc.) 


Service  Center 


JEFFCO  , INC. 


116  Laidley  Street 

345-7821  or  345-7622  Charleston,  West  Virginia 


Huntington  Ear  Clinic,  inc. 

2537  THIRD  AVENUE  HUNTINGTON,  WV  25703-1692 

J 


JOSEPH  B.  TOUMA,  M.D.,  FACS 

Practice  Limited  to  Ear  and 
Balance  Disorders 


OTOLOGIC  SERVICES 

Ear  diseases  and  surgery 
Deafness 


AUDIOLOGY 

Robert  Shumate,  M.Ed.,  CCCA 

Certified  Clinical  Audiologist 

Lena  S.  Shumate,  M.Ed.,  CCCA 

Certified  Clinical  Audiologist 


Balance  Disorders 
Facial  Nerve  Disorders 
Tinnitus 

Forensic  Otology 


AUDIOLOGIC  SERVICES 

Complete  audiometric 
testing 

Newborn  & children 
testing 

Hearing  aid  evaluation, 
dispensing  & counseling 

Compensation  & 

Rehabilitation  testing 

Industrial  hearing  screening 

Central  Auditory  testing 


HUNTINGTON  TELEPHONE  NUMBER 
304-529-2407  — 304-522-8800 


PUTNAMATEAYS  VALLEY  TELEPHONE  NUMBER 
304-757-8877 


Charlestony^-^^ 

Eye  Care  I George  E.  Toma,  M.D.,  FACS 

Associates  \nz\JiM 


SURGICAL  CARE 

CATARACT  REMOVAL 

LASER  SURGERY  & THERAPY 

AND  TREATMENT 

INTRAOCULAR  LENS  IMPLANT 

CORNEAL  TRANSPLANTS 

FOR  DISEASES 
OF  THE  EYE 

311  Laidley  Street,  Suite  102 
Charleston,  WV  25301 
344-3937 


SURGICAL  CORRECTION  FOR 

NEARSIGHTEDNESS 

MEDICARE  ASSIGNMENT  ACCEPTED 

CHARGING  ONLY  WHAT  MEDICARE 
APPROVES  FOR  COVERED  SERVICES 


PERMANENT  COSMETIC 
EYELINER 

4430  Kanawha  Turnpike 
South  Charleston,  WV  25309 
768-0068 


CALL  TOLL  FREE  8:00  A.M.  - 4:00  RM.  (800)  344-3993 
24  HOUR  ANSWERING  SERVICE  — FREE  PARKING  AT  BOTH  LOCATIONS 


354  THE  WEST  VIRGINIA  MEDICAL  JOURNAL 


DO  YOU  KNOW  that  over  1,000  Auxilians  are  working  for  you,  your  spouse  and  your  communi- 
ty in  West  Virginia?  The  Auxiliary  to  the  West  Virginia  State  Medical  Association  is  part  of 
a network  of  the  80,000  physician  spouses  belonging  to  the  AMA  Auxiliary  who  are  united  by 
a common  bond  for  a common  goal:  to  improve  the  health  and  quality  of  life  for  all  people. 


WEST  VIRGINIA’S  PROGRAMS  HIGHLIGHTED 


Auxiliary  Phone  Bank 
and  Legislative 
Programs 


AMA-ERF 


Ronald  McDonald 
House 


Friendships 


Health  Career 
Loan  Fund 


Health  Education 
& Projects 


AUXILIANS  HAVE  FOUND  THAT  MEMBERSHIP  DOESN’T  COST  BUT  RATHER  PAYS  TO 
BELONG.  AUXILIANS  HELP  INFLUENCE  THE  FUTURE  DIRECTION  OF  MEDICINE  IN  THEIR 
COMMUNITIES.  DO  YOU  WANT  TO  BE  A PART  OF  THAT  PLAN?  We  know  there  are  many 
spouses  in  West  Virginia  who  have  the  talent,  skill  and  desire  to  become  involved  and  have 
yet  to  join.  This  is  an  open  invitation  to  join. 

PHYSICIANS  PLEASE  BRING  THIS  NOTICE  TO  THE  ATTENTION  OF  YOUR  SPOUSE. 

Simply  ask  your  spouse  to  return  the  form  below  to  the  Auxiliary  to  the  West  Virginia  State 
Medical  Association,  P.  O.  Box  4106,  Charleston,  WV  25364. 


□ YES,  I wish  to  become  a member  of  the  Auxiliary  to  the  West  Virginia  State  Medical  Associa- 
tion, the  AMA  Auxiliary  and  my  local  chapter.  Please  indicate  your  name,  address,  and  phone 
number.  A local  representative  will  be  in  touch  with  you. 

NAME 

ADDRESS 

CITY STATE ZIP  CODE 

PHONE  NUMBER 


120th  ANNUAL  MEETING 


of  the 

West  Virginia  State  Medical  Association 


^lie  Gteenlffier 


AUGUST  8-11,  1987 


PLAN  NOW  TO  ATTEND 


Classified 


PHYSICIAN’S  ASSISTANT  — Free  adver- 
tising and  information  avaiiable  to  those  in- 
terested in  empioying  a Physician’s  Assis- 
tant. CONTACT:  PA  Placement  Service, 
West  Virginia  Association  of  Physician’s 
Assistants,  c/o  Michael  W.  Holt,  PA-C,  P.  O. 
Box  1365,  Alderson-Broaddus  College,  Philip- 
pi, West  Virginia  26416,  or  call  (304)  457-1700, 
X.  230. 


JOB  OPENING  — LOCAL  HEALTH  OFFI- 
CER: Huntington,  WV.  Responsible  for  ad- 
ministering basic  public  health  services.  Re- 
quires MD  degree,  three  years  of  clinical  ex- 
perience, and  licensed  to  practice  in  WV; 
MPH  and/or  public  health  experience  are 
highly  desirable.  Salary  range  $48,000- 
$60,000.  Position  available  1-1-88.  Send  resu- 
me before  Aug.  1st  to  Search  Committee, 
Cabell-Huntington  Health  Department,  1336 
Hal  Greer  Blvd.,  Huntington,  West  Virginia 
25701. 


ECHO  DOPPLER  TECHNICIAN  — Well 
trained  in  Cardiac  Echo-Doppler.  Will  train  in 
COLOR  DOPPLER.  Salary  commensurate 
with  experience.  Good  fringe  benefits.  Send 
resume  to:  THE  WEST  VIRGINIA  CARDIO 
DIAGNOSTICS,  St  510  3100  MacCorkle  Ave., 
Charleston,  WV  25304  or  call  (304)  344-ECHO. 


FAMILY  PRACTICE  - (ATTENTION:  NEW 
GRADUATES)  One  or  two  Board  Cer- 
tified/Board Eligible  Family  Practitioners 
needed  to  join  with  successful  FP  to 
establish  comprehensive  Outpatient  Treat- 
ment Center  in  Southern  WV.  Excellent  in- 
come & fringe  benefits  potential  for  ag- 
gressive young  M.D.  All  replys  confiden- 
tial. Reply  to:  Family  Care  Center,  c/o  WV 
Medical  Journal,  P.  O.  Box  4106,  Charleston, 
WV  25364. 


DISCOUNT  HOLTER  SCANNING  SERVICE 

Scanning  starting  at  $35.00  ♦ Spacelab 
Holters  available  at  $1,275.00  • Turn  over 
time  is  24-48  hours  • Hook  up  kits  available 
at  $4.95  • Stress  test  electrodes  available 
at  .29*  • Scanning  paper  available  at  $18.95 
• One  free  test  is  offered  at  no  obligation  on 
trial  basis  • Blood  pressure  monitoring  ser- 
vice will  be  available  in  eight  weeks  and  our 
prices  start  at  $75.00  per  test.  If  interested 
call  (301)  870-3626. 


BUREAU  ADMINISTRATOR  — For  WV 

Department  of  Human  Services  State  Office 
Division  of  Medical  Services.  Physician  re- 
quires a Master’s  Degree  in  Social  Work, 


Public  or  Business  Administration  or  related 
fields,  plus  meeting  the  experience  re- 
quirements as  determined  by  the  West 
Virginia  Civil  Service  System.  Under  the 
general  supervision  of  commissioner, 
employee  would  be  responsible  for  coor- 
dinating administrative  and  supervisory 
duties  within  Handicapped  Children  Ser- 
vices, Medical  care  and  Medical  processing 
units  which  provide  program  design  develop- 
ment and  application  techniques  used  in  the 
administration  of  the  department’s  medical 
program.  Contact  Regina  S.  Lipscomb  at 
(304)  348-2400  EOE. 


A.T.L.S.  COURSE 

SPONSORED  BY 
C.A.M.C.  & W.V.U./ 
CHARLESTON  DIVISION 

August  22  & 23,  1987 
W.V.U.  BUILDING 
Charleston,  WV 

LIMITED  REGISTRATION 
CALL  (304)  347-1333 


HIGHLAND  HOSPITAL 

300  56th  Street,  S.E.,  R O.  Box  4359 
Charleston,  West  Virginia  25364 

(304)  925-4756 


• Children’s  Pavilion 

• Adult  Psychiatry 

• Adolescent  Psychiatry 

• Geropsychiatry 


ALL  PROGRAMS  OFFER: 

Crisis  intervention  • Group  therapy  • Family  therapy  • Marital  counseling  • Individual 
therapy  • Occupational  therapy  • Recreational  therapy  • Special  care  for  the  acutely 
disturbed  patient  • Schooling  provided  on  Children’s  Pavilion  • Staffed  by  qualified 
psychiatrists  and  medical  consultants. 


MEDICAL  STAFF 


ADULT  PSYCHIATRY 


Charles  C.  Weise,  M.  D 925-2159 

Pablo  M.  Pauig,  M.  D 343-8843 

Ralph  S.  Smith,  Jr.,  M.  D 925-0349 

Lee  L.  Neilan,  M.  D 925-3430 

Edmund  C.  Settle,  Jr.,  M.  D 925-0624 


ADULT  PSYCHIATRY 

Gina  Puzzuoli,  M.  D 925-6914 

John  P.  MacCallum,  M.  D 925-6966 

Sid  Lerfald,  M.  D 925-0004 

Elma  Bernardo,  M.  D 768-1212 

Steve  Kissinger,  M.  D 925-6966 

Jerome  Massenburg,  M.  D 925-0349 


CHILD  PSYCHIATRY 


Pablo  M.  Pauig,  M.  D 343-8843 

Ralph  S.  Smith,  Jr.,  M.D 925-0349 

John  P.  MacCallum,  M.  D 925-6966 


Serving  the  community  for  over  30  years 
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A Multispecialty  Clinic 
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INTERNAL  MEDICINE 

1-800-642-5161  or  304-647-5115 
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See  the  difference  in  the  first  week' 


• Sleep  improvement  in  74%  of  patients 
after  first  h.s.  dose^ 

• Significantly  faster  relief-62%  of 
total  four-week  improvement 
evident  in  first  week  versus  44% 
with  amitriptyline  alone' 

• Dramatic  first-week  reduction 
in  somatic  complaints^ 

% Reduction  in  Somatic  Symptoms^ 


Vomiting  | Nausea  | Headache  | Anorexia  | Constipation  I 


• Only  Vs  the  dropout  rate  due  to  side 
effects  of  amitriptyline  alone,  although 
the  incidence  of  side  effects  is  similar' 

Caution  patients  about  the  combined  effects  of  Limbitrol  with  alcohol  or 
other  CNS  depressants  and  about  activities  requiring  complete  mental 
alertness,  such  as  operating  machinery  or  driving  a car.  In  general,  limit 
dosage  to  the  lowest  effective  amount  in  elderly  patients. 


Copyright  ©1987  by  Roche  Products  Inc.  All  rights  reserved. 


Protect  your  decision. 
Write  "Do  not  substitute!' 


In  moderate  depression 
and  anxiety 

LimUtror 

Each  tablet  contains  5 mg  chlordiazepoxide  and 
12.5  mg  amitriptyline  (as  the  hydrocnloride  salt) 

Limbitrol*  DS 

Each  tablet  contains  10  mg  chlordiazepoxide  and 
25  mg  amitriptyline  (as  the  hydrochloride  salt) 


References:  1.  Feighner  JP.  etal:  Psychopharmacologyei  2]l-225.  Mar  22,  1979  2.  Data  an  file, 
Hoffmann-La  Roche  Inc  , Nutley,  NJ 


Limbitrol  ■ (g 

Tranquilizer— Antidepressant 

Before  prescribing,  please  consult  complete  product  intormotion,  o summory  of  which  follows: 
Indications:  Relief  of  moderate  to  severe  depression  associated  with  moderate  to  severe  anxiety 
Contraindications:  Known  hypersensitivity  to  benzodiozepines  or  tricyclic  ontidepressonts  Do  not  use 
with  monoamine  oxidase  (MAO)  inhibitors  or  within  14  days  following  discontinuation  of  MAO  inhibitors 
since  hyperpyretic  crises,  severe  convulsions  and  deaths  hove  occurred  with  concomitant  use.  then 
initiate  cautiously,  gradually  increosing  dosage  until  optimal  response  is  achieved  Contraindicated 
during  acute  recovery  phose  lollowing  myocardial  infarction 

Warnings:  Use  with  gteot  cate  in  potients  with  history  of  urinary  retention  or  angle-closure  glaucoma 
Severe  constipation  may  occur  in  patients  taking  tricyclic  ontidepressonts  ond  onticholinetgic-fype 
drugs  Closely  supervise  cardiovascular  potients  (Arrhythmias,  sinus  tochycordio  ond  prolongation  of 
conduction  time  reported  with  use  of  tricyclic  antidepressonts,  especiolly  high  doses  Myocardial 
infarction  and  stroke  reported  with  use  ot  this  class  of  drugs  ) Caution  patients  about  possible  combined 
effects  with  alcohol  and  other  CNS  depressonts  and  against  hazardous  occupations  requiring  complete 
mental  alertness  (e  g . operating  mochlnery.  driving). 

Usage  in  Pregnancy:  Use  ot  minor  tranquilizers  during  the  first  trimester  should  almost 
always  be  avoided  because  of  increased  risk  of  congenital  malformations  os  suggested 
In  several  studies.  Consider  possibility  of  pregnancy  when  Instituting  therapy;  advise 
patients  to  discuss  therapy  it  they  Intend  to  or  do  become  pregnant. 

Sihce  physical  and  psychological  dependence  to  chlordiazepoxide  hove  been  reperled  rarely,  use 
caution  in  administering  Limbitrol  to  oddiction-prone  individuols  or  those  who  might  increose  dosage, 
withdrawal  symptoms  lollowing  discontinuation  of  either  component  alone  hove  been  repnrled 
(nouseo,  headache  and  malaise  for  amitriptyline,  symptoms  [including  convulsions]  similar  to  those 
of  borbiturote  withdrowol  for  chlordiazepoxide) 

Precautions:  Use  with  caution  in  patients  with  o history  ot  seizures,  in  hyperthyroid  patients  or  those 
on  thyroid  medication,  and  in  patients  with  impaired  renal  ot  hepatic  function  Because  of  the  possibility 
of  suicide  in  depressed  potients,  do  not  permit  eosy  occess  to  large  quantities  in  these  patients  Periodic 
liver  function  tests  and  blood  counts  ore  recommended  during  prolonged  treotment  Amitriptyline 
component  may  block  action  ot  guonethidine  or  similar  antihypertensives  When  tricyclic  antidepres- 
sants ore  used  concomitantly  with  cimetidine  (Tagamet),  clinically  significant  effects  hove  been  reparted 
involving  delayed  elimination  and  increosing  steady  state  concentrations  ot  the  tricyclic  drugs 
Concomitant  use  ot  Limbitrol  with  other  psychotropic  drugs  hos  not  been  evoluoted,  sedotive  effects 
may  be  additive  Discontinue  several  days  before  surgery  Limit  concomitant  administration  of  ECT  to 
essential  treatment  See  Warnings  for  precoutions  obout  pregnancy  Limbitrol  should  not  be  token 
during  the  nursing  period  Not  recommended  In  children  under  12  In  the  elderly  ond  debilitated,  limit  to 
smollest  effective  dosage  to  preclude  ataxia,  oversedotion,  contusion  ot  anticholinergic  effects 
Adverse  Reactions:  Most  frequently  reported  ate  those  associated  with  either  camponent  alone 
drowsiness,  dry  mouth,  constipation,  blurred  vision,  dizziness  and  bloating  Less  frequently  occurring 


reactions  include  vivid  dreams,  impotence,  tremor,  contusion  and  nasal  congestion  Many  depressive 
symptoms  including  onorexio,  fatigue,  weakness,  restlessness  and  lethargy  hove  been  reported  os 
side  effects  ot  both  Limbitrol  and  amitriptyline  Granulocytopenia,  jaundice  and  hepatic  dysfunction 
hove  been  observed  rotely 

The  following  list  includes  adverse  reactions  not  reported  with  Limbitrol  but  requiring  consideration 
because  they  hove  been  reported  with  one  or  both  components  or  closely  related  drugs 
CarrJiovascular  Hypotension,  hypertension,  tachycardia,  palpitations,  myocardial  infarction, 
arrhythmias,  heart  block,  stroke 

Psychiatric  Euphoria,  apprehension,  poor  concentration,  delusions,  hallucinations,  hypomonia  and 
increased  or  decreased  libido 

Neurologic  Incoordination,  otoxio,  numbness,  tingling  and  poresthesios  of  the  extremities,  extro- 
pyromidhl  symptoms,  syncope,  changes  in  EEG  patterns 

Anticholinergic.  Disturbance  of  accommodation,  paralytic  ileus,  unnory  retention,  dilatation  of  urinary 
tract 

Allergic  Skin  rash,  urticaria,  photosensitizotion,  edema  of  lace  and  tongue,  pruritus 

Hematologic  Bone  morrow  depression  including  agranulocytosis,  eosinophilio,  purpura,  thrombocy- 

lopenio 

Gasiroinleslinal.  Nausea,  epigastric  distress,  vomiting,  anorexia,  stomatitis,  peculiar  taste,  diarrhea, 
block  tongue 

Endocrine  Testiculor  swelling  ond  gynecomastia  in  the  mole,  breast  enlargement,  galactorrhea  and 
minor  menstrual  Irregularities  in  the  female,  elevotioh  and  lowering  of  blood  sugar  levels,  and  syndrome 
of  inappropriate  ADH  (ontidiuretic  hormone)  secretion 

Other  Headache,  weight  gain  or  loss,  increased  perspiration,  unnory  frequency,  mydriqsis,  jaundice, 
alopecia,  parotid  swelling 

Overdosuge:  Immediately  hospitalize  patient  suspected  of  having  taken  on  overdose  Treatment  is 
symptomatic  and  supportive  I V administration  ot  1 to  3 mg  physostigmine  salicylate  bos  been 
reported  to  reverse  the  symptoms  of  amitriptyline  poisoning  See  complete  product  intormotion  tar 
monitestotion  and  treatment 

Dosage:  Individualize  according  to  symptom  seventy  and  patient  response  Reduce  to  smallest  effective 
dosage  when  satisfactory  response  Is  obtained  Larger  portion  of  doily  dose  may  be  taken  at  bedtime 
Single  h.s  dose  may  suffice  tar  some  patients  Lower  dosages  ore  recommended  tor  the  elderly 
Limbitrol  DS  (double  strength)  Tablets,  initial  dosage  of  three  or  four  tablets  doily  in  divided  doses, 
increased  up  to  six  tablets  or  decreosed  to  two  tablets  doily  os  required.  Limbitrol  Tablets,  initial  dosage 
of  three  or  four  tablets  daily  in  divided  doses,  lor  patients  who  do  not  tolerate  higher  dhses 
How  Supplied:  Double  slren0h  (DS)  Tablets,  white,  film-cooted,  each  containing  10  mg  chlordioze- 
poxide  ond  25  mg  omltnptyline  (os  the  hydrochloride  salt),  and  Tablets,  blue,  film-coated,  eoch 
containing  5 mg  chlordiazepoxide  and  12  5 mg  amitriptyline  (os  the  hydrochloride  salt)  Avoiloble  in 
bottles  ot  100  and  500.  Tel-E-Dose'  pockoges  of  100,  Prescription  Poks  of  50 
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The  rewards  of  Limbitrol 


See  the  difference 
in  the  first  week' 

In  depressed  and  anxious 
patients,  you  can  see  the  dif- 
ference sooner— 62%  of  total 
four-week  improvement 
achieved  in  the  first  week  with 
Limbitrol  versus  44%  with  ami- 
triptyline.^ 


In  moderate 
depression 
and  anxiety 


Each  tablet  contains  5 mg  chlordiazej 
12.5  mg  amitriptyline  (as  the  hydroct 


icidi, tablet  contains  10  mg  chlordiazepoxide  and 
,^  ’ 25  mg  amitriptyline  (as  the  hydrochloride  salt) 


Please  see  summary  of  product  information  on  adjacent  page. 
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Imagine 

A MACHINE 
THAT  CAN 
DO  THIS  TO 


We're  proud  to  announce  the  introduction  of  Extra- 
corporeal Shock  Wave  Litliotripsy  as  a new  feature  of  our 
kidney  stone  treatment  program.  This  new  device  makes 
it  possible  to  pulverize  and  eliminate  kidney  stones  witli- 
out  invasive  surgery.  Now  you  have  tlie  opportunity  to 
participate  in  tliis  state-of-the-art  procedure  at  CAMC's 
High  Tech  Center  here  in  Charleston,  West  Virginia. 

The  Lithotripter  uses  shock  waves  to  bombard  kid- 
ney stones  into  sand-like  particles  inside  the  body.  The 
residue  is  then  easily  passed.  Although  the  theory 
behind  Lithotripsy  is  simple,  the  process  is  precise.  The 
stone  is  pinpointed  inside  the  body  witli  fluoroscopy 
and  shock  wave  firing  is  synchronized  witli  the  patient's 
heartbeat  by  electrocardiogram.  Usually,  tlie  entire  pro- 
cess takes  about  an  hour. 


As  you  can  imagine.  Lithotripsy  offers  many  benefits 
to  kidney  stone  patients.  The  process  is  less  painful, 
entails  fewer  side  effects,  and  recuperation  is  quicker 
than  with  conventional  surgery.  It's  even  less  expensive 
than  surgery. 

We're  encouraging  all  area  urologists  to  apply  for 
privileges  in  Extracorporeal  Shock  Wave  Lithotripsy.  We 
invite  you  to  visit  CAMC  and  see  the  lithotripter  in 
action.  Come  and  learn  about  this  revolutionary  ther- 
apy which  is  the  wave  of  the  future  in  kidney  stone 
treatment.  We  will  happily  provide  you  witli  a brochure 
for  your  use  as  well  as  brochures  for  your  patients. 

Eor  your  brochures  or  other  information  about 
Lithotripsy  and  our  kidney  stone  treatment  program, 
call  CAMC  at  1-800-654-0159. 


CAMC 

Charleston  Area  Medical  Center 
1-800-654-0159 
We  Care  For  West  Virginia 


the /V\ASTEH  program" 

Muscular  And  SkeleialTreatment/Exercise/Rehabilitation 


Pain  Mechanisms:  Neurophysioiogical  Factors 
Our  old  concept  of  pain  required  noxious  stimulation  to  pro- 
duce a pain  message.  In  many  cases  this  simple  theory  was 
adequate  to  guide  our  diagnosis  & treatment.  However, 
there  are  many  clinical  examples  which  this  theory  does 
not  explain.  Injury  without  pain,  pain  without  injury,  pain 
disproportionate  to  the  severity  of  the  injury  and  pain  after 
the  healing  of  an  injury  cannot  be  explained  by  the  old 
theory. 

Basic  science  research  has  provided  a new  theory  of  pain 
and  better  understanding  of  the  clinical  manifestations  of 
pain.  We  now  know  that  whether  or  not  a person  ex- 
periences pain  is  dependent  upon  complex  neurophysi- 
ological interactions.  Transmission  neurons  in  the  spinal 
cord  receive  continuous  input  from  the  periphery  and  from 
higher  centers.  Some  of  this  input  facilitates  pain  message 
transmission.  Some  inhibits  transmission.  When  facilita- 
tion predominates,  the  pain  message  is  transmitted.  When 
inhibition  predominates,  the  transmission  is  blocked.  Also 


The  Rehabilitation  Center 

at  Mon  General 

1000  J.  D Anderson  Dr,.  Morgantown,  WV  26505 


the  intensity  of  pain  is  dependent  on  this  facilitation- 
inhibition  balance. 

This  process  functions  like  a “gate”  and  this  theory  has 
been  named  the  gate  control  theory.  Many  factors  can  en- 
hance the  facilitation  and  keep  the  gate  open.  Of  course,  the 
initial  injury  facilitates  pain  transmission.  Changes  in  the 
functional  Integrity  of  the  nervous  and  musculoskeletal  sys- 
tems caused  by  the  injury  or  prolonged  restricted  activity 
and  lack  of  normal  sensory  input  can  maintain  pain  trans- 
mission. Emotional  stress  such  as  anxiety,  depression, 
and  tension  and  mental  factors  such  as  focusing  on  the 
pain  open  the  gate  and  increases  the  intensity  of  the  pain. 

There  are  also  many  factors  which  increase  inhibition  and 
close  the  gate.  Medications,  counter  stimulation  (heat, 
massage,  transcutaneous  neural  stimulation),  and  ap- 
propriate activity  level  can  enhance  inhibitions  and 
decrease  pain.  Relaxation,  positive  emotions,  and  distrac- 
tion decrease  the  intensity  of  the  pain. 

The  MASTER  Program  helps  physicians  help  their  patients. 
The  program  provides  evaluation,  recommendations,  in- 
tervention if  needed  and  suggestions  for  the  physicians’ 
continuing  management  of  their  patients. 

For  information  on  The  MASTER  Program  please  contact 
David  Colvin,  M.D.,  at  304-598-1411.  Or  write:  The  MASTER 
Program,  The  Rehabilitation  Center  at  Mon  General 
Hospital,  1000  J.D.  Anderson  Dr.,  Morgantown,  WV  26505. 
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Elcomp...the  best  medical  office 
computer  system  is  now  even 
better  with  the  Flexible  Package" 


Would  you  treat  only  the  symptoms,  if  you  knew 
there  was  a proven  cure? 


It’s  hard  to  cure  chronic  ailments 
like  runaway  accounts  receivable, 
backlogged  claim  processing,  poor 
collection  ratio— by  treating  only  the 
symptoms.  The  Flexible  Package 
from  Elcomp  Systems,  combined 
with  Data  General’s  Desktop  Gener- 
ation computers,  has  been  a proven 
cure  for  more  than  500  physicians 
since  1978. 

The  Flexible  Package  is  modular, 
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system  to  fit  your  practice’s  specific 
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• Automatic  preparation  of  recall 
letters 

• Flexibility  to  design  your  own 
reports  with  the  Report  Generator 

• and  many  more  benefits. . . 


Elcomp  Systems  can  supply  the 
cure  for  your  practice  management 
ailments.  The  treatment  is  singular 
and  straightforward — to  give  you 
hardware,  software,  training,  and 
after-purchase  support  as  one 
package. 

Focus  on  curing  your  office  problems, 
not  just  relieving  the  symptoms. 

Call  Elcomp  today— you’ll  never 
feel  better. 
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Seated,  left  to  right,  Neil  P.  Dubner,  M.D.,  Medical  Director;  D.  Wilfred  Abse,  M.D.; 
James  K.  Barnes,  M.D.;  Ronald  L.  Myers,  M.D.  Standing,  left  to  right,  Orren  LeRoyce 
Royal,  M.D.;  Morgan  E.  Scott,  M.D.;  Don  L.  Weston,  M.D.;  Arthur  E.  Kelley,  M.D.; 
G.  Paul  Hlusko,  M.D.;  Hal  G.  Gillespie,  M.D.;  Basil  E.  Roebuck,  M.D. 
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physicians  on  the  Active  Medical  Staff  of  Saint 
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the  treatment  given  each  and  every  patient. 
Through  specialized  programs  for  adolescents, 
senior  adults,  those  with  chemical 
dependencies  and  those  with  eating  disorders, 
our  physicians  work  to  restore  their  patients  to 
full  recovery. 


When  you  have  a patient  in  need  of 
psychiatric  help,  call  one  of  our  doctors, 
knowing  your  patient  will  receive  the  best  care 
possible. 
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P.O.  Box  3608  Radford,  Virginia  24143 
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Outside  Virginia:  1-800-368-3468 
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In  The 

Use  the  prescription  for  productivity,  MPM/ 1000- 
Medical  Practice  Management  System— A “One 
Shot”  panacea  that  cures  the  ailments  so 
common  in  today’s  practices. 

Rx  for: 

Improved  Patient  Care 
Improved  Profitability 
Improved  Efficiency 
• Improved  Productivity 

And  best  of  all . . . 
it  is  fully  cost 
justifiable! 
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For  more  information 
contact  Kathy  Curtis  at 
1-800-241-4780, 
in  GA,  (404)  491-1000 

or  write  to  Curtis  1000 
Information  Systems 
Executive  Offices 
2296  Henderson  Mill  Rd. 
Suite  402 

Atlanta,  GA  30345 
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malpractice 
protection. 

Tlic  CNA  Insurance  Companies 
have  been  committed  to  providing 
quality  malpractice  insurance  for 
over  15  years. 

One  reason  we’re  able  to  honor 
that  longstanding  commitment  is  our 
financial  strength.  CNA  has  grown  to 
the  l4th  largest  insurance  organiza- 
tion. And,  we’re  now  one  of  the  largest 
malpractice  insurers.  By  protecting 
thousands  of  medical  professionals, 
we  have  solid  expertise  in  underwrit- 
ing, claims  service  and  legal  defense. 

We’ve  made  a commitment  to 
offer  comprehensive,  quality  medical 
malpractice  protection  to  meet  the 
needs  of  physicians.  For  more  infor- 
mation, contact  the  CNA  program 
administrator  today. 

McDonough,  Caperton 
Association  Group 
One  Hillcrest  Drive,  E. 
Charleston,  WV  25332 
(304)346-0611 
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SEMINAR  PROGRAM 
FRIDAY.  OCT.  9.  1987 

9:00  a.m.  REGISTRATION 

9:30  a.rn,..  WELCOME  - CHARLESTON  BALLROOM 

9:35  a.m.  INTRODUCTION  - CAPSULE  EXPLANA- 

OF  OUR  ASSOCIATION.  "ROLE  OF  THE 
OFFICE  MANAGER  TODAY" 

OIAN  WHITE  - PRESIDENT 
10:00  a.».  "HUMAN  RELATIONS  AND  DYNAMICS" 

LES  MELTON.  VICE  PRESIDENT, 
CHARLESTON  AREA  MEDICAL  CENTER 
EDUCATION  AND  QUALITY  ASSURANCE 
11:00  a.n.  BREAK 

11:15  a.m.  CONTINUATION  OF  PROGRAM 
12:00  p.m.  LUNCH  PROVIDED 
1.30  p.m.  "PERFORMANCE  AND  APPRAISAL  REVIEWS' 
KRISTEHA  LYON.  PERSONNa  DIRECTOR 
CHARLESTON  AREA  MEDICAL  CENTER, 
GENERAL  DIVISION 

3:00  p.m.  "BUILDING  SELF  ESTEEM"  - FRED  J. 
KRIE6.  PhD.  - AMERICAN  GROUP 
COUNSELING  SERVICES 
4:30  p.m.  ADJOURNMENT 
6:00  p.m.  BANQUET  PROVIDED  - CHARLESTON 
BALLROOM 

7:00  p.m.  HOSPITALITY  ROOM  - LOCATED  IN 
SUITES  207/209 


SATURDAY.  OCT.  IQ,  1987 
8:30  a.m.  REGISTRATION 

9:00  a.m.  "TEAM  BUILDING"  - DEBBIE  COPELAND. 

PRESIDENT,  SMART  TEMPORARY  SERVICE 
AND  WORKING  SMART  - CHARLESTON 
BALLROOM 

11:00  a.m.  BREAK 

11:15  a.m.  "ASSERTIVE  ROLE  AS  THE  OFFICE 
MANAGER"  - DEBBIE  COPELAND 
12:30  p.m.  LUNCH  PROVIDED 
1:45  p.m.  "RISK  MANACEHENT-OUR  INVOLVEMENT 
IN  THE  MALPRACTICE  ISSUES" 

THOMAS  G.  POTTERFIELD.  M.D. 

WEST  VIRGINIA  STATE  MEDICAL  ASSOC. 
4:30  p.m.  ADJOURNMENT 


OVERVIEW 

THIS  SEMINAR  IS  DESIGNED  FOR  SECRETARIES, 
ADMINISTRATIVE  ASSISTANTS,  OFFICE  MANAGERS 
AND  ANYONE  WHO  WISHES  TO  ENTER  ONE  OF  THESE 
DEMANDING  WORK  FIELDS.  WHETHER  YOU  WORK  IN 
A LARGE  MEDICAL  PRACTICE  OR  A SMALL  OFFICE 
WITH  ONLY  A FEW  EMPLOYEES,  YOU  AND  YOUR  EMPLOYER 
HILL  BENEFIT  FROM  THIS  SEMINAR.  THIS  SEMINAR 
WILL  SHOW  YOU  HOW  TO  ENHANCE  YOUR  PROFESSIONAL 
IMAGE  AND  ENABLE  YOU  TO  PROJECT  POWER  AND 
CONFIDENCE  IN  DIFFICULT  SITUATIONS. 

GENERAL  INFORMATION 

LOCATION:  BLENNERHASSETT  HOTEL 

FOURTH  AND  MARKET  STREETS 
PARKERSBURG.  WV  26101 
304-422-3131 

LOCATED  IN  THE  HEART  OF  THE  OHIO  VALLEY, 
PARKERSBURG  IS  CENTRAL  TO  SEVERAL  ATTRAC- 
TIONS: AMONG  THEM  MARIEnA,  FIRST  SETTLE- 

MENT IN  THE  NORTHWEST  TERRITORY:  FENTON  ART 
GLASS,  HOME  OF  THE  FAMOUS  COLORED-GLASS  ART 
COLLECTION  AND,  BLENNERHASSETT  ISLAND,  WITH 
ITS  RESTORED  MANSION.  HORSE-DRAWN  CARRIAGE 
RIDES,  AND  STERNWHEELER  EXCURSIONS. 

LODGING:  PLEASE  RETURN  YOUR  RESERVATION  FORM 

INDICATING  HOW  MANY  NIGHTS  YOU  HILL  BE  STAY- 
ING. A HOTEL  RESERVATION  CARD  HILL  BE  SENT 
TO  YOU  TO  COMPLETE  AND  MAIL  TO  THE  HOTEL. 
SINGLE-549. 00,  D0UBLE-$54.00  AND  55.00  EACH 

ADDITIONAL  PERSON.  BREAKFAST  IS  INCLUDED 
IN  THESE  RATES. 

REGISTRATION:  PLEASE  RETURN  THE  AnACHED 

FORM  WITH  FEES  TO  THE  STATED  ADDRESS.  REGIS- 
TRATION INCLUDES  TUITION.  BREAKS,  LUNCH,  BANQUET 
OCT.  9 AND  COURSE  MATERIALS. 

REFUND  POLICY:  FULL  REFUNDS  ARE  GUARANTEED 

UNTIL  SEPTEMBER  20.  1987.  IF  YOU  CANNOT  ATTEND, 
YOU  MAY  ELECT  TO  SEND  A SUBSTITUTE  FROM  YOUR 
ORGANIZATION.  A $25.00  FEE  HILL  BE  CHARGED 
FOR  CANCELLATIONS  AFTER  SEPT.  20,  1987. 
HOSPITALITY  ROOM  - FREE  FOOD  AND  BEVERAGES 
7:00  p.m.  til  ? 


OFFICE  MANAGERS  ASSOCIATION  OF  HEALTH  CARE  PROVIDERS  - SEMINAR 
REGIS  T RAT  ION  FORM 


OCTOBER  9,  and  10,  1987 


NAME: 


EMPLOYER: 


TELEPHONE: 


O 

Z 

< 


u 

< 


ADDRESS : 

MILL  ATTEND:  (PLEASE  CHECK)  FRIDAY  [ ] SATURDAY  [ ] HILL  HEED  LODGING:  THURS.  [ ] FRIDAY  [ ] 

FEES:  $95.00  FOR  BOTH  DAYS  - $55.00  FOR  ONE  DAY  (REGISTRATION  INCLUDES  TUITION,  LUNCH.  COURSE  MATERIALS, 

BANQUET  FOR  THOSE  AnENDING  FRIDAY  SESSION) 

LODGING:  BLENNERHASSEn  HOTEL  - $49.00  SINGLE  ROOM  M/BREAKFAST  554.00  DOUBLE  ROW  W/BREAKFAST  55  EA.  ADD'L  PERS. 
40  ROOMS  HAVE  BEEN  BLOCKED  FOR  ADVANCE  RESERVATIONS,  FIRST  COME,  FIRST  SERVED  - PLEASE  RESPOND  AS  SOON 
AS  POSSIBLE. 

REGISTRATION  MILL  BE  LIMITED  TO  150  PERSWIS  - GET  TOUR  RESERVATION  IN  SOON!  PLEASE  MAIL  CHECKS  PAYABLE  TO  OFFICE 
MANAGERS  ASSOCIATION  TO:  OIAN  WHITE,  PRESIDENT.  3100  MACCORKLE  AVE..  S.E.,  SUITE  205.  CHARLESTON,  WV  25304 

QUESTIONS?  CALL  OIAN  AT  304-342-1129 
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Advertisement  Paid  For  By  HOECHST-ROUSSEL  PHARMACEUTICALS,  INC. 


"feeling  blue!' 
is  all  the  feeling 
there  is 


V 

■ our  patient  has  desaribed  the  symptoms  of 
X depression  but  hasn't  responded  to  the  usual  anti- 
depressant medications.  You  review  the  symptoms  again 


• Change  in  sleep  patterns 

• Fatigue 


• Loss  of  appetite 

• Feeling  helpless  and  hopeless 

• No  physical  cause  for  the  symptoms 

You  decide  a consultation  is  needed,  or  perhaps 
referral.  There  ore  many  specialists  who  may  be 
appropriate  for  this  patient,  and  some  of  the  best 
practice  at  Harding  Hospital. 

Through  the  years,  Harding  Haspital  psychiatrists, 
along  with  psychologists,  social  workers  and  other 
mental  health  professianals,  have  helped  with  many 
difficult  treatment  problems.  The  hospital  offers 
a wide  range  of  psychiatric  services  evaluation, 
out-patient,  in-patient  and  partial  hospital 
care,  short-term,  intermediate,  and  lang-term 
treatment  for  aaolescents  and  adults. 


Harding  Hospital  has  been  a resource  for 
professionals  across  the  United  States.  If  you 
have  such  a need,  we'd  like  to  help.  We  invite 
you  to  call  or  visit  our  facilities.  Contact  Ray 
Dutton,  Admissions  Director,  for  information  or 
to  arronge  for  consultation  and  treatment. 


r-f 


Harding  Hospital 


445  East  Granville  Road  ■ Worthingtan,  Ohio  43085  ■ 614/885-5381 


To  showyou  how  many 
hypertensives  stayed  on 

INDERAE  LA 

(PROPRANOLOL  HCl) 

after  a major  nationwide  trial... 


60,073 patients  (90%)  who  started  on 
INDERAT  LA  stayed  on  INDERAL  LAI 


Surprising?  Not  really. 

Because  most  patients  on  INDERAL  LA  (propranolol  HCl)  don't  even  know 
it's  working. 

A recent  double-blind,  placebo-controlled,  crossover  study  in  138  hyper- 
tensive patients^  revealed  that  INDERAL  LA  has  a side  effects  profile 
unsurpassed  by  atenolol  or  metoprolol  — which  shows  how  well-tolerated 
once-daily  INDERAL  LA  can  be. 

Sole  therapy  or  concomitant  therapy? 

Fifty-nine  percent  of  the  time,  INDE^L  LA  stood  on  its  own. 


The  patients  in  the  nationwide  compliance  trial  were  no  different  from  yours. 
Generally  when  the  antihypertensive  regimen  is  complicated,  compliance 
may  become  a problem.  So,  the  effectiveness  of  INDERAL  LA  as  once-daily 
monotherapy  is  a big  plus.  Of  the  remaining  hypertensives  in  the  program, 
36%  were  treated  merely  with  the  addition  of  a diuretic  to  INDERAL  LA. 


For  the  noncompliant  patients  in  your  practice,  INDERAL  LA  may 
well  be  the  answer. 

Almost  20,000  of  the  patients  in  the  nationwide  compliance  trial  were  identi- 
fied as  having  been  noncompliant  with  their  previous  antihypertensive 
therapy.  Their  physicians  reported  that  88%  showed  improved  compliance 
when  placed  on  once-daily  INDERAL  LA. 


Control,  comfort,  and  compliance 


M UNUt-UAILY  H 

INDERAL  LA 


ONCE-DAILY 


LONG  ACTING 
CAPSULES 


Like  conventional  INDERAL  Tablets.  INDERAL  LA  should  not  be  used 
in  the  presence  of  congestive  heart  failure,  sinus  bradycardia,  cardio- 
genic shock,  heart  block  greater  than  first  degree,  and  bronchial  asthma. 


'After  a 30-day  trial  \with  INDERAL  LA,  physicians  reported  that  90% 
of  the  patients  would  remain  on  INDERAL  LA 


The  one  you  know  best_^ 
keeps  looking  better  5^^ 


Please  see  next  page  lor  brief  summary  of  prescribing  information. 


The  one  you  know  best  keeps  looking  better 


BRIEF  SUMMARY  (FOR  FULL  PRESCRIBING  INFORMATION.  SEE  PACKAGE  CIRCULAR ) 

INDERALY  LA  brand  of  propranolol  hydrochloride  (Long  Acting  Capsules) 

DESCRIPTION.  IMDERAL  LA  is  formulaled  to  provide  a suslained  release  of  propranolol 
hydrochloride  INDERAL  LA  is  available  as  60  mg  80  mg,  120  mg.  and  160  mg  capsules 

CLINICAL  PHARMACOLOGY.  INDERAL  is  a nonselective.  bela-adrenergic  receptor- 
blocking agent  possessing  no  other  autonomic  nervous  system  activity  It  specifically  com- 
petes with  beta-adrenergic  receptor-stimulating  agents  lor  available  receptor  sites  When 
access  to  beta-receptor  sites  is  blocked  by  INDERAL.  the  chronotropic,  inotropic  and  vasodi- 
lator responses  to  beta-adrenergic  stimulation  are  decreased  proportionately 

INDERAL  LA  Capsules  (60. 80, 120.  and  160  mg)  release  propranolol  HCl  at  a controlled  and 
predictable  rate  Peak  blood  levels  following  dosing  with  INDERAL  LA  occur  at  about  6 hours 
and  the  apparent  plasma  half-life  is  about  10  hours  When  measured  at  steady  slate  over  a 
24-hour  period  the  areas  under  the  propranolol  plasma  concentration-time  curve  (AUCs)  for 
the  capsules  are  approximately  60%  to  65%  of  the  AUCs  for  a comparable  divided  daily  dose 
ol  INDERAL  Tablets  The  lower  AUCs  for  the  capsules  are  due  to  greater  hepatic  metabolism  of 
propranolol,  resulting  from  the  slower  rale  ot  absorption  of  propranolol  Over  a twenty-tour  (24) 
hour  period,  blood  levels  are  fairly  constant  tor  about  twelve  (12)  hours  then  decline  exponen- 
tially 

INDERAL  LA  should  hot  be  considered  a simple  mg-for-mg  substitute  for  conventional 
propranolol  and  the  blood  levels  achieved  do  not  match  (are  lower  than)  those  of  two  to  four 
times  daily  dosing  with  the  same  dose  When  changing  to  INDERAL  LA  from  conventional 
propranolol,  a possible  need  for  retitration  upwards  should  be  considered  especially  to  main- 
tain effectiveness  at  the  end  of  the  dosihg  interval  In  most  clinical  sellings,  hcwever  such  as 
hypertensioh  or  angina  where  there  is  little  correlation  between  plasma  levels  and  clinical 
ellect.  INDERAL  LA  has  been  therapeutically  equivalent  to  the  same  mg  dose  of  conventional 
INDERAL  as  assessed  by  24-hour  effects  on  blood  pressure  and  on  24-hour  exercise  re- 
sponses of  heart  rate,  systolic  pressure  and  rate  pressure  product  INDERAL  LA  can  provide 
elfeclive  beta  blockade  for  a 24-hour  period 

INDICATIONS  AND  USAGE.  Hypertension:  .NDERAL  LA  is  indicated  in  the  manage- 
ment ot  hypertension,  it  may  be  used  alone  or  used  in  combination  with  other  antihypertensive 
agents,  particularly  a thiazide  diuretic  INDERAL  LA  is  not  indicated  in  the  management  of 
hypertensive  emer  lencies 

Anpina  Pectoris  Due  to  Coronary  Atherosclerosis:  NDERAL  LA  is  indicated  for  the 
or  ; term  management  ot  patients  with  angina  pectoris 

Migraine:  i NDERAL  LA  is  indicated  for  the  prophylaxis  of  common  migraine  headache 
The  efficacy  of  propranolol  in  the  treatment  of  a migraine  attack  that  has  started  has  not  been 
established  and  propranolol  is  not  indicated  for  such  use 

Hypertrophic  Subaortic  Stenosis:  INDERAL  LA  is  useful  in  the  management  of  hyper- 
trophic subaortic  stenosis,  especially  tor  treatment  of  exertional  or  other  stress-induced 
angina,  palpitations,  and  syncope  INDERAL  LA  also  improves  exercise  performance  The 
effectiveness  ot  propranolol  hydrochloride  in  this  disease  appears  to  be  due  to  a reduction  ot 
the  elevated  outflow  pressure  gradient  which  is  exacerbated  by  beta-receptor  stimulation 
Clinical  improvement  may  be  temporary 

CONTRAINDICATIONS.  'NDERAL  is  contraindicated  in  1)  cardiogenic  shock  2)  sinus 
bradycardia  and  greater  than  first-degree 
block,  3)  bronchial  asthma.  4)  congestive  heart 
failure  (see  WARNINGS)  unless  the  failure  is 
secondary  to  a tachyarrhythmia  treatable  with 
INDERAL 

WARNINGS.  CARDIAC  FAILURE  Sympa- 
thetic stimulation  may  be  a vital  component 
supporting  circulatory  function  in  patients  with 
congestive  heart  failure,  and  its  inhibition  by 
beta  blockade  may  precipitate  more  severe 
failure  Although  beta  blockers  should  be 
avoided  in  overt  congestive  heart  failure,  it  nec- 
essary. they  can  be  used  with  close  follow-up  in 
patients  with  a history  ot  failure  who  are  well 
compensated  and  are  receiving  digitalis  and 
diuretics  Beta-adrenergic  blocking  agents  do  not  abolish  the  inotropic  action  ol  digitalis  on 
heart  muscle 

IN  PATIENTS  WITHOUT  A HISTORY  OF  HEART  FAILURE,  continued  use  of  beta  blockers 
can,  in  some  cases,  lead  to  cardiac  failure  Therefore,  at  the  first  sign  or  symptom  of  heart 
failure,  the  patient  should  be  digitalized  and/or  treated  with  diuretics,  and  the  response 
observed  closely,  or  INDERAL  should  be  discontinued  (gradually,  if  possible) 


IN  PATIENTS  WITH  ANGINA  PECTORIS,  there  have  been  reports  of  exacerbation  ot 
angina  and.  in  some  cases,  myocardial  infarction,  following  abrupt  discontinuance  of 
INDERAL  therapy  Therefore,  when  discontinuance  of  INDERAL  is  planned,  the  dosage 
should  be  gradually  reduced  over  at  least  a few  weeks,  and  the  patient  should  be 
cautioned  against  interruption  or  cessation  of  therapy  without  the  physician's  advice  If 
INDERAL  therapy  is  interrupted  and  exacerbation  ol  angina  occurs,  it  usually  is  advisable 
to  reinstitute  INDERAL  therapy  and  take  other  measures  appropriate  for  the  management 
of  unstable  angina  pectoris  Since  coronary  artery  disease  may  be  unrecognized,  it  may 
be  prudent  to  follow  the  above  advice  in  patients  considered  at  risk  of  having  occult 
atherosclerotic  heart  disease  who  are  given  propranolol  for  other  indications 


Nonallergic  Bronchospasm  (eg,  chronic  bronchitis,  emphysema)  PATIENTS 
WITH  BRONCHOSPASTh:  DISEASES  SHOULD  IN  GENERA^  NOT  RECEIVE  BETA 
BLOCKERS  INDERAL  should  be  administered  with  caution  since  it  may  block  bronchodilation 
produced  by  endogenous  and  exogenous  catecholamine  stimulation  of  beta  receptors 
MAJOR  SURGERY  The  necessity  or  desirability  of  withdrawal  of  beta-blocking  therapy  prior 
to  maior  surgery  is  controversial  It  should  be  noted,  however,  that  the  impaired  ability  of  the 
heart  to  respond  to  reflex  adrenergic  stimuli  may  augment  the  risks  ol  general  anesthesia  and 
surgical  procedures 

INDERAL  (propranolol  HCl),  like  other  beta  blockers,  is  a competitive  inhibitor  of  beta-recep- 
tor agonists  and  its  effects  can  be  reversed  by  administration  of  such  agents,  eg,  dobutamine 
or  isoproterenol  However,  such  patients  may  be  subject  to  protracted  severe  hypotension 
Difficulty  in  starting  and  maintaining  the  heartbeat  has  also  been  reported  with  beta  blockers 
DIABETES  AND  HYPOGLYCEMIA  Beta  blockers  should  be  used  with  caution  in  diabetic 
patients  if  a beta-blocking  agent  is  required  Beta  blockers  may  mask  tachycardia  occurring 
with  hypoglycemia,  but  other  manifestations  such  as  dizziness  and  sweating  may  not  be 
significantly  affected  Following  insulin-induced  hypoglycemia,  propranolol  may  cause  a delay 
in  the  recovery  of  blood  glucose  to  normal  levels 
THYROTOXICOSIS  Beta  blockade  may  mask  certain  clinical  signs  ot  hyperthyroidism 
Therefore,  abrupt  withdrawal  of  propranolol  may  be  followed  by  an  exacerbation  of  symptoms 
of  hyperthyroidism,  including  thyroid  storm  Propranolol  may  change  thyroid  function  tests, 
increasing  T4  and  reverse  T3.  and  decreasing  T3. 

IN  PATIENTS  WITH  WOLFF-PARKINSON-WHITE  SYNDROME,  several  cases  have  been 
reported  in  which,  after  propranolol,  the  tachycardia  was  replaced  by  a severe  bradycardia 
requiring  a demand  pacemaker  In  one  case,  this  resulted  after  an  initial  dose  of  5 mg 
propranolol. 


be  told  that  INDERAL  may  interfere  with  the  glaucoma  screening  test  Withdrawal  may  lead  to  a 
return  of  increased  intraocular  pressure 

CLINICAL  LABORATORY  TESTS  Elevated  blood  urea  levels  in  patients  with  severe  heart 
disease,  elevated  serum  transaminase,  alkaline  phosphatase,  lactate  dehydrogenase 
DRUG  INTERACTIONS  Patients  receiving  catecholamine-depleting  drugs  such  as  reser- 
pine  should  be  closely  observed  if  INDERAL  is  administered  The  added  catecholamine- 
blocking  action  may  produce  an  excessive  reduction  of  resting  sympathetic  nervous  activity 
which  may  result  m hypotension,  marked  bradycardia,  vertigo  syncopal  attacks,  or  orthostatic 
hypotension 

Caution  should  be  exercised  when  patients  receiving  a beta  blocker  are  administered  a 
calcium-channel-blocking  drug,  especially  intravenous  verapamil,  for  both  agents  may  de- 
press myocardial  contractility  or  atrioventricular  conduction  On  rare  occasions,  the  concomi- 
tant intravenous  use  of  a beta  blocker  and  verapamil  has  resulted  in  serious  adverse  reactions, 
especially  in  patients  with  severe  cardiomyopathy,  congestive  heart  failure  or  recent  myocar- 
dial infarction 

Aluminum  hydroxide  gel  greatly  reduces  intestinal  absorption  of  propranolol 
Ethanol  slows  the  rate  of  absorption  of  propranolol 
Phenytoin,  phenobarbitone.  and  nlampin  accelerate  propranolol  clearance 
Chlorpromazine.  when  used  concomitantly  with  propranolol,  results  in  increased  plasma 
levels  of  both  drugs 

Anlipyrine  and  lidocaine  have  reduced  clearance  when  used  concomitantly  with 
propranolol 

Thyroxine  may  result  in  a lower  than  expected  T3  concentration  when  used  concomitantly 
with  propranolol 

Ometidine  decreases  the  hepatic  metabolism  of  propranolol,  delaying  elimination  and 
increasing  blood  levels 

Theophylline  clearance  is  reduced  when  used  concomitantly  with  propranolol 
CARCINOGENESIS.  MUTAGENESIS.  IMPAIRMENT  OF  FERTILITY  Long-term  studies  in 
animals  have  been  conducted  to  evaluate  toxic  effects  and  carcinogenic  potential  In  18- 
month  studies  in  both  rats  and  mice,  employing  doses  up  to  150  mg/kg/day.  there  was  no 
evidence  ot  significant  drug-induced  toxicity  There  were  no  drug-related  tumorigenic  effects 
at  any  of  the  dosage  levels  Reproductive  studies  m animals  did  not  show  any  impairment  of 
fertility  that  was  attributable  to  the  drug 

PREGNANCY  Pregnancy  Category  C INDERAL  has  been  shown  to  be  embryotoxic  in 
animal  studies  at  doses  about  10  times  greater  than  the  maximum  recommended  human  dose 
There  are  no  adequate  and  well-controlled  studies  in  pregnant  women  INDERAL  should  be 
used  during  pregnancy  only  if  the  potential  benefit  justifies  the  potential  risk  to  the  fetus 
NURSING  MOTHERS  INDERAL  is  excreted  in  human  milk  Caution  should  be  exercised 
when  INDERAL  (propranolol  HCl)  is  administered  to  a nursing  woman 
PEDIATRIC  USE  Safety  and  efiectiveness  in  children  have  not  been  established 

ADVERSE  REACTIONS.  Most  adverse  effects  have  been  mild  and  transient  and  have  rarely 
required  the  withdrawal  of  therapy 

Cardiovascular  Bradycardia,  congestive  heart  failure,  intensification  of  AV  block,  hypoten- 
sion. paresthesia  of  hands;  thrombocytopenic  purpura,  arterial  insufficiency,  usually  of  the 
Raynaud  type 

Central  Nervous  System  Light-headedness,  mental  depression  manifested  by  insomnia 
lassitude,  weakness,  fatigue,  reversible  mental  depression  progressing  to  catatonia,  visual 
disturbances,  hallucinations,  vivid  dreams,  an  acute  reversible  syndrome  characterized  by 

disorientation  for  time  and  place,  short-term 
memory  loss,  emotional  lability,  slightly 
clouded  sensorium.  and  decreased  perfor- 
mance on  neuropsychometrics  For  immediate 
formulations,  fatigue,  lethargy  and  vivid 
dreams  appear  dose  related 
Gastrointestinal  Nausea,  vomiting,  epigas- 
tric distress,  abdominal  cramping,  diarrhea 
constipation,  mesenteric  arterial  thrombosis, 
ischemic  colitis 

Allergic  Pharyngitis  and  agranulocytosis, 
erythematous  rash  fever  combined  with  ach- 
ing and  sore  throat,  laryngospasm  and  respira- 
tory distress 

Respiratory  Bronchospasm 
Hematologic  Agranulocytosis,  nonthrombocytopenic  purpura,  thrombocytopenic  purpura 
Auto-Immune  In  extremely  rare  instances,  systemic  lupus  erythematosus  has  been 
reported 

Miscellaneous:  Alopecia.  LE-like  reactions,  psoriasiform  rashes,  dry  eyes,  male  impotence 
and  Peyronie's  disease  have  been  reported  rarely  Oculomucocutaneous  reactions  involving 
the  skin,  serous  membranes  and  conjunctivae  reported  for  a beta  blocker  (practolol)  have  not 
been  associated  with  propranolol 

DOSAGE  AND  ADMINISTRATION.  INDERAL  LA  provides  propranolol  hydrochloride  in  a 
sustained-release  capsule  for  administration  once  daily  If  patients  are  switched  from  INDERAL 
Tablets  to  INDERAL  LA  Capsules,  care  should  be  taken  to  assure  that  the  desired  therapeutic 
effect  IS  maintained  INDERAL  LA  should  not  be  considered  a simple  mg-for-mg  substitute  for 
INDERAL  INDERAL  LA  has  different  kinetics  and  produces  lower  blood  levels  Retitration  may 
be  necessary,  especially  to  maintain  effectiveness  at  the  end  of  the  24-hour  dosing  interval 
HYPERTENSION — Dosage  must  be  individualized  The  usual  initial  dosage  is  80  mg 
INDERAL  LA  once  daily,  whether  used  alone  or  added  to  a diuretic  The  dosage  may  be 
increased  to  120  mg  once  daily  or  higher  until  adequate  blood-pressure  control  is  achieved 
The  usual  maintenance  dosage  is  1 20  to  1 60  mg  once  daily  In  some  instances  a dosage  of  640 
mg  may  be  required  The  time  needed  for  full  hypertensive  response  to  a given  dosage  is 
variable  and  may  range  from  a few  days  to  several  weeks 
ANGINA  PECTORIS  — Dosage  must  be  individualized  Starting  with  80  mg  INDERAL  LA 
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Congenital  spinal  lesions  are  not 
uncommon,  occurring  at  a frequen- 
cy of  greater  than  1:1000  live  births. 
Open  lesions  generally  require 
urgent  repair,  whereas  covered  or 
occult  lesions  can  present  difficult 
diagnostic  problems.  With  the  ad- 
vent of  Magnetic  Resonance  Imag- 
ing (MRI)  techniques,  the  need  for 
invasive  diagnostic  studies  such  as 
myelography  has  all  but  been 
eliminated.  Excellent  tissue  defini- 
tion and  anatomic  detail  in  several 
planes  are  obtained,  and  results 
have  correlated  with  intraoperative 
findings  perfectly.  MRI  is  now  the 
diagnostic  procedure  of  choice  for 
these  patients. 

Congenital  spinal  lesions  occur 
in  our  population  frequently. 
Most  commonly,  this  is  manifested 
by  spina  bifida  occulta,  the  most 
benignform  of  spinal  dysraphism 
which  occurs  in  20-30  per  cent  of 
the  normal  population'  and,  for  the 
most  part,  is  considered  to  be 
asymptomatic.  More  serious  lesions, 
meningocele  and  meningomyelocele, 
occur  in  nearly  1.1000  births  in  West 
Virginia  and  usually  require  urgent 
surgical  repair.  More  rarely,  spinal 
dysraphic  lesions  can  also  be  assoc- 
iated with  more  complex  intraspinal 
anomalies  such  as  hydromyelia, 
diplomyelia,  diastematomyelia  in- 
traspinal lipoma  and  other  forms  of 
tethered  cord. 

Patients  with  these  lesions  often 
have  an  associated  clinically  obser- 
vable external  anomaly  such  as  ob- 
vious myelodysplasia,  lipomatous 
mass,  dermal  sinus,  abnormal 
pigmentation  or  hair  tuft.^  Occult  le- 
sions can  be  difficult  to  diagnose 
and  are  usually  not  suspected  until 
the  patient  develops  progressive 
motor  dysfunction,  often 


asymmetric,  in  the  lower  extremities 
and/or  urinary  dysfunction,  usually 
incontinence.  These  symptoms  are 
most  likely  to  develop  during 
periods  of  rapid  spinal  growth  but  a 
very  few  patients  do  not  present  un- 
til they  are  well  into  adulthood. 
Nevertheless,  for  the  most  part, 
these  are  diseases  of  infants  and 
children,  who  can  be  a difficult 
population  on  which  to  perform 
diagnostic  studies.  In  addition  to 
screening  radiographs  of  the  spine, 
complete  evaluation  usually  required 
myelography  with  or  without  sup- 
plemental CT  scanning.^  These  in- 
vasive studies,  when  performed  on 
the  pediatric  population,  generally 
require  the  administration  of  general 
anesthesia  and  have  a defined, 
although  small,  morbidity  associated 
with  them. 

At  the  West  Virginia  University' 

MRI  center  in  Morgantown,  we  have 
successfully  imaged  a series  of 
pediatric  patients  who  presented 
with  symptoms  relating  to  con- 
genital spinal  lesions  using  magnetic 


resonance  techniques.  Scans  are  per- 
formed as  outpatients,  and  with 
most  cases  a short-acting  sedative  is 
administered  by  a physician.  MRI 
technology  allows  anatomic  imaging 
easily  in  the  sagittal,  coronal  and  ax- 
ial planes.  The  results  have  been 
dramatic  and  have  correlated 
perfectly  with  the  intraoperative  fin- 
dings. Several  cases  are  provided  as 
illustrations. 

Case  1 

K.K.  This  17-month-oId  female 
was  the  product  of  a normal  term 
delivery  and  was  developing  nor- 
mally. After  one  year  of  age  the  sub- 
cutaneous fat  in  the  lower  lumbar 
area  appeared  abnormally  promi- 
nent, causing  concern.  Neurologi- 
cally,  she  was  intact  although  no 
judgment  could  be  made  regarding 
continence.  Palpation  of  the  lower 
lumbar  area  suggested  at  least  a sub- 
cutaneous lipoma,  and  she  was 
studied  at  the  MRI  center  to  rule 
out  intraspinal  extension.  Figure  la 
is  a sagittal 
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Figure  la  (left).  Sagittal  view  demonstrating  the  dysplastlc  meninges  piercing  the  in- 
complete lamina  of  L4  (arrow  head).  There  is  a high  signal  (fat)  mass  within  the  spinal 
canal  (arrow).  Figure  lb  (upper  right).  Coronal  view  demonstrating  intraspinal  lipoma 
(arrow).  Figure  Ic  (lower  ri^t).  Axial  view  demonstrating  the  dorsally  situated 
lipoma  (arrow)  attached  to  the  spinal  cord  (arrow  head). 
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Figure  2 a (left).  Sagittal  view;  In  this  sequence  the  cord  appears  dark  and  is  seen 
extending  to  the  sacral  levels  (arrows).  Figure  2b  (upper  ri^t).  Axial  cut  at  L5  level 
shows  a lipomatous  stalk  piercing  the  dura  (lower  arrow)  attaching  to  the  neural 
elements  (upper  arrow).  Figure  2c  (lower  right).  Axial  cut  at  L3  showing  duplication 
of  the  distal  spinal  cord  (arrows). 


Figure  3a  (left).  Sagittal  view  showing  that  the  conus  lies  at  the  L4  level  (large  ar- 
row). An  extensive  syrinx  involving  the  entire  cord  imaged  is  readily  apparent  (small 
arrows).  Figure  3b  (right).  Axial  cut  at  L3  showing  the  spinal  cord  with  central  syrinx 
(horizontal  arrow).  Abnormally  high  signal  is  present  in  the  right  paraspinous 
muscles  denoting  fatty  replacement  (vertical  arrow). 


view  that  demonstrates  spina  bifida 
at  L4  with  extension  of  meninges 
through  the  defect.  A high  signal 
mass  within  the  spinal  canal  is 
demonstrated  on  both  the  sagittal 
and  coronal  views  (Figure  la  and 
lb).  Axial  views  confirm  extension 
of  the  lipomeningocele  to  involve 
the  dorsal  portion  of  the  spinal  cord 
(Figure  Ic).  Lower  sections  confirm 
that  the  conus  lies  below  the  L3 
level. 

At  operation  the  findings  exactly 
paralleled  those  demonstrated  by 
MRI.  The  intraspinal  lipoma  was 


debulked,  leaving  a very  small 
amount  attached  to  the  dorsal  spinal 
cord.  The  dural  sac  was  anatomical- 
ly reconstituted,  thus  relieving  the 
tether.  The  subcutaneous  lipomatosis 
was  debulked  for  a good  cosmetic 
result.  The  patient  has  continued  to 
develop  normally. 

Case  2 

B.A.  This  five-month-old  female 
was  born  at  WVU  Hospital  and  was 
noted  to  have  a small  area  of 
discolored,  partially  translucent  skin 


at  the  lower  lumbar  area. 
Neurological  examination  was  nor- 
mal, as  was  general  physical  ex- 
amination. Plain  spine  x-rays  sug- 
gested spina  bifida  at  L4-L5. 
Myelography  under  general 
anesthesia  was  advised  but  the 
parents  refused  and  the  child  was 
sent  home.  On  clinical  followup, 
slight  eversion  of  the  right  foot  was 
noted  by  the  parents  and  examiners. 

The  parents  permitted  an  outpa- 
tient MRI  examination  performed 
under  mild  IM  sedation.  Sagittal 
views  demonstrate  that  the  distal 
cord  lies  below  the  L5  level  (Figure 
2a).  On  serial  axial  views,  a 
lipomatous  stalk  is  seen  entering  the 
defect  in  the  L5  lamina,  attaching 
itself  intradurally  to  the  neural 
elements  (Figure  2b).  On  higher  sec- 
tions, duplication  of  the  caudal 
spinal  cord  is  well  demonstrated 
(Figure  2c). 

At  operation,  a discrete  stalk  of 
dysplastic  meninges  and  fat  was 
discovered  piercing  a laminar  defect 
in  L5.  Diplomyelia  was  confirmed 
intradurally.  The  stalk  was  sectioned, 
as  was  a thickened  filum  terminale, 
and  the  dura  was  anatomically 
reconstituted.  At  six  months’ 
followup,  the  patient  is  ambulating 
normally  and  has  no  orthopedic 
deformity. 

Case  3 

M.L.  This  four-year-old  male  was 
born  with  a lumbar  men- 
ingomyelocele lesion  that  was 
repaired  at  birth.  He  later  under- 
went a CSF  shunt  procedure  and  a 
vesicotomy  for  urinary  diversion.  He 
has  had  several  shunt  infections  and 
revisions.  Over  the  past  12  months, 
rapidly  progressive  scoliosis  was 
noted.  He  was  studied  at  the  MRI 
center  to  rule  out  tethered  cord 
which  is  a common  cause  of  pro- 
gressive scoliosis  in  patients  with 
myelodysplasia.  Figure  3a  is  a 
midline  sagittal  section 
demonstrating  that  the  conus  re- 
mains tethered  to  the  mid  L4  level. 
The  central  canal  within  the  spinal 
cord  is  expanded,  forming  an  exten- 
sive syrinx  (hydromyelia).  Also  evi- 
dent is  the  abnormally  high  signal 
from  the  musculature  of  the  lower 
torso  suggesting  extensive  fatty 
replacement  common  to  patients 
with  myelodysplasia. 
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Figure  4a  (left).  Sagittal  view  shows  that  the  tip  of  the  conus  lies  at  the  L5  level  (ar- 
row). A syrinx  is  present  within  the  distal  cord.  Only  a short  segment  of  cord  is  imag- 
ed in  any  single  sagittal  view  due  to  severe  scoliosis.  Figure  4b  (right).  Coronal  view 
demonstrating  the  advanced  scoliosis  and  the  syrinx  extending  the  entire  length  of 
the  cord  (hydromyelia). 


At  operation,  tethered  cord  was 
confirmed  and  clear  CSF  was  easily 
aspirated  from  within  the  spinal 
cord  confirming  the  syrinx.  The  tip 
of  the  conus  was  amputated  (ter- 
minal ventriculostomy)  to  relieve  the 
tether  and  drain  the  syrinx. 

Case  4 

L.K.  This  19-month-old  female 
was  born  at  WVU  by  cesarean  sec- 
tion one  month  prematurely  with 
the  prenatal  diagnosis  of 
myelodysplasia  discovered  by  ultra- 


sound. She  had  a large  lumbar  men- 
ingomyelocele lesion  repaired  a few 
hours  later  Her  postoperative  course 
was  stormy  and  she  developed 
necrotizing  enterocolitis  requiring 
laparotomy  and  diverting  colostomy. 
A VA  shunt  was  placed  at  age  six 
weeks.  She  was  converted  to  a VP 
shunt  at  age  18  months.  As  she  had 
been  developing  rapidly  progressive 
scoliosis  over  the  past  several 
months,  she  was  evaluated  by  MRl 
to  rule  out  a tethered  cord.  Figure 
4a  is  a sagittal  section  of  the  lumbar 


area  that  demonstrates  that  the  cord 
extends  to  the  L5  level  and  that 
there  is  hydromyelia.  The  coronal 
view  (Figure  4b)  demonstrates  the 
advanced  scoliosis  and  confirms  ex- 
tensive hydromyelia  with  tether  of 
the  cord.  The  patient  is  scheduled 
for  corrective  surgery  later  this  year. 

Conclusion 

Imaging  with  MRI  technique  pro- 
vides exquisite  anatomical  detail  in 
delineating  congenital  spinal  lesions 
and  obviates  the  need  for  more  in- 
vasive studies  such  as  myelography. 
Correlation  with  intraoperative  fin- 
dings has  been  excellent.  Imaging 
times  are  typically  less  than  one 
hour  for  the  entire  process  and  are 
performed  on  an  outpatient  basis. 

At  WVU  we  feel  that  all  patients 
with  suspected  developmental  spinal 
lesions  should  be  evaluated  with 
MRI. 
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A 61-year-old  woman  presented 
with  right  flank  pain  and 
hematuria.  Computed  tomography, 
angiography  and  inferior 
venacavography  revealed  a renal 
tumor  with  intracaval  extension  to 
the  diaphragm.  Metastatic  evalua- 
tion was  negative.  Right  radical 
nephrectomy  and  venacavotomy 
were  performed  utilizing  car- 
diopulmonary bypass,  deep 
hypothermia,  cardiac  arrest  and 
temporary  exsanguination.  This 
technique  allowed  complete  removal 
of  a 9 X 12-cm  intracaval  tumor 
thrombus  with  minimal  blood  loss. 
Cardiopulmonary  bypass  with 
hypothermic  arrest  provides  safe 
and  effective  surgical  management 
of  renal  tumors  extending  into  the 
vena  cava  or  right  atrium. 

Introduction 

Surgical  extirpation  remains  the 
only  treatment  for  cure  of  renal  cell 
carcinoma.  Significant  success  has 
not  yet  been  achieved  with  adjuvant 
therapy.'  Although  five  to  10  per 
cent  of  patients  with  renal  cell  car- 
cinoma will  present  with  vena  caval 
extension,  long-term  survival  is 
possible  with  surgical  removal. 

Safe  venacavotomy  and  atriotomy 
with  control  of  the  superior  extent 
of  the  tumor  is  now  possible  with 
cardiopulmonary  bypass  and 
hypothermic  arrest. 

Case  Report 

A 6l-year-old  woman  presented 
with  a six-month  history  of  right 
flank  pain  and  gross  hematuria.  In- 
itial laboratory  evaluation  included 
hematocrit  of  41  per  cent  and 
platelet  count  of  207,000/mm^. 

There  was  a prothrombin  time  of 


12.0  seconds,  a partial  throm- 
boplastin time  of  24.5  seconds, 

BUN  of  15  mg/dl,  creatinine  of 
0.6  mg/dl,  and  glucose  185  mg/dl. 
Computed  tomography  (Figure  1) 
revealed  a right  renal  tumor  extend- 
ing to  the  porta  hepatica.  The  liver 
appeared  free  of  metastasis,  but  lym- 
phadenopathy  was  suspected.  Ab- 
dominal angiography  (Figure  2) 
revealed  a hypervascular  lower  pole 
renal  tumor.  Inferior  vena  cavagram 
(Figure  3)  revealed  a 9 x 12-cm.  in- 
tracaval tumor  thrombus  ending 
below  the  right  atrium,  and  flow  of 
contrast  around  the  thrombus. 
Metastatic  evaluation  included  whole 
lung  tomograms,  CT  as  above,  and 
liver  function  tests.  These  revealed  a 
slightly  elevated  gamma  glutamic 
transferase  (GOT)  of  49  lU/L  and 
normal  alkaline  phosphatase  110 
lU/L,  glutamic  oxalacetic  transferase 
(AST)  of  13  lU/L,  and  total  bilirubin 
of  1.0  mg/dl.  The  elevated  GGT  was 
felt  to  be  a hepatic  manifestation  of 
renal  tumor  distinct  from  metastatic 
involvement. 

Preoperative  preparation  included 
pulmonary  function  testing,  thallium 
stress  testing,  mechanical  bowel 
cleansing,  and  preoperative 
hydration. 

With  the  patient  supine,  a midline 
abdominal  incision  was  made.  Ab- 


Figure  1.  Computed  tomography  of  the 
abdomen  shows  large  intracaval  tumor 
thrombus  (arrow). 


Figure  2.  Angiogram  reveals  hyper- 
vascular tumor  in  lower  half  of  kidney. 
The  right  kidney  is  displaced  inferiorly, 
and  a vascular  blush  can  be  seen  in  the 
intracaval  thrombus  (arrow). 

dominal  exploration  revealed  that 
resection  was  possible,  and  the  inci- 
sion was  extended  from  the  sternal 
notch  to  below  the  umbilicus.  The 
falciform  ligament  was  divided  and 
the  anterior  coronary  ligament 
freed.  The  diaphgram  was  split  in 
the  midline  allowing  cephalad 
retraction  of  the  liver.  The  right 
renal  artery  was  identified  medial  to 
the  vena  cava  and  divided.  Control 
of  the  inferior  vena  cava  was  obtain- 
ed below  the  renal  hilus  with  an 
umbilical  tape;  the  ureter  was  divid- 
ed and  the  kidney  dissected  outside 
Gerota’s  fascia.  The  renal  vein  and 
intraluminal  tumor  were  palpated 
and  controlled  with  an  umbilical 
tape. 

Preparation  for  cardiopulmonary 
bypass  proceeded  simultaneously 
with  renal  dissection.  The  pericar- 
dium was  entered  through  the  me- 
dian sternotomy  incision  and  the 
great  vessels  were  isolated.  The  aor- 
tic arch  was  perfused  with  a 6.5-mm 
Sams  cannula.  Venous  return  was 
from  the  right  atrium  with  a single 
#51  cannula.  Cardiopulmonary 
bypass  was  instituted  and  the  left 
ventrical  decompressed  through  the 
right  superior  pulmonary  vein.  The 
patient  was  then  cooled  to  20 
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degrees  rectal,  and  cerebral 
temperature  was  reduced  to  15 
degrees  centigrade  by  packing  the 
head  in  ice.  The  aorta  was  cross 
clamped  and  cardioplegic  solution 
instilled  in  the  aortic  root  at  four 
degrees  centigrade.  With  car- 
dioplegic arrest  the  pump  was  then 
turned  off  and  the  patient  was  ex- 
sanguinated into  the  oxygenator.  A 
right  atriotomy  was  made  and  the 
tumor  identified  at  the  caval-atrial 
junction.  The  hepatic  veins  were  in- 
spected through  the  atrial  incision 
and  were  free  of  tumor.  Through 
the  abdominal  part  of  the  incision  a 
stay  suture  was  placed  in  the  vena 
cava  just  below  the  right  renal  vein 
junction.  A cavotomy  was  perform- 
ed with  removal  of  the  right  radical 
nephrectomy  specimen.  The  in- 
tracaval  tumor  was  removed  en-bloc 
with  the  specimen.  After  inspection 
of  the  inferior  vena  cava,  the 
cavotomy  was  closed  with  a running 
Prolene  suture. 

The  total  hypothermic  arrest  time 
was  14  minutes.  Cardiopulmonary 
bypass  was  then  reinstituted  at  low 
flows.  The  patient  was  warmed  over 
a 65-minute  period,  and  a limited 
lymphadenectomy  was  done.  After 
discontinuation  of  cardiopulmonary 
bypass,  protamine  was  given  to 
reverse  the  heparin  effect. 

Pathological  examination  of  the 
radical  nephrectomy  specimen 
revealed  clear  cell  renal  carcinoma 
which  did  not  penetrate  the  renal 
capsule  (Figure  4).  No  evidence  of 
lymph  node  malignancy  was  pre- 
sent. The  patient’s  postoperative 


Figure  3.  Inferior  venacavagram  shows 
intracaval  tumor.  Flow  of  contrast  around 
tumor  thrombus  can  be  seen  (arrow). 


Figure  4.  Gross  pathology  shows  kidney  tumor  (on  left)  and  thrombus  (on  right). 
The  actual  size  of  the  thrombus  is  smaller  than  on  preoperative  studies.  This  results 
from  shrinkage  after  ligation  of  the  tumor’s  blood  supply. 


recovery  was  uneventful.  Three 
weeks  after  her  operation  she  was 
ambulatory,  taking  care  of  herself, 
and  had  no  neurologic  sequelae. 
Laboratory  evaluation  revealed  BUN 
16  mg/dl.  Creatinine  1.1  mg/dl,  and 
the  GOT  had  returned  to  normal 
(401U/L). 

Discussion 

Renal  cell  carcinoma  has  a pro- 
pensity to  grow  intravenously,  and 
5-10  per  cent  of  patients  will  have 
caval  extensions  at  the  time  of 
presentation.'’^'^  Tumor  thrombus 
may  extend  to  the  right  heart^  and 
may  even  cause  right  heart  failure 
(personal  experience).  Symptoms 
referable  to  vena  caval  extension  (leg 
edema,  nephrotic  syndrome,  hepatic 
dysfunction,  varicocele,  pulmonary 
embolus)  may  occur  in  as  few  as 
seven  per  cent  in  whom  it  is  pre- 
sent.^ The  intravenous  extension  is 
generally  intraluminal  and  not  in- 
vasive into  the  wall  of  the  vessel.^ 

Vena  caval  extension  alone  is  not 
a particularly  ominous  sign.  Two- 
and  five-year  survivals  of  81  per 
cent  and  53-55  per  cent,  respective- 
ly, are  reported.  Lymph  node  in- 
volvement is  ominous,  with  two- 
and  five-year  survivals  of  35  per 
cent  and  0 per  cent,  respec- 


tively.^'^ Extension  beyond  the  renal 
capsule  portends  an  intermediary 
prognosis.' 

Aggressive  surgical  management  of 
tumors  with  intracaval  extension  is 
therefore  warranted.  Surgical 
maneuvers  to  manage  vena  caval 
thrombus  have  included  foley 
catheter  extraction,^  cardio- 
pulmonary bypass  with  control  of 
the  supra-diaphragmatic  vena  cava,^ 
and  cardiopulmonary  bypass  with 
hypothermia  and  cardiac  arrest.'' 

The  technique  of  hypothermia 
and  cardiac  arrest  previously  has 
been  used  for  pediatric  cardiac 
anomalies  and  tumors  including 
Wilm’s  tumor.  ® Only  recently  has  it 
been  employed  in  the  treatment  of 
renal  carcinoma.''  In  infants  in 
whom  brain  cooling  is  more 
uniform,  safe  hypothermic  arrest  is 
possible  for  up  to  60  minutes.  In 
our  view  the  arrest  period  should 
not  exceed  30  minutes  in  the  adult. 
Significant,  long-term  sequelae  of 
the  technique  have  not  been  iden- 
tified in  the  pediatric  population. 

The  powerful  advantages  of  a 
bloodless  field,  and  careful  in- 
traluminal inspection  of  the  vena 
cava  assure  that  cardiopulmonary 
bypass  with  hypothermia  and  car- 
diac arrest  will  be  an  important  part 
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of  surgical  techniques  for  renal  cell 
carcinoma  involving  the  vena  cava 
and  right  atrium. 
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A venerable  organism,  Staphylo- 
coccus aureus  has  been 
recognized  by  physicians  for  over  a 
century  as  a devastating  pathogen. 
When  S.  aureus  invades  the  blood 
stream,  it  displays  a unique  propen- 
sity to  infect  heart  valves  and  other 
sites.  Before  antibiotics  were 
available,  up  to  60  per  cent  of  pa- 
tients with  S.  aureus  bacteremia 
developed  endocarditis;  80  per  cent 
died.'  Today  the  virulence  of  this 
organism  and  its  potential  complica- 
tions still  mandate  special  considera- 
tion when  S.  aureus  is  isolated  from 
blood  cultures. 

Recently,  S.  aureus  has  surpassed 
E.  coli  as  the  number-one  cause  of 
nosocomial  bacteremia.  In  addition, 
it  is  frequently  associated  with 
community-acquired  sepsis. 

Morphology  and  Virulence 

The  term  staphylococcus  is  deriv- 
ed from  the  Greek  word  staphyle 
meaning  “bunch  of  grapes.”  This 


term  refers  to  the  tendency  of  these 
gram-positive  cocci  to  appear  as 
grape-like  clusters  on  gram  stain.  In 
1884,  Rosenbach  classified 
staphylococci  according  to  the  color 
of  their  colonies;  aureus  meaning 
golden  and  alhus  (epidermidis) 
meaning  white. 

Some  strains  of  5.  aureus  are  en- 
capsulated. The  capsule  shields  the 
underlying  cell  wall  components, 
teichoic  acid  and  peptidoglycan, 
from  interaction  with  complement. 
Since  complement-mediated 
phagocytosis  is  inhibited,  these 
strains  may  be  more  invasive  in  soft 
tissue  infections.  On  the  other  hand, 
if  unencapsulated  strains  invade  the 
blood  stream,  complement  may  be 
activated,  producing  the  syndrome 
of  septic  shock  and  disseminated  in- 
travascular coagulation  indistinguish- 
able from  that  caused  by  gram- 
negative organisms.^ 

Several  enzymes  and  toxins  may 
be  important  virulence  factors. 
Catalase  may  destroy  hydrogen 
peroxide  produced  by  polymor- 
phonuclear leukocytes.  Hyaluroni- 
dase  digests  the  hyaluronic  acid 
found  in  connective  tissue  thereby 
increasing  the  spread  of  infection 


across  tissue  planes.  Beta-lactamases 
enable  the  organism  to  destroy 
penicillin  G.  Several  toxins  have 
been  shown  to  damage  cell  mem- 
branes. The  clinical  significance  of 
these  toxins  is  poorly  defined. 
Specific  effects  due  to  other  toxins 
include  food  poisoning  due  to 
enterotoxin  B,  toxic  shock  syn- 
drome caused  by  enterotoxin  F,  and 
staphylococcal  scalded  skin  syn- 
drome caused  by  exfoliative  toxin.-' 

Epidemiology 

5.  aureus  is  a hardy  organism 
which  can  survive  drying,  moderate 
heat,  and  high  salt  concentrations.  It 
can  survive  on  inanimate  surfaces 
for  several  months. 

Although  inanimate  surfaces  may 
be  colonized,  the  predominant 
reservoir  for  S.  aureus  is  the  human 
being.  Soon  after  birth  many 
neonates  are  colonized  on  the  um- 
bilical stump,  perineal  area,  and/or 
the  skin.  In  older  individuals  the 
nose  is  an  important  carriage  site. 
About  10-40  percent  of  healthy, 
non-hospital-associated  persons  are 
nasal  carriers.  Carriage  rates  are 
higher  in  hospital  personnel: 
physicians — 50  per  cent;  nurses — 70 
per  cent,  and  ward  attendants — 90 
per  cent.  For  unexplained  reasons, 
individuals  who  inject  themselves 
regularly  with  needles  have  increas- 
ed carriage  rates.  Increased  carriage 
rates  in  either  nose,  throat,  or  skin 
have  been  shown  for  hemodialysis 
patients,  active  parenteral  drug 
abusers,  and  diabetics  taking  insulin 
(Table  1)."*  Patients  with  atopic  der- 
matitis may  be  heavily  colonized  in 
areas  of  involved  skin.'  For  drug 
abusers  and  hemodialysis  patients  it 
has  been  shown  that  the  colonizing 
organism  is  frequently  identical  to 
the  isolate  causing  bacteremia.^’ 


TABLE  1 

Rates  of  Carriage  of  S.  aureus  in  Var- 
ious Groups 


No.  carriers/ 
Group  No.  tested  (%) 


Chronic  renal  failure  pa- 
tients, no  hemodialysis 
Hemodialysis  patients 
Parenteral  drug  abusers 
no  longer  taking  drugs 
Active  parenteral  drug 
abusers 

Diabetics  taking  oral 
hypoglycemic  agents 
Diabetics  taking  insulin 
College  students 


3/14  (21) 

31/50  (62) 
3/31  (10) 

22/65  (35) 

4/36  (11) 

12/35  (34) 
6/55  (11) 
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Apart  from  colonization,  other 
host  factors  are  important  deter- 
minants of  infection.  If  the  skin  or 
mucosal  surface  is  invaded, 
polymorphonuclear  leukocytes  are 
the  major  line  of  defense.  Activation 
of  complement  by  cell  wall  com- 
ponents provides  the  major 
chemotactic  signal.  Neutropenia  is  a 
risk  factor  for  staphylococcal  infec- 
tions. Increased  rates  of 
staphylococcal  infections  are  also 
seen  in  patients  with  syndromes  of 
defective  chemotaxis.  An  example  is 
Job’s  syndrome,  eczema  associated 
with  recurrent  skin  infections  and 
abscesses.  Many  patients  with  Job’s 
syndrome  have  very  high  IgE  levels. 
The  eczema  and  defective 
chemotaxis  may  both  be  important 
causes  of  staphylococcal  infections. 
Diabetics  with  ketoacidosis  also 
have  defective  chemotaxis, 
phagocytosis,  and  killing  by 
polymorphonuclear  leukocytes. 

In  chronic  granulomatous 
diseases,  phagocytes  are  unable  to 
produce  the  respiratory  burst  need- 
ed for  generation  of  the  bactericidal 
agents  superoxide,  hydrogen  perox- 
ide, and  the  hydroxyl  radical.  The 
phagocyte,  however,  may  use  the 
hydrogen  peroxide  of  catalase- 
negative organisms  to  kill  the 
organism.  Bacteria  which  possess 
catalase  destroy  their  own  hydrogen 
peroxide,  leaving  it  unavailable  for 
microbial  killing.  The  syndrome  is, 
therefore,  characterized  by  recur- 
rent, life-threatening  infections  with 
catalase-positive  organisms,  S. 
aureus  being  the  most  common. 

Bacteremia — Clinical 
Manifestations 

Two  patients  treated  recently  at 
West  Virginia  University  Medical 
Center  illustrate  important  clinical 
features  of  S.  aureus  bacteremia. 

Case  1 

A 34-year-old  female  with  asthma 
and  atopic  dermatitis  had  been 
treated  intermittently  with  steriods. 
She  reported  fever,  lethargy,  and 
myalgias  present  for  one  week  and 
headache  and  confusion  of  one 
day’s  duration.  On  admission,  she 
was  lethargic  and  febrile  with  severe 
muscle  tenderness.  White  blood  cell 
count  was  4,500  with  45  per  cent 
bands.  Platelet  count  was  94,000. 
Studies  of  her  CSF  were  as  follows: 


white  blood  cell  count — 88  with  94 
per  cent  neutrophils;  red  blood  cell 
count — 27;  protein — 62;  and 
glucose — 71.  A simultaneous  serum 
glucose  was  132. 

Since  the  patient  reported  a 
penicillin  allergy,  chloramphenicol 
was  begun  for  presumptive  men- 
ingitis. When  two  sets  of  blood 
cultures  grew  S.  aureus,  her  an- 
tibiotic was  changed  to  vancomycin. 
Subsequently,  a murmer  of  mitral 
regurgitation  developed,  conjunc- 
tival petechiae  and  plantar  Janeway 
lesions  appeared,  and  an  echocar- 
diogram showed  a large  mitral  valve 
vegetation.  On  the  sixth  hospital 
day,  she  developed  acute  pulmonary 
edema.  At  surgery,  a large  abscess 
was  found  destroying  the  mitral 
valve  annulus  and  creating  a fistula 
to  the  right  side  of  the  heart. 
Following  debridement,  the  mitral 
valve  was  replaced.  Subsequent 
complications  have  necessitated 
three  additional  operations. 


o 


f major  impor- 
tance is  the  unique 
propensity  of  S.  aureus  to 
seed  multiple  sites  in- 
cluding cardiac  valves,  y y 


Case  2 

A 60-year-old  female  treated 
previously  for  arthritis  of  unknown 
type  was  admitted  to  an  outside 
hospital  with  a two-week  history  of 
fever,  back  pain  and  confusion. 

Three  sets  of  blood  cultures  grew  S. 
aureus,  antibiotics  were  begun,  and 
she  was  transferred  to  WVU 
hospital.  On  admission,  she  was 
stuporous  with  a temperature 
greater  than  40°  C.  Any  movement 
of  her  extremities  was  extremely 
painful.  Both  knees  were  warm  and 
painful.  Her  right  shoulder, 
previously  scarred  by  a burn,  was 
red,  indurated,  and  warm.  Review  of 
a CT  scan  previously  read  as  normal 
revealed  a pelvic  abscess.  Aspirates 
of  both  knees,  the  soft  tissue  overly- 
ing her  shoulder,  and  the  pelvic 
abscess  all  grew  5.  aureus.  Follow- 
ing surgical  drainage  of  the  infected 
sites  and  six  weeks  of  antibiotics, 
she  eventually  recovered. 


Together,  these  cases  emphasize 
several  important  points.  Of  major 
importance  is  the  unique  propensity 
of  S.  aureus  to  seed  multiple  sites 
including  cardiac  valves.  For  patients 
who  may  be  bacteremic,  history  and 
physical  examination  should  include 
a search  for  (1)  risk  factors  for  5. 
aureus  infections;  (2)  a primary 
focus  of  infection;  and  (3) 

“seedable”  sites.  The  first  patient 
had  atopic  dermatitis,  a condition 
associated  with  an  increased  rate  of 
S.  aureus  carriage.  In  addition,  she 
reported  a recent  tender,  swollen, 
axillary  lesion  which  may  have  been 
a primary  focus.  Historical  points 
such  as  these  should  raise  the 
possibility  of  S.  aureus  bacteremia 
and  suggest  the  need  for  bacterial 
coverage  until  blood  culture  results 
are  known.  The  second  patient  with 
previously  diagnosed  S.  aureus 
bacteremia  had  several  potentially 
seedable  sites — joints  previously  af- 
fected by  arthritis  and  an  area  of 
previous  soft  tissue  injury  overlying 
her  right  shoulder. 

Two  thirds  of  patients  with  5. 
aureus  bacteremia  have  an  obvious 
initial  focus  of  infection.  These  foci 
may  be  extravascular  (cellulitis, 
abscesses,  ulcers,  burns, 
osteomyelitis,  pneumonia),  in- 
travascular (venous  and  arterial  ac- 
cess lines),  or  presumed  in- 
travascular (drug  abusers).  For 
hospitalized  patients,  fever  or  other 
signs  of  sepsis  mandate  careful  ex- 
amination of  all  intravascular 
catheter  sites  and,  frequently,  their 
removal.  Blood  cultures  should  be 
obtained.  Semiquantitative  catheter 
cultures  may  also  be  helpful. 

Physical  examination  of  patients 
with  possible  S.  aureus  bacteremia 
also  should  include  a search  for 
signs  of  endocarditis — splinters. 
Osier’s  nodes,  and  Janeway  lesions 
on  the  extremities;  conjunctival 
petechiae  and  Roth  spots  in  the 
eyes;  evidence  of  pulmonary  em- 
bolism with  right-sided  endocarditis; 
cardiac  murmers  and  pericardial 
rubs;  and  splenomegaly.  As  il- 
lustrated by  the  first  case,  the  signs 
may  develop  after  admission  and 
while  on  appropriate  antibiotics. 

These  two  cases  also  illustrate  the 
importance  of  musculoskeletal  and 
neurologic  findings  in  patients  with 
endocarditis.  Forty  per  cent  of  pa- 
tients with  endocarditis  have 
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musculoskeletal  manifestations — 
arthralgias,  arthritis,  low  back  pain, 
diffuse  myalgias,  and  leg  myalgias 
being  most  common.  In  15  per 
cent,  musculoskeletal  symptoms  are 
the  only  presenting  complaint.® 
Likewise,  40  per  cent  of  patients 
with  bacterial  endocarditis  have 
neurologic  manifestations;  for  15 
per  cent  the  neurologic  complaint  is 
the  presenting  symptom. 

Among  49  patients  with  S.  aureus 
endocarditis,  26  (53  per  cent)  had 
neurologic  complications.  Eleven  of 
23  patients  who  had  lumbar  punc- 
tures done  had  purulent  CSF;  and 
eight  of  these  1 1 had  CSF  cultures 
which  grew  S.  aureus.'^  Patient  No. 

2 presented  with  severe  myalgias 
which  included  a stiff  neck.  Since 
she  was  confused  and  had  a 
predominance  of  neutrophils  in  her 
CSF,  she  was  originally  treated  for 
meningitis.  A cardiac  murmer  and 
peripheral  manifestations  of  en- 
docarditis developed  after  her 
admission. 

Bacteremia — Laboratory 
Manifestations 

White  blood  cell  count  may  be 
high  or  low  (as  in  Case  No.  1). 
Hemoglobin  and  platelet  count  are 
each  frequently  low.  Throm- 
bocytopenia should  suggest  the 
possibility  of  disseminated  in- 
travascular coagulation.  Bacteremia 
with  certain  strains  of  S.  aureus 
which  activate  complement  can 
mimic  meningococcemia  presenting 
with  dermatologic  manifestations  of 
disseminated  intravascular  coagula- 
tion, shock,  and  sometimes  with 
purulent  CSF.^  Recognition  of  this 
syndrome  is  important  since  treat- 
ment of  meningococcemia  with 
penicillin  will  cover  only  a small 
percentage  of  S.  aureus  strains. 

5.  aureus  bacteremia  can  produce 
pyelonephritis,  multiple  cortical 
abscesses,  renal  infarcts,  and  focal 
or  diffuse  glomerulonephritis. 
Urinalysis  may  show  white  blood 
cells  or  white  blood  cell  casts,  red 
blood  cells  or  red  blood  cell  casts. 
Urine  cultures  will  grow  S.  aureus 
in  7-27  per  cent  of  patients  with  S. 
aureus  bacteremia.'"  It  appears  that 
S.  aureus  bacteremia  seeds  the 
kidney  more  often  than  a urinary 
tract  infection  leads  to  bacteremia. 

S.  aureus  bacteruria,  therefore, 
should  suggest  bacteremia  resulting 


from  another  focus  of  infection. 
Gram  stain  of  urine  or  purulent 
material  from  other  infected  sites 
may  provide  an  early  indication  of 
the  bacterial  pathogen. 

Patients  with  endocarditis  who 
have  not  received  antibiotics  recent- 
ly will  usually  have  continuous 
bacteremia  with  all  blood  cultures 
positive.  It  is,  therefore,  important 
to  obtain  several  sets  of  blood 
cultures  to  distinguish  continuous 
from  intermittent  bacteremia  and  to 
help  exclude  falsely  positive  blood 
cultures  from  contamination.  An- 
tibody titers  to  the  teichoic  acid 
component  of  the  cell  wall  may  be 
helpful  in  excluding  endocarditis  in 
patients  with  bacteremia.  Although 
a positive  titer  is  frequently  found 
in  bacteremic  patients  without  en- 
docarditis, patients  with  endocar- 
ditis almost  always  have  a positive 
titer  by  the  fourteenth  day  of 
clinical  illness.  The  predictive  value 


i i wji  our  to  six  weeks  of 
mP  antibiotics  should 
be  given  to  any  patient 
with  an  abnormal  cardiac 
valve  or  other  “seedable” 
site  . . . y y 


of  a negative  result  is  estimated  to 
be  92  per  cent  in  excluding 
endocarditis." 

Antibiotic  Selection 

For  the  few  strains  of  S.  aureus 
that  are  sensitive  to  penicillin  (10-15 
per  cent),  penicillin  is  the  drug  of 
choice.  In  most  instances,  however, 
penicillinase-resistant  semisynthetic 
penicillins  (oxacillin,  nafcillin, 
methicillin)  are  appropriate.  For  pa- 
tients infected  with  methicillin- 
resistant  S.  aureus  (a  term  which 
implies  resistance  to  all  penicillins 
and  cephalosporins),  vancomycin  is 
the  drug  of  choice. 

Both  in  vitro  studies  and  animal 
studies  have  shown  more  rapid  kill- 
ing of  5.  aureus  when  gentamicin 
was  added  to  nafcillin.  Nafcillin 
given  alone  for  six  weeks  was  com- 
pared to  nafcillin  for  six  weeks 
combined  with  gentamicin  for  the 
first  two  weeks  in  a multicenter 


prospective  study. In  parenteral 
drug  addicts  with  tricuspid  infection 
the  average  duration  of  bacteremia 
was  reduced  by  one  day  (3.6  to  2.6 
days)  and  in  nonaddicts  by  1 .3  days 
(4.1  to  2.8  days).  Morbidity  and 
mortality,  however,  were  unaf- 
fected. Combination  therapy  was 
associated  with  a higher  incidence 
of  azotemia  in  the  nonaddict  group. 
Since  a more  rapid  control  of 
bacteremia  might  decrease  the  in- 
cidence of  metastatic  infection  and 
accelerate  sterilization  of  the  heart 
valve,  it  may  be  reasonable,  in 
selected  cases,  to  add  an 
aminoglycoside  for  the  first  three  to 
five  days. 

Tolerance  is  an  in  vitro 
characteristic  of  some  bacteria. 

These  bacteria  are  inhibited  at  low 
concentrations  of  antibiotic  but  kill- 
ed only  at  high  concentrations.  (The 
minimal  bacterical  concentration  is 
32-fold  or  greater  than  the  minimal 
inhibitory  concentration).  The 
clinical  importance  of  tolerance  is 
controversial.'^  One  investigator 
found  tolerant  S.  aureus  in  each  of 
42  isolates  from  blood  cultures.  An 
average  of  nine  per  cent  (range,  0.5 
per  cent  to  50  per  cent)  of  the 
bacteria  in  each  culture  were 
tolerant. Until  the  clinical 
significance  of  this  phenomenon  is 
better  defined,  no  recommendations 
can  be  made  about  therapy. 

Antibiotic  Therapy  Duration 

Since  earlier  studies  showed  that 
almost  two  thirds  of  patients  with 
S.  aureus  bacteremia  developed  en- 
docarditis,'^ four  to  six  weeks  of  an- 
timicrobial therapy  was  recom- 
mended for  all  bacteremic  patients. 
More  recent  reports,  however,  have 
shown  an  incidence  of  endocarditis 
of  approximately  5-15  per  cent. 
Several  studies  have  examined 
clinical  characteristics  which  might 
help  separate  patients  with  and 
without  endocarditis."’'®  Based  on 
these  studies,  a short  course  of 
therapy  (two  weeks)  can  be  con- 
sidered for  patients  with  the 
characteristics  listed  in  Table  2.  The 
patient  should  have  a short  duration 
of  symptoms  that  suggest 
bacteremia  before  appropriate  an- 
tibiotics are  begun,  and  should  have 
an  easily  removable  focus  of  infec- 
tion. Hospitalized  patients  are  more 
likely  to  meet  these  criteria.  They 
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TABLE  2 

Characteristics  of  Patients  With  S. 
aureus  Bacteremia  Who  May  Be 
Treated  With  Two  Weeks  of  Anti- 
biotics. 


1 . Primary  focus  of  infection  easily 
eradicated. 

2.  Prompt  response  to  initial  therapy. 

3.  Short  duration  of  bacteremia. 

4.  Host  without  heart  valve  lesions  or 
other  “seedable”  sites. 

5.  Host  without  diabetes,  decreased  or 
abnormal  neutrophils,  or  recent 
intravenous  drug  abuse. 

6.  No  evidence  of  endocarditis  or  other 
metastatic  infection  during  the  two- 
week  period. 

7.  No  rise  in  teichoic  acid  antibody 
titers  during  the  two-week  period. 

are  generally  treated  more  quickly 
than  those  with  community- 
acquired  infection.  A primary  focus 
of  infection,  usually  an  intravascular 
catheter,  is  found  more  often  in 
hospitalized  patients.  A significant 
number  of  patients  with 
community-acquired  bacteremia  are 
drug  addicts,  a group  which  should 
be  assumed  to  have  endocarditis. 

Four  to  six  weeks  of  antibiotics 
should  be  given  to  any  patient  with 
an  abnormal  cardiac  valve  or  other 
“seedable”  site  such  as  abnormal 
joints  or  bones  (arthritis,  fractures, 
dislocations),  foreign  bodies,  recent 
wounds,  or  other  areas  of  inflamma- 
tion or  trauma.  In  one  study  of  39 
consecutive  cases  of  S.  aureus 
bacteremia,  nine  patients  (23  per 
cent)  developed  secondary  infec- 
tions. All  but  three  of  these  infec- 
tions were  at  previously  abnormal 
sites.  The  three  exceptions  were  in- 
fections in  patients  with  bacteremia 
for  longer  than  one  week.'^ 

In  a retrospective  analysis  of  pa- 
tients with  S.  aureus  bacteremia,  six 
of  18  diabetics  with  a primary  focus 
of  infection  developed  endocarditis 
compared  to  none  of  22  non- 
diabetics. Five  of  the  six  diabetics 
with  endocarditis  had  chronic  infec- 
tions of  soft  tissue  or  bone  as  a 
primary  focus.  Intravascular 
catheters  and  surgical  wounds  were 
the  most  common  primary  sites  of 
infection  in  patients  without  en- 
docarditis. A longer  duration  of 
bacteremia  associated  with  chronic 
infections  may  have  been  responsi- 
ble for  the  increased  incidence  of 
endocarditis  in  diabetics. 


All  patients  with  5.  aureus 
bacteremia  should  be  observed 
carefully  during  a two-week 
period  of  appropriate  antibiotic 
therapy.  Two  weeks  of  antibiotics 
may  be  sufficient  for  patients  with 
none  of  the  risk  factors  listed  above 
who  respond  quickly  to  initial 
therapy.  During  those  two  weeks 
the  patient  should  be  examined 
carefully  for  any  signs  of  endocar- 
ditis or  metastatic  foci  of  infection. 

A negative  teichoic  acid  antibody 
titer  at  two  weeks  provides  addi- 
tional evidence  that  endocarditis  is 
not  present.  When  patients  are 
treated  for  only  two  weeks,  careful 
followup  is  important.  It  should  be 
mentioned  that  while  most  studies 
report  a low  incidence  of  endocar- 
ditis in  patients  with  S.  aureus 
bacteremia  and  an  infected  in- 
travascular device,  one  study- 
reported  a 40-per  cent  incidence  of 
endocarditis  in  this  group  of 
patients.'® 

Patients  who  do  not  meet  the 
criteria  listed  in  Table  2 should 
receive  four  to  six  weeks  of  an- 
tibiotics. The  longer  course  is 
recommended  for  patients  with 
complicated  courses  and  patients 
with  prosthetic  valve  infections. 
Drug  addicts  generally  have  right- 
sided endocarditis  and  require  only 
four  weeks  of  antibiotics. 

Prophylaxis 

In  a recent  study  of  patients  on 
hemodialysis,^'  oral  rifampin  given 
with  topical  bacitracin  was  found  to 
decrease  the  nasal  carriage  rate  of  5. 
aureus.  Neither  intravenous  van- 
comycin nor  topical  bacitracin  alone 
was  effective.  In  patients  given 
rifampin  plus  bacitracin,  fewer  in- 
fections with  5.  aureus  occurred. 

Summary 

5.  aureus  is  a common  cause  of 
bacteremia  frequently  resulting  in 
metastatic  infection.  For  this  reason, 
four  to  six  weeks  of  antibiotic 
therapy  is  frequently  recommended. 
In  certain  patients  with  a short 
duration  of  bacteremia  and  an  easily 
removable  focus  of  infection,  two 
weeks  may  be  adequate. 
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President’s  Page 


Quality — In  The  Eye  Of  The  Beholder 


One  of  the  most  controversial 
and  challenging  areas  concern- 
ing health  care  is  defining  and 
measuring  quality. 

What  makes  this  so  difficult? 

Does  one  consider  only  the  out- 
come (survival  or  recovery)  or  does 
one  consider  the  process  (what  was 
done,  how  long  did  it  take,  and 
what  resources  were  consumed). 

Every  one  of  us  can  recall  cases 
in  which  the  patient  had  a full 
recovery  despite  what  was  poor 
medical  judgment  and  less  than  op- 
timal medical  care.  On  the  other 
hand,  we  can  also  recall  cases  in 
which  the  patient  either  died  or 
recovered  with  significant  disability 
in  which  the  most  rigorus  review 
concluded  that  the  medical 
judgments  and  the  therapy  given 
were  exemplary.  ''X'here  is  the  quali- 
ty in  these  examples?  Would  the  pa- 
tient, his  family,  and  the  physician 
agree  in  their  judgments  of  quality? 

Quality,  either  outcome  or  pro- 
cess, is  not  solely  dependent  on 
physicians  or  the  allied  healing  pro- 
fessions. Yes,  the  judgment  and 
rational  participation  of  the  patient 


in  his  health  care  is  of  vital  impor- 
tance in  both  the  process  and 
outcome. 

Medicine  or  medical  therapy 
prescribed  but  never  utilized  is 
worthless.  Penicillin  sitting  in  the 
vial  on  the  shelf  never  cured 
Pneumococcal  pneumonia. 

Are  the  frequent  admissions  to 
the  hospital  of  a patient  with 
chronic  obstructive  lung  disease 
who  continues  to  smoke  and  who 
never  complies  with  his  medical 
care  a reflection  of  poor  quality?  On 
the  other  hand,  are  the  frequent  ad- 
missions to  the  hospital  in 
respiratory  distress  of  the  patient 
with  advanced  emphysema  who  is 
now  fully  compliant  with  his  care 
but  who  has  a family  who  cannot 
stand  to  see  “Daddy”  so  sick,  a 
reflection  of  good  care  or  poor 
care?  Would  the  patient,  the  pa- 
tient’s family,  the  Medicare  in- 
termediary, the  office  of  Manage- 
ment and  Budget,  the  hospital 
Utilization  Review  Committee,  and 
the  physician  agree? 

Quality,  like  beauty,  is  in  the  eye 
of  the  beholder. 


Having  said  that,  let  me  also  say 
that  1 believe  there  should  be  a 
strict  separation  of  those  who 
would  measure  quality  from  those 
who  would  control  and  pay  the 
cost.  Like  the  separation  of  Church 
and  State,  governed  by  our  Constitu- 
tion, the  separation  of  quality 
assessment  from  cost  and  payments 
is  of  great  importance.  This  does 
not  mean  that  the  data  and  assess- 
ment of  quality  are  not  important  to 
those  who  pay  the  bills,  but  there 
are  too  many  conflicts  of  interest  to 
let  this  same  party  make  both 
judgments. 

We  suffer  from  the  confusion 
which  results  from  the  failure  of 
such  a clean  separation.  We  see 
every  day  decisions  which  are  made 
solely  for  the  purpose  of  reducing 
the  third  party’s  cost  which  are 
sugar-coated  by  the  verbiage  of  a 
commitment  to  quality  care.  The 
hypocrisy  is  overwhelming.  If  the 
government  and  third  parties  want 
to  ration  care  by  controlling 
payments  while  pretending  these 
decisions  do  not  reduce  the  quality, 
then  we  must  expose  this  policy  for 
what  it  is — an  illusion. 
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Editorials 


Saluting  Doctor  Turner 


Charles  E.  Turner,  M.D.,  President 
of  WVSMA,  is  a leader  by 
definition,  but  he  is  far  more  than 
that  to  those  who  have  been 
privileged  to  work  with  him  during 
his  presidential  year. 

Getting  elected  to  any  office  is 
perhaps  the  easiest  part  of  the  ef- 
fort; assuming  power  and  develop- 
ing true  leadership  is  quite  another 
matter.  Some  persons  struggle 
throughout  their  tenure  in  office  to 
find  themselves  and  their  proper 
role  while  others  seem  to  fall  im- 
mediately into  the  flow  of  events 
and  assume  command  as  easily  as 
placing  the  hand  on  the  tiller  of  a 
sailboat  guided  to  a point  by 
someone  else. 

Out-going  President  Turner  fit  into 
the  latter  description.  Sailing  the 
charted  course  laid  out  last  year  in 
his  presidential  address  has  not 
been  easy,  yet  many  of  his  compass 
points  have  been  reached  and  pro- 
per landings  on  others  are  within 
reach. 

While  further  tort  reforms 
escaped  WVSMA  this  year,  progress 
toward  potential  solutions  to  the 
continuing  insurance  dilemma  are 
looming  on  the  horizon.  Largely 
through  Doctor  Turner’s  efforts, 
WVSMA  is  on  the  verge  of  being 
able  to  make  a decision  on  whether 
to  launch  our  own  insurance  entity 
either  independently  or  in  conjunc- 
tion with  the  hospital  company  or 
whether  to  remain  with  CNA  as  the 
sponsored  carrier.  Whatever  be  the 
outcome  of  the  House  of  Delegates’ 
decision-making  process.  Doctor 
Turner  will  be  able  to  see  his  efforts 
through  to  fruition  in  his  continuing 


Charles  E.  l\irner,  M.D. 

leadership  role  as  Council  Chairman 
for  the  coming  year. 

Doctor  Turner  has  worn  the  man- 
tle of  leadership  with  ease  and  has 
spread  his  own  infectious,  positive 
outlook  wherever  he  has  gone.  Like 
all  presidents  before  him,  he  has 
grown  and  matured  with  the  job. 

He  has  shown  a willingness  to 
listen,  to  learn  and  to  consider  op- 
posing viewpoints  without  sacrific- 
ing his  own  beliefs  and  principles. 
His  wisdom  belies  his  youthful 
looks — nobody  looking  that  young 
could  possibly  have  enough  collec- 
tive experience  to  lead  so 
effectively— yet,  that  is  exactly  what 
he  has  done. 

Not  one  to  be  hung  up  on  details 
which  can  well  be  handled  by 
someone  else.  Doctor  Turner  has  in- 


stead chosen  to  continue  to  look  at 
the  “big  picture”  and  has  addressed 
his  concerns  and  decision  making  to 
looking  down  the  road  as  far  as 
possible.  He  looks  at  the  decisions 
made  today  for  their  future  impact, 
not  for  their  immediate,  short-term 
results.  “What  will  today’s  decision 
mean  to  our  members  five  or  seven 
or  10  years  from  now?”  is  a ques- 
tion oft  heard  asked  by  Doctor 
Turner  in  the  past  year. 

Our  out-going  President  has 
traveled  widely  across  the  state  dur- 
ing his  year  in  office,  often  in  the 
company  of  his  vivacious  wife, 

Linda,  who,  coincidentally  shared 
the  limelight  as  President  of  the 
W\’SMA  Auxiliary.  Together  this 
dynamic  duo  carried  the  message  of 
concern  laced  with  optimism  that 
by  working  together  as  organized 
medicine  and  its  supporting, 
dedicated  Auxiliary  much  can  and 
will  be  accomplished  for  the  benefit 
of  the  profession. 

Skip,  you  assumed  the  leadership 
of  a growing,  dynamic  organization 
12  months  ago  and  you  pass  it 
along  to  new  leadership  having  add- 
ed to  its  scope,  dimension  and  pro- 
grams. You  accepted  the  challenge, 
met  it  and  molded  it  into  something 
better. 

You  have  served  your  colleagues 
well  and  have  done  honor  to  your 
profession.  You  continue  to  ex- 
emplify all  that  is  good,  right  and 
honorable  about  a unique  profes- 
sion that  has  as  its  role  in  life  to  be 
dedicated  to  caring  for  others.  You 
care  as  a person,  you  care  as  a 
physician  and  you  care  as  a leader 
of  those  you  were  elected  to  lead. 

We  wish  you  Godspeed  and  our 
best  for  your  ensuing  year  as  Coun- 
cil Chairman. — MGS 


(Editorials  continued  on  next  page) 
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Will  Medical  Education  See  Major  Changes? 


The  education  of  physicians 

has  changed  little  since  the  days 
of  Abraham  Flexner  and  William 
Osier. 

Flexner  established  the  need  for 
quality  in  medical  education  in  his 
famous  1910  study  of  each  medical 
school  in  the  United  States. 

At  about  the  same  time,  Osier  was 
establishing  the  premises  of  learning 
clinical  medicine  at  the  bedside. 

The  Medical  College  of  Virginia 
recently  asked  its  graduates  of  the 
past  18  years  to  evaluate  their 
curriculum. 

By  and  large,  the  respondents 
were  quite  happy  with  their  basic 
science  and  clinical  education. 

There  was  a definite  feeling  that 
medical  education  should  prepare 
students  for  the  stresses  they  may 
face  as  medical  students  and  later  as 
physicians.  Many  of  those  who 
responded  felt  that  medical  school 
could  have  better  prepared  them  to 
solve  problems  and  to  think 
critically. 


Over  half  said  that  the  emphasis 
on  the  various  basic  science  and 
clinical  disciplines  was  about  right 
except  for  the  following  disciplines 
in  which  less  than  half  indicated 
they  had  received  adequate  informa- 
tion and  should  have  received 
more — pharmacology,  biostatistics, 
radiology,  primary  care,  and  am- 
bulatory care. 

No  doubt  each  school  would  have 
it’s  own  curricular  peculiarities  if  a 
similar  study  were  conducted,  but 
it’s  likely  that  most  physicians, 
regardless  of  the  school  from  which 
they  graduated,  would  indicate  a 
need  for  emphasis  on  these 
disciplines. 

Despite  this,  it  is  significant  that 
there  is  no  overwhelming  demand 
that  the  basic  sciences  and  clinical 
medicine  be  taught  in  some  new  or 
radical  way.  The  same  survey  sug- 
gested that  over  two  thirds  of  the 
respondents  would  have  liked  to 
learn  more  about  computers,  but 
presumably  only  as  an  ancillary  aid 
to  the  traditional  teaching  methods. 


Thus  we  probably  shouldn’t  look 
for  major  changes  in  the  way 
medicine  is  taught  as  we  head 
toward  the  year  2000. 

Certainly,  there  will  be  new  cur- 
ricular emphasis.  Computer  analysis, 
bioethics,  primary  care  and  am- 
bulatory care,  for  example,  will  all 
gain  a greater  share  of  curricular 
time.  Educators  will  have  to  learn 
how  to  stimulate  students  to  be  bet- 
ter problem-solvers  and  to  analyze 
data  critically. 

We  will  have  to  teach  our 
students  how  to  cope  with  the 
stresses  of  modern  medical  practice. 
This  is  too  important  an  issue  to  ad- 
dress in  a trivial  way  and  needs  im- 
mediate attention  by  the  medical 
schools  of  this  country. 

Nevertheless,  it  appears  that  we  are 
still  in  the  debt  of  Flexner  and  Osier. 
They  did  their  jobs  so  well  that  no 
major  changes  are  needed  in  the  way 
medical  students  are  taught  nearly  a 
century  after.  They  set  the  standards 
for  medical  education. — DZM 


On  Being  A Physician  In  1987  . . . 


Today’s  physician  is  expected 
to  be  a miracle  worker  far 
beyond  Helen  Keller.  The  doctor 
must  be  bright,  articulate,  compas- 
sionate, up-to-date,  unselfish,  effi- 
cient, cost  conscious,  and 
inexpensive. 

He’s  expected  to  be  involved  in 
community  and  the  profession, 
serving  on  all  the  right  boards  and 
committees;  devoted  to  charity  care; 
willing  to  pay  outlandish  liability 
premiums  yet  be  generous  to 
employees,  church,  lodge,  alma 
mater. 

The  physician  must  be  a family- 
oriented  father  or  mother;  a loving 
spouse;  a role  model  for  the  patient. 
Ideally,  he  should  drive  a 10-year-old 


Chevrolet  and  send  his  children  to 
public  schools  and  colleges  so  as 
not  to  emote  an  air  of  superiority. 

The  physician  is  expected  to  be 
always  pleasant,  well  dressed,  but 
not  overly  well  dressed.  He  must  be 
willing  to  see  every  patient  as  often 
and  for  as  long  as  the  patient 
desires,  and  he  should  expect  that 
his  bill  will  be  the  last  to  be  paid 
since  “doctors  have  plenty  of 
money  and  don’t  need  it  anyway.’’ 

And  the  doctor  gets  to  be  and  do 
all  this  in  the  face  of  constantly  be- 
ing second-guessed  by  a host  of 
lesser-trained  professionals  who 
would  like  to  make  decisions  and  be 
paid  for  offering  the  “same”  service. 
Adding  to  the  fun  is  the  likelihood 


of  being  sued  by  an  unhappy  pa- 
tient and  his  or  her  eager  attorney 
while  having  the  government-review 
bureaucracy  reject  hospital  admis- 
sions as  “inappropriate”  because  of 
a patient  who  had  the  audacity  not 
to  conform  to  getting  well  in  the 
government’s  allotted  time. 

Did  anyone  ever  tell  you  all  about 
the  “fun”  of  being  a physician  in 
1987? 

Despite  it  all,  the  majority  of 
physicians  confess  they  would  do  it 
all  over  again  even  knowing  what 
they  know  now.  Maybe  doctors  are 
masochists  or  aren’t  as  bright  as 
they’re  given  credit  for  being. 

Or,  just  maybe  they  ARE  far 
more  altruistic  than  is  usually  be- 
lieved.— MGS 


The  publication  Committee  is  not  responsible  for  authenticity  of  opinion  or  statement  made  by  authors 
or  in  communications  submitted  to  this  Journal  for  publication.  The  author  shall  be  held  entirely 
responsible.  Editorials  printed  in  The  Journal  do  not  necessarily  reflect  the  official  position  of  the 
West  Virginia  State  Medical  Association 
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General  News 


88-Per  Cent  Readership 
Shown  In  Journal  Survey 


The  West  Virginia  Medical  Jour- 
nal is  receiving  88-per  cent  reader- 
ship  by  WVSMA  members,  accor- 
ding to  a survey  conducted  in  April 
and  May. 

Surveyed  were  200  state  doctors, 
137  (68.8  per  cent)  of  whom 
responded. 

The  88-per  cent  average  reader- 
ship  translates  into  almost  nine  of 
every  10  members  receiving  the 
Journal,  ranging  from  those  read- 


See  also  box  on  next  page 


ing  the  magazine  cover  to  cover  to 
those  who  read  the  table  of  con- 
tents and  articles  of  interest  only. 

The  survey  by  Health  Industries 
Research  of  Wilton,  Connecticut, 
reveals  that  72  per  cent  of  West 
Virginia  doctors  say  they  read  or 
look  through  four  of  every  four 
issues  of  The  Journal.  Other  reply 
choices  for  this  survey  question 
were  three  of  four,  two  of  four,  and 
on  down  to  the  lowest  category  of 
reader  frequency,  zero  of  four. 

The  survey  was  done  for  the  State 
Medical  Journal  Advertising  Bureau 
of  Chicago,  which  secures  national 
advertising  for  some  30  state 
medical  journals  including  West 
Virginia’s.  SMJAB’s  main  purpose  in 
the  survey  was  to  gather  readership 
data  which  would  promote  state 
medical  journal  advertising  when 
passed  along  to  potential  national 
advertisers.  The  results  are  also 
helpful  to  our  Journal  in  evaluating 
the  quality  of  the  magazine  as 
perceived  by  our  readers. 

Journal  Editor  Stephen  D.  Ward, 
M.D.,  of  Wheeling  said,  ‘As  Editor 
of  the  West  Virginia  Medical  Jour- 
nal I am  pleased  that  our  readers 
find  the  Journal  such  a source  of 
interest.  As  a member  of  the  Board 
of  Directors  of  the  SMJAB  I am  ad- 
ditionally pleased  that  the  survey 


results  will  lead  to  additional  ad  in- 
come for  all  of  the  participating 
journals.” 

Which  Journal  departments  do 
state  doctors  read  the  most?  The 
departments  listed  in  this  survey 
question  were  scientific  articles, 
editorials,  president’s  page,  WVU 
Medical  Center  News,  and  MU 
School  of  Medicine  News.  The  latter 
is  published  every  other  month. 

In  the  “read  all/most”  category, 
the  largest  group  of  respondents  (44 
per  cent)  read  the  president’s  page, 
followed  by  editorials  (37  per  cent), 
WVU  Medical  Center  News  (31  per 
cent),  scientific  articles  (23  per 
cent),  and  MU  School  of  Medicine 
News  (14  per  cent).  In  the  “read 
selectively”  category,  scientific  ar- 
ticles led  with  72  per  cent  reader- 
ship,  followed  by  editorials  (55  per 
cent),  WVU  page  (53  per  cent), 
president’s  page  (44  per  cent),  and 
MU  page  (43  per  cent). 


Selected  Readership  Survey  Results, 
West  Virginia  Medical  Journal,  1987 


Readership  of  an  average  issue  88% 

Reader  frequency,  4 of  4 issues  72% 
Do  you  want  to  receive/continue  to 


receive  this  Journal 

Yes.  94% 

Average  Reading  time 

35  minutes 

Over  60  minutes 

18% 

Readership  by  departments, 
"all/most”  read 

President’s  Page 

44% 

Editorials 

37% 

WVU  page 

31% 

Scientific  articles 

23% 

MU  page* 

14% 

Readership  by  departments, 
read  “selectively” 

Scientific  articles 

72% 

Editorials 

55% 

WVU  page 

53% 

MU  page* 

43% 

’published  every  other  month 


Six-year  old  Amanda  Hayhurst  of  Far- 
mington was  one  of  four  children  who 
broke  ground  for  West  Virginia’s  com- 
prehensive Cancer  Center  in  Morgan- 
town June  20.  Several  hundred  people 
attended  the  ceremony  launching  the 
center,  which  will  be  a focus  of  cancer 
research,  education  and  specialized 
treatment  for  West  Virginia  and  surroun- 
ding areas. 

Ground  Broken 
For  Cancer  Center 

Ground  was  broken  June  20  for 
West  Virginia’s  comprehensive  Can- 
cer Center  in  Morgantown.  Several 
hundred  people  attended  the  cere- 
mony launching  construction  of  the 
$10  million  Mary  Babb  Randolph 
Cancer  Center,  which  is  part  of  the 
West  Virginia  University  School  of 
Medicine. 

Wielding  gold-painted  shovels  to 
which  blue  and  gold  balloons  were 
attached,  four  children  who  have 
been  treated  by  WVU  pediatric  on- 
cology staff  performed  the  ground- 
breaking. They  then  gave  the 
ceremonial  shovels  to  dignitaries 
present  at  the  ceremony,  including 
former  U.S.  Senator  Jennings  Ran- 
dolph, for  whose  late  wife  the 
(Continued  on  Next  Page) 
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center  is  named,  Senator  Robert 
Byrd,  Governor  Arch  Moore  and 
WVU  President  Neil  Bucklew. 

Governor  Moore  said  the  ground- 
breaking was  “a  beginning  that  all 
of  us  have  dreamed  of. 

“We  are  building  for  another 
generation  of  West  Virginians  this 
morning,”  he  said. 

The  Randolph  Cancer  Center 
will  be  a focus  of  cancer  re- 
search, education,  and  specialized 
treatment  for  West  Virginia  and  the 
Appalachian  region. 

Senator  Byrd,  noting  that  it  was 
West  Virginia  Day,  said,  “Our  ances- 
tors have  added  to  the  resources  of 
our  state.  Now  it  is  our  turn. 

“In  the  years  ahead  the  Cancer 
Center  will  ease  the  suffering  of 
countless  West  Virginians  and  ex- 
tend the  lives  of  untold  cancer  vic- 
tims in  our  state.” 

Senator  Randolph  shared  recollec- 
tions of  his  late  wife,  who  died  of 
cancer  in  1981. 

“She  never  thought  of  herself,”  he 
said,  recalling  her  efforts  to  help  the 
children  of  broken  homes. 

He  spoke  of  her  visits  to  WVU 
when  she  was  a young  woman  and 
her  father  was  a member  of  the 
West  Virginia  Board  of  Governors, 
and  of  her  long  association  with  the 
University. 

“Mary  knew  this  university  and 
many  who  are  here  today,”  he  said. 
“I  know  all  of  you  will  want  to 
remember  her  today,  because  she  is 
here  with  us.” 

Construction  of  the  Cancer  Center 
will  begin  this  fall  and  should  be 
completed  by  summer  1989. 


Cancer;  Magnitude 
Of  The  Problem 

The  Appalachian  region,  which 
includes  West  Virginia,  has  no 
organized  approach  to  cancer 
prevention  or  early  detection  and 
lacks  the  availability  of  specialized 
cancer  care  such  as  is  found  in  Na- 
tional Cancer  Institute  (NCI)- 
designated  cancer  centers.  West 
Virginia  University  said  in  announc- 
ing construction  of  its  new  Mary 


Babb  Randolph  Cancer  Center. 
Though  there  are  55  NCI  cancer 
centers  in  the  United  States,  none  is 
within  a 100-mile  radius  of  West 
Virginia  and  the  Appalachian  region. 
It  is  estimated  that  as  many  as  30 
per  cent  of  West  Virginia  patients 
must  leave  the  state  for  all  or  part  of 
their  care — or  go  without  the  treat- 
ment they  need,  WVU  said. 

According  to  American  Cancer 
Society  estimates  cited  by  WVU: 

• At  least  27,700  West  Virginians 
are  alive  who  have  or  have  had 
cancer. 


West  Virginia’s  Cancer  Center  will 
be  built  on  state  land  adjacent  to 
the  West  Virginia  University’s 
Medical  Center  and  convenient  to 
the  new  Ruby  Memorial  Hospital. 

Most  of  the  construction  costs 
will  be  provided  by  federal  funds. 
Congress  has  appropriated  $8.8 
million,  and  the  1986  West  Virginia 
Legislature  adopted  Governor 
Moore’s  request  of  $2  million  for 
construction  and  programmatic 
support. 

Operating  funds  for  the  Cancer 
Center  will  be  provided  by  research 
grants  and  contracts,  patient 
revenues,  and  state  and  private 
philanthropic  support.  Private  con- 
tributions and  pledges  now  total 
nearly  $600,000. 

An  important  aim  of  the  new 
center  will  be  to  support  the  cancer 
treatment  centers  at  various  loca- 
tions around  the  state,  WVU  said. 
The  area  treatment  centers  play  a 
valuable  role  by  offering  care  in  the 
communities  where  patients  can 
benefit  from  the  support  of  family 
and  friends. 

What  the  area  treatment  centers 
are  to  the  community,  the  new 
Cancer  Center  is  to  the  State  of  West 
Virginia  as  a whole — a place  where 
patients  can  get  the  care  they  need 
without  travelling  far  from  home. 

A secondary  advantage  is  that 
money  spent  on  cancer  care  will  re- 
main in  the  state,  and  West  Virginia’s 


• 7,900  West  Virginians  were  newly 
diagnosed  with  cancer  in  1986. 

• 4,300  West  Virginians  (almost  12 
per  day)  will  die  of  their  cancer 
in  1987. 

• West  Virginia  ranks  13th  in  the 
nation  in  cancer  death  rates,  and 
cancer  is  the  second  leading 
cause  of  death  in  the  state. 

• Approximately  one  third  of  those 
dying  from  their  cancer  might 
have  been  saved  by  earlier  diag- 
nosis and  treatment. 


Cancer  Center  will  bring  in  patients 
from  other  states. 

A statewide  Cancer  Communica- 
tions System  providing  public 
education  and  a toll-free  telephone 
information  service  is  already 
operating,  supported  by  an  $815,000 
contract  from  the  National  Cancer 
Institute. 

The  Cancer  Center  also  will  pro- 
vide advanced  oncology  training  for 
West  Virginia  physicians,  dentists, 
and  other  health  care  professionals 
and  will  support  cancer  education 
for  WVU  students  in  medicine,  nurs- 
ing, dentistry  and  pharmacy. 


Journal  Leads  11 
States  In  Survey 

The  Journal  leads  11  state  medical 
journals  in  average  readership  and 
reader  frequency,  according  to  a 
composite  report  on  the  11  state 
journal  surveys  conducted  last 
spring  (see  story  on  preceding  page) 
which  was  received  as  this  issue  was 
going  to  press.  The  Journal’s 
average  readership  is  88  per  cent, 
and  reader  frequency,  four  of  four 
issues,  72  per  cent  (see  story). 

Average  readership  in  the  other  10 
states  ranged  from  69  per  cent  to  83 
per  cent;  reader  frequency,  from  48 
per  cent  to  66  per  cent.  The  other 
10  states  are:  Georgia,  Kansas,  Ken- 
tucky, Louisiana,  Maryland, 
Michigan,  New  Jersey,  Pennsylvania, 
South  Dakota,  and  Texas. 


Support  Of  Other  Treatment 
Centers  In  State  WVU’s  Aim 
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Continuing 

Education 

Activities 


Here  are  the  continuing  medical 
education  activities  listed  primarily 
by  the  Marshall  University  and  West 
Virginia  University  Schools  of 
Medicine  for  part  of  1987,  as  com- 
piled by  Ernest  W.  Chick,  M.  D.,  MU 
Director  of  Continuing  Medical 
Education;  Robert  E.  Kristofco, 

WVU  Assistant  to  the  Dean/Continu- 
ing Medical  Education;  J.  Zeb 
Wright,  Ph.D.,  Director  of  Continu- 
ing Education  Outreach  and  Com- 
munity Affairs,  WVU  Charleston 
Division;  and  Sharon  Hall,  Director 
of  Continuing  Education,  Charleston 
Area  Medical  Center  (also  in  charge 
of  WVU  Charleston  Division  on- 
campus  CME).  The  schedule  is 
presented  as  a convenience  for 
physicians  in  planning  their  continu- 
ing education  program.  (Other  na- 
tional, state  and  district  medical 
meetings  are  listed  in  the  Medical 
Meetings  Department  of  The 
Journal.) 

The  program  is  tentative  and  sub- 
ject to  change.  It  should  be  noted 
that  weekly  conferences  also  are 
held  on  the  WVU  Morgantown, 
Charleston  and  Wheeling  cam- 
puses. Further  information  about 
CME  activities  may  be  obtained  by 
calling  Doctor  Chick  at  (304) 
696-7018;  Kristofco,  (304)  293-3937; 
Wright,  (304)  347-1243;  and  Hall, 
(304)  348-9580. 

Marshall  University 

Aug.  9-16,  Nags  Head  Beach,  NC,  Com- 
prehensive Control  of  Pain  & Anx- 
iety in  Dentistry  & Medicine 
Sept.  24,  Huntington,  Heiner  Lecture: 
Prevention  of  Substance  Abuse  in 
Women  & Children 
Sept.  25-26,  Huntington,  Health  Issues 
in  Women 

West  Virginia  University 

Aug.  8,  Charleston,  Searching 
Medline — k Guide  for  the  Health 
Professional 


Sept.  4-5,  Morgantown,  Infectious 
Disease  Update 

Sept.  18-19,  Charleston,  Oncology 
Update 

Sept.  25-26,  Morgantown,  Problems  in 
Gastroenterology 

Oct.  2-3,  Morgantown,  Clinical  Issues, 
Geriatric  Care 

Oct.  9,  Morgantown,  Principles  & Prac- 
tices of  Lasers  in  Ophthalmology. 

Oct.  9-10,  Morgantown,  Pediatric 
Oktoberfest 

Oct.  10,  Morgantown,  Eighth  Annual 
Ophthalmology  Conference 

Oct.  14,  Charleston,  Faculty  Research 
Day 

Oct.  15-17,  Morgantown,  13th  Hal 
Wanger  Family  Practice  Conference 

Oct.  30-31,  Morgantown  (Sheraton 
Lakeview)  Diagnostic  Ultrasound 
Update  ’87 

Nov.  6-7,  Morgantown,  Ob-Gyn  Update 
Nov.  14,  Charleston,  Trauma  Seminar 

Nov.  18,  Charleston,  Sport  & Fitness 
Seminar 

Dec.  5,  Charleston,  Hypertension 
Update 

Regularly  Scheduled  Continuing 
Education  Outreach  Programs 
from  WVU  Medical  Center- 
Charleston  Division/CAMC 

Beckley,  Southern  W.  Va.  Clinic,  4th 
Thursday,  5:30  to  7:30  P.  M.  — Aug. 
27,  “Update  Rheumatology,”  William 

L.  Bird,  M.  D. 

Cabin  Creek,  Cabin  Creek  Medical 
Center,  Dawes,  2nd  Thursday,  8-10 
A.  M.  — Aug.  13,  “Non-Parkinson’s 
Movement  Disorders”  (speaker  tba) 

Gassaway,  Braxton  Co.  Memorial 
Hospital,  1st  Wednesday,  7-9  P M. 
— Aug.  5,  “Colonoscopy,”  Joe  White, 

M.  D. 

Greenbrier,  Library,  Greenbrier 
Clinic,  3rd  Tuesday,  4-5  P.  M.  — 
Aug.  18 — (Cancelled.  Participants  to 
attend  State  Medical  Assoc.  Annual 
Meeting  at  the  Greenbrier  Aug.  8-11) 

Madison,  Boone  Memorial  Hospital 
Conference  Room,  2nd  Tuesday,  7-9 
P.  M.  — Aug.  (vacation) 


Oak  Hill,  Plateau  Medical  Center 
(Oyler  Exit,  N 19)  4th  Tuesday, 
7-9  P.  M.  — Aug.  (vacation) 

Summersville,  Summersville 
Memorial  Hospital,  1st  Tuesday, 
6:30-8:30  P.  M.  — Aug.  (vacation) 

Welch,  Stevens  Clinic  Hospital,  3rd 
Wednesday,  12  Noon-2  P.  M.  — 
Aug.  (vacation) 

Sept.  l6,  “Non-Q  Waves  Myocardial 
Infarction,”  Donald  Lilly,  M.  D. 

Whitesville,  Raleigh-Boone  Medical 
Center,  4th  Wednesday,  11  A.  M.- 
1 PM.  — Aug.  (vacation) 

Williamson,  Williamson  Memorial 
Hospital,  1st  Thursday,  6:30-8:30 
PM.  — Aug.  (vacation) 


Women’s  Health 
CME  Program  At  MU 

A combined  program  focusing 
on  health  issues  of  women  will 
be  held  by  Marshall  University 
School  of  Medicine  September 
24-26  in  Huntington  at  the 
Radisson  Hotel. 

The  Thursday,  September  24 
program  at  7:30  P.  M.,  the  Anagene 
Bartram  Heiner  Lectureship,  will 
be  a talk  on  “Prevention  of 
Substance  Abuse  in  Women  and 
Children,”  by  Dr.  Richard  Frances, 
Director,  Resident  Training,  New 
Jersey  College  of  Medicine  and 
Dentistry,  Newark. 

The  full-day  “Health  Issues  in 
Women”  program  Friday  will  be 
for  professionals;  the  half-day 
program  Saturday,  for  lay  persons. 

Papers  will  be  presented  Friday 
by  MU  and  guest  faculty  covering 
the  subjects  of  sex,  fibromyositis, 
genital  tract  infections  of  women, 
alcohol,  suicide,  depression  and 
AIDS  in  women,  post-partum 
anxiety  and  depression, 
osteoporosis,  and  hypertension  and 
obesity  in  women. 

Guest  lecturers  will  include  Judith 
Huffman-Seifer,  Ph.D.,  sex  educator 
and  therapist,  Dayton,  Ohio;  Doctor 
Frances,  and  John  Schwab,  M.  D., 
Professor  and  Chairman,  Depart- 
ment of  Psychiatry,  University  of 
Louisville. 
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William  O.  McMillan,  Jr.,  M.D. 


A number  of  appointments  at 
West  Virginia  University  Medical 
Center,  Charleston  Division,  have 
been  announced. 

Dr.  William  O.  McMillan,  Jr., 
Associate  Vice-President  for  Health 
Sciences,  has  been  elected  Governor 
of  the  West  Virginia  Chapter  of  the 
American  College  of  Physicians,  na- 
tional medical  society  of  internists. 

“I  look  forward  to  my  four-year 
term,”  said  Doctor  McMillan. 
“Whereas  the  Society  in  the  past 
has  tended  to  be  primarily 
honorific,  it  is  becoming  more  in- 
volved in  the  day-to-day  practice  of 
internal  medicine,  bringing  closer 
cooperation  among  physicians.” 

Charleston  native  James  E. 
Mcjunkin,  M.D.  has  been  appointed 
Associate  Professor  and  Chair  of 
WVU  Medical  Center’s  Department 
of  Pediatrics,  Charleston  Division. 

Doctor  Mcjunkin  comes  to 
Charleston  from  the  faculty  of  Har- 
vard Medical  School  and  the 
Children’s  Hospital  of  Boston  where 
he  was  Senior  Staff  Pediatrician  in 
the  Growth  and  Nutrition  Clinic,  a 
comprehensive  child  health 
program. 

After  graduating  Cum  Laude  in 
Psychology  from  Princeton  Universi- 
ty and  receiving  his  M.D.  degree  at 
WVU  Medical  School,  he  completed 
a pediatric  residency  at  Thomas  Jef- 
ferson University  Hospital  in- 
Philadelphia,  followed  by  a Robert 


James  E.  Mcjunkin,  M.D. 


Wood  Johnson  Fellowship  at 
Children’s  Hospital  of  Philadelphia. 

Other  faculty  appointments  at 
WVU  Charleston  Division  are 
Doctors: 

Sherif  G.  Awadalla,  Associate  Pro- 
fessor of  Obstetrics/Gynecology  and 
Chief  of  Reproduction  En- 
docrinology and  Infertility; 

T.  O.  Dickey,  Assistant  Professor 
of  Behavioral  Medicine  and  Co- 
Chief  of  Child  Psychiatry  Program; 

Howard  Gordon,  Associate  Pro- 
fessor of  Obstetrics/Gynecology  and 
specialist  in  Maternal  and  Fetal 
Medicine;  and 

Mark  L.  Phillips,  Associate  Pro- 
fessor of  Medicine  and  Specialist  in 
Rheumatology. 


Papers  Published 

Dr.  Richard  C.  Rashid,  South 
Charleston  ophthalmologist, 
presented  two  papers  at  the  Sym- 
posium on  Cataract,  lOL  and  Refrac- 
tive Surgery  held  by  the  American 
Society  of  Cataract  and  Refractive 
Surgery  in  Orlando,  Florida,  last 
spring. 

The  two  papers  also  were  discuss- 
ed in  two  articles  in  the  June  1 
issue  of  Opthalmology  Times.  The 
June  articles  are  entitled  “Endocap- 
sular  Procedure  Recommended”  and 
“Erasure  Cautery  of  Conjunctiva 
Can  Facilitate  Flap  Formation.” 


O 

O 

J-U  Poetry 
y Corner 

Magic  Of  The  Mountains 

The  beauty  of  the  mountains 
Works  its  magic  spell  on  me, 

For  when  I’m  gone  for  very  long 
I miss  their  majesty 
And  long  to  see  the  ridges 
Rising  to  the  sky 

Tree-covered  green  to  autumn-hued, 
Then  barren  brown  in  winter  lie, 
And  once  again  to  green. 

No  boredom  here. 

This  never-ending  cycle  brings 
No  single-seasoned  year, 
fust  the  magic  of  the  changing 
mountains. 

Changeless  still.  I’d  like  to  see 
Them  work,  just  one  more  time, 
Their  magic  spell  on  me. 

E.  Leon  Linger,  M.D. 
Clarksburg 


Deserts 

Who  stands  up  for  a tree 
As  sun  scorches  the  sap  from  its 
roots 

Through  the  tips  of  its  branches 
Pale  as  your  tense  hand? 

Why  should  I cry 

That  the  drought  is  unjust 

Treatment  of  the  victim  tree? 

Does  anyone  bring  it  water, 

Of  all  the  ailing  trees. 

And  show  it  tenderness? 

I have  flailed  against  my  drought. 
Believing  I would  drop  tears  on 
you 

Would  your  pain  be  ended. 

But  my  medicine  is  stronger. 

My  scalpel  glistens. 

Anesthesia  will  ease  you 
From  this  desert  as  the  lights 
That  will  make  your  blood  shine 
On  my  glove 

Scorch  my  roots  and  make  me  dry. 

Harriet  A.  Squier,  M.D. 
Clarksburg 


We  request  physician  contributions  to 
Poetry  Comer. 


WVU  Charleston  Appointments  Named 


390  WEST  VIRGINIA  MEDICAL  JOURNAL 


CAMC,  WVU  Doctors  Receive  Awards 


Charleston  Area  Medical  Center 
and  WVU  Medical  Center  physicians 
were  recognized  at  a recent  Awards 
Night  at  the  Charleston  Division. 
Vice-Chair  and  Professor  of 
Medicine’s  Dr.  Warren  Point  received 
both  the  Medical  Education  and  the 
Clinician  of  the  Year  awards. 

Other  faculty  and  attending  physi- 
cians honored  included  Drs.  Veena 
Bhanot,  recipient  of  the  Department 
of  Behavioral  Medicine’s  Daniel  D. 
Upthegrove  Award;  Badshah  Wazir, 
Family  Medicine’s  Faculty  Recogni- 
tion Award;  William  H.  Carter,  Inter- 
nal Medicine’s  Clinician  of  the  Year 
Award;  Bobby  Lee  Caldwell, 
Obstetrics-Gynecology’s  Teacher  of 
the  Year;  J.  Michael  Waldeck, 
Pediatrics’  Attending  of  the  Year; 
Daniel  S.  Foster,  Eric  Mantz  and  S. 
Willis  Trammel,  Surgery’s  Vincent 
Von  Kern  Award;  and  William  O. 
McMillan,  Jr,  and  Mr.  Robert  Savage, 
the  Department  of  Pediatrics’ 
Recognition  Award. 

Residents  recognized  at  the 
ceremony  included  Drs.  William  R. 
Sims,  the  Chief  Resident  Award; 
Medard  LeFevre,  the  Frank  Netter 


Relative  Of  Late 
Editor  Dies  In  S.C. 

Dr.  Harold  S.  Pettit  of  Charleston, 
South  Carolina,  a native  of  Weston, 
died  in  Charleston  June  18.  He  was 
73. 

Doctor  Pettit,  who  was  Chairman 
of  the  Roper  Hospital  Foundation 
and  Director  of  Radiology  there,  is 
survived  by  Mrs.  George  F.  Evans  of 
Clarksburg,  whose  late  husband  was 
a former  editor  of  The  West  Virginia 
Medical  Journal. 

Doctor  Petit  was  graduated  from 
West  Virginia  University,  attended 
the  former  two-year  medical  school 
there,  and  received  his  M.  D.  degree 
from  Northwestern  University 
Medical  School  in  Chicago.  He  in- 
terned at  Ohio  Valley  General 
Hospital  in  Wheeling  and  served 
residencies  in  pathology  and 
radiology  at  Roosevelt  Hospital  in 
New  York  City. 

He  had  been  a member  of  the 
Roper  Hospital  staff  for  38  years. 


/Ciba-Geigy  Award;  Cynthia  Sims, 
the  OB/GYN  “Good  Hands”  Award; 
and  Michael  D.  Hall,  the  House  Staff 
Award. 

Residents  selected  by  third-year 
students  for  their  “excellence  in 
teaching”  were  Drs.  Deborah  L. 
Hogan,  Donald  F.  Bias,  James  J.  Pet- 
tit, MaryAnn  J.  Kaveski,  Jerry  L. 
Frame,  S.  Patrick  Stuart,  and  An- 
thony T.  Burnett. 

Residents  receiving  prizes  for  their 
original  research  were  Drs.  Bruce  A. 
Hoak,  Thomas  A.  Murphy,  Randall  J. 
Hill,  Mark  Bates,  Edwin  S. 

Draughon,  Cynthia  C.  Sims,  Elbert 
G.  Warren,  Jeffrey  S.  Neal,  and  R. 
Michael  Simpkins. 

Students  receiving  research  prizes 
were  Anne  McBride  and  David 
Vaziri,  both  third-year  students. 

The  Dean’s  Prizes  went  to  the 
most  outstanding  residents  within 
each  department.  Winners  were  Drs. 
Jack  E.  Matteson,  Cynthia  C.  Sims, 
Susan  L.  Cavender,  Anthony  L. 

Burke,  Thomas  J.  Murphy,  Christeta 
Ty  Ancog,  and  Don  E.  Skaff. 


Chairman  of  the  Department  of 
Radiology  at  the  Medical  University 
of  South  Carolina  from  1951-71,  and 
was  a past  President  of  the  Medical 
Society  of  South  Carolina. 

Also  surviving  are  the  wife,  Cor- 
inne  Neely  Pettit,  and  another  sister, 
Mrs.  Robert  H.  McLean  of  Alexan- 
dria, Virginia. 


Ophthalmologists 
Plan  Lasers  Course 

“Principles  and  Practices  of  Lasers 
in  Ophthalmology,”  a course 
presented  by  the  West  Virginia 
University  Department  of 
Ophthalmology  in  conjunction  with 
its  Eighth  Annual  Ophthalmology 
Conference,  will  be  held  Friday,  Oc- 
tober 9,  at  Sheraton-Lakeview  Resort 
and  Conference  Center  in 
Morgantown. 

Visiting  Professor  will  be  J. 

Donald  Gass,  M.D.,  of  Bascom  Eye 
Institute  in  Miami,  Florida. 


8-11 — 120th  Annual  Meeting,  WV  State 
Medical  Assoc,  White  Sulphur  Springs. 
28-30 — State  of  the  Art  Management  of 
ALS:  Exploring  Current  Techniques,  Issues, 
& Solutions,  a Conference  for  Health  Care 
Professionals,  San  Francisco. 

28-Sept.  2— World  Conference  on  Health 
Education,  Houston,  TX. 

September 

10-11 — Am.  Society  for  Parenteral  & Enteral 
Nutrition  (1987  Postgraduate  Course), 
Chicago. 

14-17 — AAFP,  San  Francisco. 

16-19 — Am.  Thyroid  Assoc,  Washington, 
DC. 

October 


9 — Lasers  in  Ophthalmology  (WVU  Dept, 
of  Ophthalmology),  Morgantown. 

9- 10 — Office  Managers  Assoc,  of  Health 
Care  Providers,  Parkersburg. 

10-  WVU  Dept,  of  Ophthalmology  Con- 
ference, Morgantown. 

11- I6 — Am.  College  of  Surgeons,  San 
Francisco. 

15-18 — Am.  Society  of  Internal  Medicine, 
Washington,  DC. 

18-23 — Am.  Congress  of  Rehabilitation 
Medicine. 

21-25 — Am.  Academy  of  Child  Psychiatry, 
Washington,  DC. 

26-28 — Am.  College  of  Gastroenterology, 
Dallas. 

26- 30 — Am.  College  of  Chest  Physicians, 
Atlanta. 

27- Nov.  1 — Am.  Medical  Women’s  Assoc., 
Orlando,  Fla. 

November 


1-4 — Southern  Medical  Assoc,  San  Antonio. 

1988 

January 

22-24 — 21st  Mid-Winter  Clinical  Con- 
ference, Charleston. 

31 — Feb.  3 — Southeastern  Surgical  Con- 
gress, Orlando,  Fla. 

For  More  Information  . . . 

Contact  The  Journal  for  additional 
information  about  most  of  the  above 
meetings.  Call  (304)  925-0342. 
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WVU  Medical 
Center  News 


yc 


West  Virginia 
University 


46  Promoted 
Or  Granted  Tenure 

Of  121  faculty  members  at  WVU 
who  have  been  promoted  or 
granted  tenure,  46  are  in  the  School 
of  Medicine. 

The  grants,  effective  immediately 
and  approved  by  the  West  Virginia 
Board  of  Regents,  were  announced 
by  John  E.  Jones,  M.D.,  WVU  Vice- 
President  for  Health  Sciences. 

Those  in  the  School  of  Medicine 
promoted  or  granted  tenure,  or 
both,  include: 

Firas  H.  Al-Kawas,  Associate  Pro- 
fessor, Medicine;  Carolyn  E.  Barnes, 
Professor,  Physical  Therapy;  Steven 
M.  Barnett,  Associate  Professor, 
Radiology  - SM;  Frederick  Blum, 
Assistant  Professor,  Surgery;  Mark  A. 
Borsch,  Assistant  Professor,  Medicine 
- SM;  Nyles  W.  Charon,  Professor, 
Microbiology;  Richard  D.  Dey, 
Associate  Professor,  Anatomy,  with 
tenure;  Arlene  Fedder,  Associate  Pro- 
fessor, Medicine,  granted  tenure; 
Thomas  E.  Finucane,  Associate  Pro- 
fessor, Medicine;  Michael  D.  Franzen, 
Associate  Professor,  Behavioral 
Medicine  and  Psychiatry;  Ronald  D. 
Gaskins,  Associate  Professor, 
Medicine,  granted  tenure; 

Robert  Gustafson,  Associate  Pro- 
fessor, Surgery;  William  Koss, 
Associate  Professor,  Pathology  - SM; 
Gregory  A.  Kujala,  Assistant  Pro- 
fessor, Medicine  - SM;  Orestes  A. 
Martinez,  Professor,  Anesthesiology  - 
SM;  Anthony  J.  Murgo,  Professor, 
Medicine;  J.  Vernon  Odom, 

Associate  Professor,  Ophthalmology, 
with  tenure; 

Kenneth  J.  Ramey,  Associate  Pro- 
fessor, OB/GYN,  granted  tenure;  Jack 
E.  Riggs,  Professor,  Neurology; 
Robert  A.  Ringel,  Assistant  Professor, 
Neurology;  Franklin  G.  Schiebel, 
Associate  Professor,  Anesthesiology  - 
SM;  Jeannine  Strobl,  Assoeiate  Pro- 
fessor, Pharmacology  and  Tox- 
icology, with  tenure;  Ronald  A. 
Swanson,  Associate  Professor, 
Pathology  - SM;  Roger  C.  Toffle, 
Associate  Professor,  OB/GYN  - SM; 
and  Deborah  A.  Willard,  Associate 
Professor,  Radiology  - SM; 


(Clin ical  Appointments) — 
Constantino  Amores,  Clinical  Pro- 
fessor, Neurosurgery;  J.  Elliott 
Blaydes,  Clinical  Professor,  Ophthal- 
mology; Clinton  A.  Briley,  Clinical 
Associate  Professor,  Radiology 
(CAMC);  Kiiren  S.  Caple,  Clinical 
Assistant  Professor,  Radiology 
(CAMC);  Robert  J.  Clubb,  Clinical 
Associate  Professor,  Neurosurgery; 
Ronald  E.  Cordell,  Clinical  Associate 
Professor,  Radiology  (CAMC); 

Donald  Farmer,  Clinical  Associate 
Professor,  Medicine;  Michael  O. 
Fidler,  Clinical  Associate  Professor, 
Orthopedic  Surgery;  William  G. 
Hayes,  Clinical  Professor,  Radiology 
(CAMC);  Luna  S.  Iskander,  Clinical 
Assistant  Professor,  Pediatrics; 
Donald  Koppel,  Clinical  Professor, 
Medicine;  Marcel  G.  Lambrechts, 
Clinical  Associate  Professor, 
Pediatrics; 

Thompson  E.  Pearcy,  Clinical 
Associate  Professor,  OB/GYN;  James 
T.  Smith,  Clinical  Professor,  Radi- 
ology (CAMC);  Samuel  Strickland, 
Clinical  Professor,  Ophthalmology; 
Gabriel  Szego,  Clinical  Associate 
Professor,  Medicine;  Ernesto 
Tanguilig,  Clinical  Associate  Pro- 
fessor, Radiology  (CAMC);  H.  Alex- 
ander Wanger,  Clinical  Associate 
Professor,  OB/GYN;  Edward  R. 
Wheatly,  Clinical  Professor,  Radi- 
ology (CAMC);  Loraine  T.  Withersty, 
Clinical  Professor,  OB/GYN;  and  A. 
Don  Wolff,  Clinical  Associate  Pro- 
fessor, Radiology  (CAMC). 

Note:  SM  after  a title  indicates  that 
person  is  not  on  tenure  track. 


Desperate  Need 
For  Donor  Organs 

The  death  last  Spring  of  seven- 
year-old  Ronnie  DeSillers  in  a Pitts- 
burgh hospital  as  he  awaited  a 
donated  liver  for  transplant  focused 
national  attention  on  the  desperate 
need  for  donor  organs. 

“The  need  is  tremendous,  yet  cur- 
rently few  organs  become  available,” 
said  Howard  Kaufman,  Chair  of  the 
Neurosurgery  Department. 

Doctor  Kaufman  organized  a re- 
cent conference  on  pediatric  brain 


death  and  tissue  and  organ  dona- 
tion, the  first  public  discussion  of 
the  topic.  The  conference,  held  in 
Washington,  D.C.,  brought  together 
not  only  medical  specialists  in  such 
areas  as  pediatric  neurosurgery, 
neurology,  intensive  care  and  trans- 
plant surgery  but  also  theologians, 
lawyers,  ethicists,  economists  and 
government  officials  to  discuss  this 
complex  and  difficult  subject. 

“Over  the  past  20  years  the  sub- 
ject of  brain  death  has  assumed  in- 
creased importance — a person  may 
have  died  and  yet  modern 
technology  can  support  the  heart- 
beat for  long  periods,”  Doctor  Kauf- 
man said,  “The  brain  dies  but  other 
organs  can  continue  to  function. 
Such  organs  are  well-suited  for 
transplantation  because  they  can  be 
removed  and  transported  under  op- 
timum conditions.” 

While  studies  of  brain  death  have 
led  to  a search  for  better  criteria  for 
diagnosing  death  in  adults,  the  sub- 
ject as  it  applies  to  children  has 
been  addressed  only  in  the  last  few 
years,  he  added. 

The  number  of  children  who  suf- 
fer brain  death  each  year  also  is  not 
known,  but  the  total  number  in- 
cluding both  adults  and  children  is 
approximately  20,000.  The  majority 
result  from  aecidents,  strokes,  and 
anoxia  caused  by  cardiac  arrest. 

Shortage  of  Donations 

While  the  number  of  donated 
organs  has  been  increasing,  it  has 
not  kept  pace  with  the  number  of 
transplants  medical  progress  has 
made  possible. 

“It’s  been  estimated  that  3,000 
children  under  the  age  of  one  die 
each  year  of  congenital  diseases  of 
the  heart  and  liver.  A great  number 
of  these  children — and  other 
children  with  serious  diseases — 
could  be  saved,  but  small  organs 
from  children  who  suffer  brain 
death  are  required,”  he  said. 

A major  reason  for  the  shortage 
of  donated  children’s  organs  has 
been  the  reluctance  of  physicians  to 
approach  grieving  parents  with  the 
proposal.  Doctor  f^ufman  said  such 
reluctance  is  not  well-founded. 
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Quorum.  We  Are  Everywhere 
You  Need  Us  In  West  Virginia! 


Quorum  is  an  authorized  distributor  and  service  outlet  for 
the  finest  business  equipment  made.  From  A.B.  Dick  to  Zenith, 
we  represent  many  of  the  world’s  best  known  machines  for 
business. 

Our  sales  and  service  staffs  are  located  in  a network 
throughout  the  market  area  we  serve.  As  the  map  illustrates,  we 
cover  the  state  of  West  Virginia  as  well  as  portions  of  adjoining 
states. 

Responsive?  Our  30  factory  trained  technicians  are  prepared 
to  answer  your  service  requests  within  8 working  hours.  With 
an  average  of  over  8 years  of  experience  each,  they  bring  you  a 
wealth  of  operational  support  and  service  expertise.  And  over 
90%  of  the  time,  your  service  technician  has  the  machine  part 
available  to  supply  your  needs  on  the  spot. 

Call  us  and  experience  our  commitment  to  customer  service. 

1-800-642-8585  in  West  Virginia 
1-800-624-8514  outside  West  Virginia 


"^Quorum 

MACHINES  FOR  BUSINESS 


Quorum  Corporation 
515  Hurricane  Creek  Road 
Hurricane,  WV  25526 


Parkersburg  Office 
3000  Seventh  Street 
Parkersburg,  WV  26102 


A.B.  Dick  • C.P.  Bourg  • IBM  • Kroy  • Rapicom 

Ricoh  • Scriptomatic  • Syntrex  • Velo  Bind  • Zenith 


MU  School  OF 
Medicine  News 


MU  Receives  $1.4  Million 
AIDS  Vaccine-Testing  Grant 


MU  School  of  Medicine  is  receiv- 
ing a 5?  1.4  million  National  Institutes 
of  Health  contract  to  test  potential 
AIDS  vaccines. 

Marshall  is  one  of  only  six  centers 
the  NIH  has  approved  to  begin 
testing  AIDS  vaccines  in  humans. 

The  other  centers  are  Johns 
Hopkins  University,  The  University 
of  Maryland,  the  University  of 
Rochester,  Baylor  College  of 
Medicine  and  Vanderbilt  University. 

“The  AIDS  problem  is  a national 
and  international  crisis,  and  we’re 
proud  to  be  among  those  working 
toward  a solution,”  said  Marshall 
President  Dale  F.  Nitzschke. 

Focus  on  Low-Risk  Group 

Early  testing  will  focus  on  people 
who  are  not  in  high-risk  groups  for 
AIDS,  according  to  Dr.  Robert  B. 
Belshe,  who  will  direct  the  program 
at  Marshall.  This  makes  volunteers 
from  places  like  Huntington 
especially  important,  he  added. 

“Huntington  is  a very  typical, 
medium-sized  community,”  he  said. 
“The  average  person  here  has  not 
been  exposed  to  AIDS  and  is  not  in 
a high-risk  group.” 

Doctor  Belshe  said  researchers 
hope  to  find  out  whether  the  pro- 
posed vaccines  will  help  healthy 
people  develop  antibodies  to  protect 
them  against  the  disease.  If  the  pro- 
posed vaccines  show  promise, 
researchers  will  go  on  to  find  out 
how  much  vaccine  is  needed  to 
provide  protection. 

He  said  he  has  talked  to  several 
students  who  have  expressed  in- 
terest in  learning  more  about  the 
vaccine.  “For  the  early  studies,  we’re 
looking  for  volunteers  who  have 
some  knowledge  of  the  way  an- 
tibodies work,”  he  said. 

Doctor  Belshe  cautioned  against 
over-optimism.  “Most  scientists 


agree  that  it  will  be  years  before  we 
have  a fully  approved  and  tested 
AIDS  vaccine,”  he  said.  “Even  then, 
we’re  talking  about  something 
designed  to  prevent  the  disease,  not 
something  that  will  cure  it.  The  vac- 
cines we  will  study  are  ones  that 
have  shown  some  promise,  but  we 
still  have  a long  way  to  go.” 

Safety  Procedure 

Testing  will  not  begin  until  the 
Food  and  Drug  Administration 
reviews  safety  data  for  proposed 
vaccines  and  approves  them  for 
human  testing.  This  safety  data  also 
will  be  reviewed  at  the  local  level. 
Doctor  Belshe  added.  For  maximum 
safety,  the  proposed  vaccines  use 
only  parts  of  the  AIDS  virus,  not 
the  whole  virus. 

“There  is  no  possibility  of  getting 
AIDS  from  these  vaccines,”  he  said. 

In  addition,  volunteers  for  the 
study  will  be  carefully  screened  to 
make  sure  their  immune  systems 
function  properly  and  that  they 
have  not  been  exposed  to  AIDS. 

“Because  AIDS  is  so  serious, 
scientists  are  proceeding  with  the 
utmost  caution,”  Doctor  Belshe  said. 

Three-Phase  Program 

The  government’s  testing  program 
is  divided  into  three  phases.  Mar- 
shall will  participate  in  the  first  two: 

Phase  One— To  find  out  whether 
proposed  vaccines  do  help  people 
produce  antibodies  (only  people 
who  are  not  in  high-risk  groups  will 
be  tested  during  this  phase); 

Phase  Two— To  find  out  the  pro- 
per dosage  levels  for  the  vaccines. 

The  third  phase,  designed  to  find 
whether  the  vaccines  actually  pre- 
vent AIDS,  will  be  conducted  in  ma- 
jor cities  with  large  populations  of 
people  in  high-risk  groups. 


Doctor  Baur  Named 
To  Executive  Post 

Dr.  Jack  H.  Baur  assumed  addi- 
tional responsibilities  and  became 
Executive  Associate  Dean  for  the 
School  June  1,  Dean  Lester  R. 

Bryant  has  announced. 

Doctor  Baur,  Associate  Dean  for 
Clinical  Affairs  since  1982,  now  is 
authorized  to  act  on  the  dean’s 
behalf  in  making  decisions  and 
overseeing  projects.  He  will  con- 
tinue to  coordinate  the  School’s 
residency  program. 

The  new  role  was  needed  to  keep 
the  School  of  Medicine  efficient  and 
responsive.  Doctor  Bryant  said. 
“Decisions  are  needed  constantly, 
and  projects  can’t  grind  to  a halt  if 
I’m  not  available  to  make  them.” 
With  Doctor  Baur  authorized  to 
make  those  decisions,  we  can  keep 
things  flowing  more  smoothly. 

“Doctor  Baur’s  knowledge  of  the 
school  and  the  local  medical  com- 
munity make  him  an  ideal  person 
for  the  job,”  Dean  Bryant  added. 

“He  has  earned  the  confidence  of 
School  of  Medicine  faculty,  other 
Marshall  administrators,  the  local 
medical  community,  and  our 
government  leaders.” 

Doctor  Baur,  a hematologist/on- 
cologist, has  practiced  in  Hun- 
tington since  1955.  He  spent  11 
years  as  part  of  the  Huntington  In- 
ternal Medicine  Group. 

He  is  a Eellow  of  the  American 
College  of  Physicians  and  was  that 
group’s  state  Governor  from  1970  to 
1975.  He  also  is  a member  of  several 
other  professional  organizations,  in- 
cluding the  medical  honorary  Alpha 
Omega  Alpha. 


Compiled  from  material  furnished  by  the  Of- 
fice of  University  Relations,  Marshall 
University. 
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Before  prescribing,  see  complete  prescribing  information  in  SK&F  CO. 
literature  or  PDR.  The  following  is  a brief  summary. 


* 


WARNING 

This  drug  is  not  indicated  for  Initial  therapy  of  edema  or  hyperten- 
sion. Edema  or  hypertension  requires  therapy  titrated  to  the  individual. 
If  this  combination  represents  the  dosage  so  determined,  its  use 
may  he  more  convenient  in  patient  management.  Treatment  of  hyper- 
tension and  edema  is  not  static,  but  must  be  reevaluated  as  con- 
ditions in  each  patient  warrant. 


Contraindications:  Concomitant  use  with  other  potassium-sparing  agents 
such  as  spironolactone  or  amiloride.  Further  use  in  anuria,  progressive 
renal  or  hepatic  dysfunction,  hyperkalemia.  Pre-existing  elevated  serum 
potassium.  Hypersensitivity  to  either  component  or  otner  sulfonamide- 
derived  drugs. 

Warnings:  Do  not  use  potassium  supplements,  dietary  or  otherwise, 
unless  hypokalemia  develops  or  dietary  Intake  of  potassium  is  markedly 
impaired.  If  supplementary  potassium  is  needed,  potassium  tablets 
should  not  be  used.  Hyperkalemia  can  occur,  and  has  been  associated 
with  cardiac  irregularities.  It  is  more  likely  in  the  severely  ill.  with  urine 
volume  less  than  one  liter/day,  the  elderly  and  diabetics  with  suspected 
or  confirmed  renal  insufficiency.  Periodically,  serum  K+  levels  should  be 
determined.  If  hyperkalemia  develops,  substitute  a thiazide  alone,  restrict 
K+  intake  Associated  widened  ORS  complex  or  arrhythmia  requires 
prompt  additional  therapy.  Thiazides  cross  the  placental  barrier  and 
appear  in  cord  blood.  Use  in  pregnancy  requires  weighing  anticipated 
benefits  against  possible  hazards,  includihg  fetal  or  neonatal  jaundice, 
thrombocytopenia,  other  adverse  reactions  seen  in  adults.  Thiazides 
appear  and  triamterene  may  appear  in  breast  milk.  If  their  use  is  essential, 
the  patient  should  stop  nursing.  Adequate  information  on  use  in  children 
Is  not  available.  Sensitivity  reactions  may  occur  in  patients  with  or  with- 
out a history  of  allergy  or  bronchial  asthma.  Possible  exacerbation  or 
activation  of  systemic  lupus  erythematosus  has  been  reported  with 
thiazide  diuretics. 

Precautions:  The  bioavailability  of  the  hydrochlorothiazide  component  of 
Dyazide’  is  about  50%  of  the  bioavailability  of  the  single  entity. 
Theoretically,  a patient  transferred  from  the  single  entities  of  triamterene 
and  hydrochlorothiazide  may  show  an  increase  in  blood  pressure  or  fluid 
retention.  Similarly,  it  is  also  possible  that  the  lesser  hydrochlorothiazide 
bioavailability  could  lead  to  increased  serum  potassium  levels.  However, 
extensive  clinical  experience  with  'Dyazide'  suggests  that  these  conditions 
have  not  been  commonly  observed  in  clinical  practice.  Angiotensin- 
converting enzyme  (ACE)  inhibitors  can  elevate  serum  potassium;  use 
with  caution  with  Dyazide'.  Do  periodic  serum  electrolyte  determinations 
(particularly  important  in  patients  vomiting  excessively  or  receiving 
parenteral  fluids,  and  during  concurrent  use  with  amphotericin  B or 
corticosteroids  or  corticotropin  [ACTH]).  Periodic  BUN  and  serum 
creatinine  determinations  should  be  made,  especially  in  the  elderly, 
diabetics  or  those  with  suspected  or  confirmed  renal  insufficiency. 
Cumulative  effects  of  the  drug  may  develop  in  patients  with  impaired  renal 
function.  Thiazides  should  be  used  with  caution  in  patients  with  impaired 
hepatic  function.  They  can  precipitate  coma  in  patients  with  severe  liver 
disease.  Observe  regularly  for  possible  blood  oyscrasias,  liver  damage, 
other  idiosyncratic  reactions.  Blood  dyscrasias  have  been  reported  in 
patients  receiving  triamterene,  and  leukopenia,  thrombocytopenia, 
agranulocytosis,  and  aplastic  and  hemolytic  anemia  have  been  reported 
with  thiazides.  Thiazides  may  cause  manifestation  of  latent  diabetes 
mellitus.  The  effects  of  oral  anticoagulants  may  be  decreased  when 
used  concurrently  with  hydrochlorothiazide;  dosage  adjustments  may  be 
necessary.  Clinically  insignificant  reductions  in  arterial  responsiveness 
to  norepinephrine  have  been  reported.  Thiazides  have  also  been  shown  to 
increase  the  paralyzing  effect  of  nondepolarizing  muscle  relaxants  such 
as  tubocurarine.  Triamterene  is  a weak  folic  acid  antagonist.  Do  periodic 
blood  studies  in  cirrhotics  with  splenomegaly.  Antihypertensive  effects 
may  be  enhanced  in  post-sympathectomy  patients.  Use  cautiously  in 
surgical  patients.  Triamterene  has  been  found  in  renal  stones  in  associa- 
tion with  the  other  usual  calculus  components.  Therefore,  'Dyazide' 
should  be  used  with  caution  in  patients  with  histories  of  stone  formation. 
A few  occurrences  of  acute  renal  failure  have  been  reported  in  patients 
on  'Dyazide'  when  treated  with  indomethacin.  Therefore,  caution  is 
advised  in  administering  nonsteroidal  anti-inflammatory  agents  with 
'Dyazide',  The  following  may  occur;  transient  elevated  BUN  or  creatinine 
or  both,  hvperglycemia  and  glycosuria  (diabetic  insulin  requirements  may 
be  alteree),  hyperuricemia  ano  gout,  digitalis  intoxication  (in  hypokalemia), 
decreasing  alkali  reserve  with  possible  metabolic  acidosis.  'Dyazide' 
interferes  with  fluorescent  measurement  of  quinidine.  Hypokalemia  is 
uncommon  with  'Dyazide'.  but  should  it  develop,  corrective  measures 
should  be  taken  such  as  potassium  supplementation  or  increased  dietary 
intake  of  potassium-rich  foods.  Corrective  measures  should  be  instituted 
cautiously  and  serum  potassium  levels  determined.  Discontinue  correc- 
tive measures  and  'Dyazide'  should  laboratory  values  reveal  elevated 
serum  potassium.  Chloride  deficit  may  occur  as  well  as  dilutional 
hyponatremia.  Concurrent  use  with  chiorpropamide  may  increase  the  risk 
of  severe  hyponatremia.  Serum  FBI  levels  may  decrease  without  signs 
of  thyroid  disturbance.  Calcium  excretion  is  decreased  by  thiazides. 
'Dyazide'  should  be  withdrawn  before  conducting  tests  for  parathyroid 
function.  Thiazides  may  add  to  or  potentiate  the  action  of  other  anti- 
hypertensive drugs.  Diuretics  reduce  renal  clearance  of  lithium  and 
increase  the  risk  of  lithium  toxicity. 

Adverse  Reactions:  Muscle  cramps,  weakness,  dizziness,  headache, 
dry  mouth;  anaphylaxis,  rash,  urticaria,  photosensitivity,  purpura,  other 
dermatological  conditions;  nausea  and  vomiting,  diarrhea,  constipation, 
other  gastrointestinal  disturbances;  postural  hypotension  (may  be 
aggravated  by  alcohol,  barbiturates,  or  narcotics).  Necrotizing  vasculitis, 
paresthesias,  icterus,  pancreatitis,  xanthopsia  and  respiratory  distress 
including  pneumonitis  and  pulmonary  edema,  transient  blurred  vision, 
sialadenitis,  and  vertigo  have  occurred  with  thiazides  alone.  Triamterene 
has  been  found  in  renal  stones  in  association  with  other  usual  calculus 
components.  Rare  incidents  of  acute  interstitial  nephritis  have  been 
reported.  Impotence  has  been  reported  in  a few  patients  on  'Dyazide', 
although  a causal  relationship  has  not  been  established. 

Supplied;  ‘Dyazide’  is  supplied  as  a red  and  white  capsule,  in  bottles  of 
1000  capsules;  Single  Unit  Packages  (unit-dose)  of  100  (intended  for 
institutional  use  only);  in  Patient-Pak™  unit-of-use  bottles  of  100. 
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Well-cofitrolled  clinical  trials  confirm: 

ZANTAC  150  mg  h.s.  significantly  superior  to 
cimetidine  400  mg  h.s.  for  maintenance  therapy 
in  healed  duodenal  ulcers. 


Percent  of  patients  ulcer-free  after  1 year  of  therapy 


ZANTAC  QA 

150  mg  h.s.  (n  = 60) 

%* 

1 

cimetidine  1^7% 

400  mg  h.s.  (n  = 66)  J/ 

ZANTAC 

77% 

150  mg  h.s.  (n  = 243) 

cimetidine 

400  mg  h.s.  (n  = 241) 

All  patients  were  permitted  prn  antacids  for  relief  of  pain. 

Adapted  from  Silvis’  and  Gough^ 

These  two  trials’-^  used  the  currently  recommended  dosing  regimen  of 
cimetidine  (400  mg  h.s.)  and  ranitiaine  (150  mg  h.s.).  A comparison  of 
other  dosing  regimens  hos  not  been  studied. 

The  studied  dosing  regimens  are  not  equivalent  with  respect  to  the 
degree  and  duration  of  acid  suppression  or  suppression  of  nocturnal 
acid. 

The  superiority  of  ranitidine  over  cimetidine  in  these  trials  indicates  that 
the  dosing  regimen  currently  recommended  for  cimetidine  is  less  likely 
to  be  as  successful  in  maintenance  therapy. 


*P=0.01  I P=  0.0004  % life-table  estimates 


Zantacwohs 

ranitidine  HCI/Glaxo  150  mg  tablets 


Glaxo/<Si 


See  next  page  for  references  and  Brief  Summary  of  Product  Information. 
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ZANTACM50  Tablets  BRIEF  SUMMARY  OF 

(ranitidine  hydrochloride)  PRODUCT  INFORMATION 

ZANTAC^aOO  Tablets 
(ranitidine  hydrochloride) 

The  following  is  a brief  summary  only.  Before  prescribing,  see  complete  prescribing 
information  in  ZANTAC*  product  labeling. 

INDICATIONS  AND  USAGE;  ZANTAC'  is  indicated  m ; 

1 . Short-term  treatment  of  active  duodenal  ulcer.  Most  patients  heal  within  four 
weeks. 

2.  Maintenance  therapy  for  duodenal  ulcer  patients  at  reduced  dosage  after 
healing  of  acute  ulcers. 

3.  The  treatment  of  pathological  hypersecretory  conditions  (eg,  Zollinger- 
Ellison  syndrome  ond  systemic  mostocytosis). 

4.  Short-term  treatment  of  active,  benign  gastric  ulcer.  Most  patients  heal 
within  six  weeks  and  the  usefulness  of  further  treatment  has  not  been  demonstrated. 

5.  Treatment  of  gastroesophageal  reflux  disease  (GERD).  Symptomatic 
relief  commonly  occurs  within  one  or  two  weeks  after  starting  therapy  and  is  main- 
tained throughout  a six-week  course  of  therapy. 

In  active  duodenal  ulcer;  active,  benign  gastric  ulcer;  hypersecretory  states;  and 
GERD,  concomitant  antacids  should  be  given  as  needed  for  relief  of  pain. 
CONTRAINDICATIONS:  ZANTAC*  is  contraindicated  for  patients  known  to 
have  hypersensitivity  to  the  drug. 

PRECAUTIONS:  Symptomatic  response  to  ZANTAC*  therapy  does  not  preclude 
the  presence  of  gastric  malignancy. 

Since  ZANTAC  is  excreted  primarily  by  the  kidney,  dosage  should  be  adjusted  in 
patients  with  impaired  renal  function  (see  DOSAGE  AND  ADMINISTRATION). 
Caution  should  be  observed  in  patients  with  hepatic  dysfunction  since  ZANTAC  is 
metabolized  in  the  liver 

Folse-positive  tests  for  urine  protein  with  Multistix*  may  occur  during  ZANTAC 
therapy,  and  therefore  testing  with  sulfosalicylic  acid  is  recommended. 

Although  recommended  doses  of  ZANTAC  do  not  inhibit  the  action  of  cytochrome 
P-450  enzymes  in  the  liver,  there  hove  been  isolated  reports  of  drug  interactions 
which  suggest  that  ZANTAC  may  affect  the  bioavailability  of  certain  drugs  by  some 
mechanism  as  yet  unidentified  (eg,  a pH-dependent  effect  on  absorption  or  a 
change  in  volume  of  distribution). 

Lack  of  experience  to  date  precludes  recommending  ZANTAC  for  use  in  children 
or  pregnant  patients.  Since  ZANTAC  is  secreted  in  human  milk,  caution  should  be 
exercised  when  odministered  to  a nursing  mother. 

ADVERSE  REACTIONS:  Headache,  sometimes  severe,  seems  to  be  related  to 
ZANTAC*  administration.  Constipotion,  diarrhea,  nausea/vomiting,  and  abdominal 
discomfort/pain  have  been  reported.  There  have  been  rare  reports  of  malaise, 
dizziness,  somnolence,  insomnia,  vertigo,  tachycardio,  bradycardia,  premature 
ventricular  beats,  and  arthralgias.  Rare  cases  of  reversible  mental  confusion,  agita- 
tion, depression,  and  hallucinations  have  been  reported,  predominantly  in  severely 
ill  elderly  patients. 

In  normal  volunteers,  SGPT  values  were  increased  to  at  least  twice  the  pretreat- 
ment levels  in  6 of  1 2 subjects  receiving  1 00  mg  qid  IV  for  seven  doys,  and  in  4 of  24 
subjects  receiving  50  mg  qid  for  five  days.  With  oral  administration  there  have  been 
occosional  reports  of  reversible  hepotitis,  hepatocellular  or  hepatocanalicular  or 
mixed,  with  or  without  jaundice. 

There  have  been  rare  reports  of  reversible  leukopenio,  granulocytopenia,  throm- 
bocytopenia, and  pancytopenia. 

Although  controlled  studies  have  shown  no  antiandrogenic  activity,  occasional 
cases  of  gynecomastia,  impotence,  and  loss  of  libido  have  been  reported  in  male 
patients  receiving  ZANTAC,  but  the  incidence  did  not  differ  from  that  in  the  general 
population. 

Incidents  of  rash,  including  rare  cases  suggestive  of  mild  erythema  multiforme, 
and,  rarely,  alopecia,  have  been  reported,  as  well  as  rare  cases  of  hypersensitivity 
reactions  (eg,  bronchospasm,  fever,  rash,  eosinophilia)  and  small  increases  in 
serum  creatinine. 

OVERDOSAGE:  Information  concerning  possible  overdosage  and  its  treatment 
appears  in  the  full  prescribing  information. 

DOSAGE  AND  ADMINISTRATION:  Active  Duodenal  Ulcer:  The  current 
recommended  adult  oral  dosage  is  1 50  mg  twice  daily.  An  olternate  dosage  of 
300  mg  once  daily  at  bedtime  can  be  used  for  patients  in  whom  dosing  convenience 
is  important.  The  advantages  of  one  treotment  regimen  compared  to  the  other  in  o 
particulor  patient  population  have  yet  to  be  demonstrated. 

Maintenance  Therapy:  The  current  recommended  adult  oral  dosage  is  1 50  mg 
at  bedtime. 

Pathological  Hypersecretory  Conditions  (such  as  Zollinger-Ellison 
Syndrome):  The  current  recommended  adult  oral  dosage  is  1 50  mg  twice  a day. 

In  some  patients  it  may  be  necessary  to  administer  ZANTAC  1 50-mg  doses  more 
frequently.  Doses  should  be  adjusted  to  individual  patient  needs,  and  should  con- 
tinue as  long  as  clinically  indicated.  Doses  up  to  6 g/doy  have  been  employed  in 
patients  with  severe  disease. 

Benign  Gastric  Ulcer:  The  current  recommended  adult  oral  dosage  is  1 50  mg 
twice  a day. 

GERD:  The  current  recommended  adult  oral  dosage  is  1 50  mg  twice  a day. 

Dosage  Adjustment  for  Patients  with  Impaired  Renal  Function:  On  the 

basis  of  experience  with  a group  of  subjects  with  severely  impaired  renal  function 
treated  with  ZANTAC,  the  recommended  dosage  in  patients  with  a creatinine  clear- 
ance less  than  50  ml/min  is  1 50  mg  every  24  hours.  Should  the  patient's  condition 
require,  the  frequency  of  dosing  may  be  increased  to  every  1 2 hours  or  even  further 
with  caution.  Hemodialysis  reduces  the  level  of  circulating  ranitidine.  Ideally,  the 
dosage  schedule  should  be  adjusted  so  that  the  timing  of  a scheduled  dose  coincides 
with  the  end  of  hemodialysis. 

HOW  SUPPLIED:  ZANTAC*  300  Tablets  (ranitidine  hydrochloride  equivalent  to 
300  mg  of  ronitidine)  are  yellow,  capsule-shaped  tablets  embossed  with  "ZANTAC 
300"  on  one  side  and  "Glaxo"  on  the  other.  They  are  available  in  bottles  of  30 
(NDC  01 73-0393-40)  and  unit  dose  packs  of  1 00  tablets  (NDC  01 73-0393-47). 

ZANTAC*  1 50  Tablets  (ranitidine  hydrochloride  equivalent  to  1 50  mg  of  ranitidine) 
are  white  tablets  embossed  with  "ZANTAC  1 50"  on  one  side  and  "Glaxo"  on  the 
other.  They  are  available  in  bottles  of  60  tablets  (NDC  01 73-0344-42)  and  unit  dose 
packs  of  100  tablets  (NDC  01 73-0344-47). 

Store  between  1 5^  and  30°C  (59"^  and  86°F)  in  a dry  place.  Protect  from 
light.  Replace  cap  securely  after  each  opening. 

© Copyright  1 983,  Glaxo  Inc.  All  rights  reserved.  October  1 986 
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What  you  get  back 
is  immeasurable. 

)ust  five  hours  a week.  Just  5%  of 
your  income.  It’s  not  much  to  give,  to 
the  causes  you  really  care  about . But 
that  small  investment  could  change 
somebody’s  life.  And  it’s  hard  to 
imagine  a better  return  than  that. 
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Stop  by  Booth  ^4  at  the  State  Medical  Convention  in  August 


Obituaries 


MORT  FARD,  M.D. 

Dr.  Mort  Fard  of  Martinsburg  was 
shot  to  death  July  3 while  driving 
through  War  Memorial  Park  there. 
He  was  50. 

Born  in  Tehran,  Iran,  Doctor  Fard 
specialized  in  physical  medicine  and 
rehabilitation  and  electromyography, 
and  had  been  a member  of  the  staff 
of  City  Hospital  in  Martinsburg 
since  1983.  He  previously  had  serv- 
ed on  the  staff  of  the  Martinsburg 
Veterans  Administration  Medical 
Center. 

Doctor  Fard  was  the  chief  physi- 
cian of  medicine  and  rehabilitation 
at  a U.  S.  Army  hospital,  the  Iranian 
Hospital,  in  Tehran  from  1971  to 
1982.  During  the  same  period  he 
worked  at  Tehran  Hospital  as  Chief 
physician  specializing  in  burns  and 
casualties. 

He  was  internationally  known  in 
his  specialty. 

He  received  his  M.  D.  degree  in 
1962  from  Tehran  Medical  School, 
interned  at  McNeal  Memorial 
Hospital  in  Berwyn,  Illinois,  and 
took  his  residency  at  Michael  Reese 
Memorial  Hospital  in  Chicago  and 
the  University  of  Illinois  Research 
and  Educational  Hospital. 

Doctor  Fard  was  a member  of  the 
Eastern  Panhandle  Medical  Society, 
West  Virginia  State  Medical  Associa- 
tion, American  Medical  Association, 
and  American  Association  of  Elec- 
tromyography and  Electrodiagnosis. 

Survivors  include  the  wife.  Dr. 

Pari  Eard,  and  two  sons,  Alan  Fard, 
just  graduated  from  Shepherd  Col- 
lege, and  Arman  Fard,  Martinsburg. 


RALPH  HAYNES,  M.D. 

Dr.  Ralph  Haynes  of  Freeman 
(Mercer  County),  a pediatrician,  died 
of  a self-inflicted  gunshot  wound  at 
his  home  there  June  18.  He  was  62. 

Doctor  Haynes,  a staff  member  of 
the  Mercer  Health  Center  in  Green 
V'alley,  was  licensed  in  West  Virginia 
in  1950  after  graduating  from  the 
Medical  College  of  Richmond, 
Virginia,  interning  at  Cincinnati 
General  Hospital  and  completing  his 
residency  at  Children’s  Hospital  in 
Cincinnati. 

He  opened  a childrens  clinic  in 
the  early  60s  in  partnership  with  Dr. 
William  Bruck  at  Bluefield,  was 
employed  by  Ohio  State  University 


in  1966,  and  moved  to  Wright  State 
University  Medical  School  in 
Dayton,  Ohio,  in  1978.  He  was 
Director  of  Education  for  Wright 
State’s  Children’s  Medical  Center  un- 
til 1982  when  he  returned  to  the 
Bluefield  area. 

Doctor  Haynes  was  a member  of 
the  Mercer  County  Medical  Society, 
West  Virginia  State  Medical  Associa- 
tion and  American  Medical 
Association. 


FRANK  C.  HODGES,  M.D. 

Dr.  Erank  C.  Hodges,  retired  Hun- 
tington pathologist,  died  June  12  at 
his  home.  He  was  90. 

Born  in  Greenville,  North 
Carolina,  Doctor  Hodges  started 
practice  in  Huntington  in  1919.  He 
was  Medical  Director  of  the  Tri-State 
Regional  Blood  Center  from  1956  to 
1976. 

Doctor  Hodges  was  a past  Presi- 
dent and  member  of  the  Ohio 
Society  of  Pathologists  and  a 
member  of  the  West  Virginia  Society 
of  Pathologists,  American  Society  of 
Clinical  Pathologists,  and  a Fellow  of 
the  American  College  of  Physicians. 

He  was  a retired  member  of  the 
Cabell  County  Medical  Society,  serv- 
ing as  its  President  in  1927,  and  of 
the  West  Virginia  State  Medical 
Association  and  American  Medical 
Association. 

Doctor  Hodges  received  his  M.D. 
degree  in  1917  from  the  Medical 
College  of  Virginia  in  Richmond  and 
served  internships  in  Richmond, 
Cincinnati  and  at  the  C & O 
Hospital  in  Huntington.  He  also 
completed  postgraduate  work  at  the 
Rockefeller  Institute  for  Medical 
Research  in  New  York  City. 

He  was  a veteran  of  World  War  I 
and  served  on  Huntington  City 
Council  in  1938-39. 

Surviving  is  one  son,  John  C. 
Hodges  of  Huntington. 


MILTON  J.  LILLY,  JR.,  M.D. 

Dr.  Milton  J.  Lilly,  Jr.,  one  of  the 
founders  of  the  Eye  and  Ear  Clinic 
of  Charleston,  died  May  31  in  a 
Charleston  hospital.  He  was  68. 

Doctor  Lilly  founded  the  clinic  in 
1967  with  Drs.  J.A.B.  Holt  and  Ed- 
win Shepherd  of  Charleston. 

He  w'as  a past  President  of  the 
Kanawha  Medical  Society  and  a 
Republican  member  of  the  West 
Virginia  House  of  Delegates  in 
1971-72. 


Doctor  Lilly  was  graduated  from 
Marshall  University,  and  received  his 
M.  D.  degree  in  1943  from  Johns 
Hopkins  University.  He  interned  at 
Johns  Hopkins  Hospital  and  served 
his  residency  at  the  University  of 
Illinois. 

He  was  born  at  Eraziers  Bottom 
(Mason  County),  and  was  an  Army 
veteran  of  World  War  II. 

Doctor  Lilly  was  a member  of  the 
American  Academy  of  Oph- 
thalmology, Kanawha  Medical  Socie- 
ty, West  Virginia  State  Medical 
Association,  and  American  Medical 
Association. 

Survivors  include  the  wife,  Mrs. 
Betty  C.  Lilly;  three  daughters,  Mrs. 
Janice  L.  Runyon  of  Charleston,  Miss 
Catherine  J.  Lilly  of  Atlanta  and  Mrs. 
Martha  M.  Fogle  of  Charleston, 

South  Carolina;  a son,  Milton  J.  Lilly 
III  of  Clarksburg,  Maryland,  and  six 
sisters,  Mrs.  Bernice  Wallace  of  Ports- 
mouth, Ohio;  Mrs.  Clara  Staats  of 
Ripley,  Mrs.  Evelyn  Green  of 
Wintersville,  Ohio;  Mrs.  Audrey 
Meadows  of  Fraziers  Bottom,  Mrs. 
Lucille  Sarrett  of  Gallipolis,  Ohio, 
and  Mrs.  Helen  Mitchell  of  Long- 
mont, Colorado. 


W.  HAMPTON  ST.  CLAIR,  JR.,  M.D. 

Dr.  W.  Hampton  St.  Clair,  Jr.,  of 
Charlottesville,  Virginia,  formerly  of 
Bluefield,  died  June  25  in  a Char- 
lottesville hospital.  He  was  78. 

Doctor  St.  Clair,  a surgeon,  was  a 
former  President  and  Chairman  of 
the  Board  of  Bluefield  Sanitarium, 
Inc.,  and  a former  staff  member  of 
Stevens  Clinic  Hospital  in  Welch  and 
of  Clinch  Valley  Clinjc  in  Richland, 
Virginia. 

He  retired  to  Charlottesville  in 
1968. 

Doctor  St.  Clair  was  a former 
member  of  the  Council  of  the  West 
Virginia  State  Medical  Association 
and  a Past  President  of  the  Mercer 
County  Medical  Society. 

Born  in  Bluefield,  he  was 
graduated  from  Davidson  College, 
and  received  his  M.  D.  degree  in 
1933  from  Harvard  Medical  School. 
He  served  his  internship  and 
residency  in  Philadelphia  and 
Boston. 

In  Charlottesville,  Doctor  St.  Clair 
was  a former  member  of  the  Board 
of  Directors  of  the  Martha  Jefferson 
House  and  Bloomfield  Home  for 
Disabled  Children. 

He  was  a member  of  the 
American  College  of  Surgeons, 
Southeastern  Surgical  Congress, 
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Southern  Medical  Association,  and 
Medical  Society  of  Virginia;  and  an 
honorary  member  of  the  Mercer 
County  Medical  Society,  West 
Virginia  State  Medical  Association, 
and  American  Medical  Association. 

Survivors  include  the  wife,  Mrs. 
Mary  Archer  St.  Clair;  and  four 
daughters,  Mrs.  Mary  Lou  Thomas, 
Bluefield;  Mrs.  Temple  Carr, 
Charleston,  South  Carolina;  Mrs. 
Elizabeth  Watt,  Los  Angeles,  Califor- 
nia, and  Mrs.  Archer  Harvey,  Cran- 
bury.  New  Jersey. 


IDA  MAY  STEELE,  M.D. 

Dr.  Ida  May  Steele  of  Nitro,  a 
general  practitioner,  was  killed  in  an 
automobile  accident  on  the  West 
Virginia  Turnpike  north  of  Camp 
Creek  June  10.  She  was  60. 

Doctor  Steele,  who  was  born  in 
Carbondale  (Fayette  County),  was  a 
physician  with  the  West  Virginia 
Division  of  Vocational  Rehabilitation 
at  Institute  and  also  the  West 
Virginia  Department  of  Human 
Services. 

Doctor  Steele  attended  Berea  Col- 
lege in  Kentucky  and  earned  B.S. 
and  M.A.  degrees  in  physical  educa- 
tion from  West  Virginia  University. 
She  received  her  M.  D.  degree  in 
1962  from  the  Medical  College  of 
Virginia,  and  interned  at  Lewis  Gale 
Hospital  in  Roanoke,  Virginia.  She 
was  the  emergency  room  physician 
at  Thomas  Memorial  Hospital  in 
South  Charleston  in  1964-65,  and 
taught  at  Southern  Methodist 
University  for  eight  years. 

Doctor  Steele  was  a member  of 
the  Kanawha  Medical  Society  and 
the  West  Virginia  State  Medical 
Association. 

Survivors  include  the  husband. 

Dr.  James  L.  Steele;  four  daughters, 
Laura  Lynn  Steele  of  Boston,  Linda 
Ann  Steele  of  Athens,  Ohio;  Valerie 
Sue  Steele  of  Charlottesville, 

Virginia,  and  Rachel  Lee  Steele,  at 
home;  and  two  brothers,  Drs.  Ralph 
Hogshead,  Jr.,  of  Morganton,  North 
Carolina,  and  George  W.  Hogshead 
of  Nitro. 


JOHN  W.  WHITLOCK,  M.D. 

Dr.  John  W.  Whitlock,  retired 
Beckley  general  practitioner,  died  in 
a hospital  there  June  9.  He  was  76. 

Doctor  Whitlock  grew  up  in  the 
coal  camps  of  Fayette  and  Raleigh 
counties  and  returned  to  the  area  to 
practice  after  his  graduation  from 
medical  school.  He  practiced  in 


Logan,  Amigo  and  Affinity  from 
1934  until  1954,  and  at  Beckley 
Medical  Arts  for  31  years,  from  its 
founding  in  1954  until  his  retire- 
ment in  1985. 

Doctor  Whitlock  was  graduated 
from  West  Virginia  University,  and 
received  his  M.  D.  degree  in  1934 
from  the  Medical  College  of 
Virginia.  He  interned  in  Richmond, 
Virginia,  and  took  his  residency  at 
Mercy  Hospital  in  Logan. 

A veteran  of  World  War  II,  Doctor 
Whitlock  was  a member  of  the  West 
Virginia  Chapter,  American  Academy 
of  Family  Physicians,  and  the 
Southern  Medical  Association;  and 
was  an  honorary  member  of  the 
Raleigh  County  Medical  Society, 

West  Virginia  State  Medical  Associa- 
tion and  American  Medical 
Association. 

Survivors  include  the  wife,  Mrs. 
Grace  Holmes  Whitlock;  a daughter. 
Nan  Gwinn  of  Annandale,  Virginia, 
and  a brother,  James  A.  Whitlock  of 
Charleston. 

County 
Societies 

MINGO 

The  Mingo  County  Medical  Socie- 
ty met  May  13  in  Williamson  at  the 
Western  Sizzlin  Steak  House. 
Representatives  of  the  accounting 
firm  of  Simpson  and  Osborne  of 
Charleston  and  Penn  Financial  of 
Harrisburg,  Pennsylvania,  presented 
their  views  on  the  Tax  Reform  Act 
of  1986. 

The  Society  met  again  June  10  at 
Williamson  Memorial  Hospital. 
William  Oscanyan,  oral  surgeon 
from  West  Virginia  University 
Hospital,  spoke  on  “Oral  Manifesta- 
tions of  Oncologic  Therapy.”  Area 
dentists  were  invited  to  attend. — 
Diane  E.  Shafer,  M.D., 
Secretary/Treasurer. 


TYGART’S  VALLEY 

Dr  Ronald  Hill,  Associate  Pro- 
fessor of  Surgery  at  West  Virginia 
University  Medical  School,  Morgan- 
town, was  the  guest  speaker  for  the 
meeting  of  the  Tygart’s  Valley 
Medical  Society  May  21  in  Grafton 
at  Tygart  Lake  Lodge. 

A vascular  surgeon.  Doctor  Hill 
spoke  regarding  coronary  bypass 
and  its  future  at  the  University. 


Dr.  Michael  M.  Stump  of  Elkins,  a 
member  of  WVSMAs  Council, 
discussed  the  various  options  for 
providing  malpractice  insurance 
coverage  in  the  state  that  were 
discussed  by  Council  at  its  May  8 
meeting  in  Charleston  and  during 
the  Association’s  Leadership  Con- 
ference the  following  day  there. 

The  Society  will  present  three 
resolutions  concerning  AIDS  to  the 
House  of  Delegates  when  it  con- 
venes during  the  WVSMA  Annual 
Meeting  August  8-11  at  the  Green- 
brier.— Michael  M.  Stump,  M.D., 
Secretary. 


WESTERN 

The  Western  Medical  Society  met 
June  9 in  Ripley  at  Jackson  General 
Hospital. 

Dr.  Cindy  Reese,  Ripley  general 
practitioner,  gave  a comprehensive 
talk  on  AIDS  including  history, 
symptoms  and  prevention. — ^A.  H. 
Morad,  M.D.,  Secretary. 


It’s  true.  Because  “muscular  dystro- 
phy” is  the  term  for  a group  of 
twelve  diseases — and  no  one  disor- 
der goes  by  that  name. 

Other  facts  about  muscular 
dystrophy  might  surprise  you,  too. 
For  one  thing,  the  diseases  aren’t 
restricted  to  children.  Anyone  can 
be  stricken,  at  any  time. 

For  another  thing,  the 
Muscular  Dystrophy  Association 
battles  not  just  the  twelve  muscular 
dystrophies,  but  twenty-eight  other 
neuromuscular  diseases,  too. 

At  MDA,  we’re  striving  to 
put  an  end  to  all  the  devastating 
disorders  you  used  to  think  of  as 
muscular  dystrophy. 

And  one  day — we’re  deter- 
mined— this  chair  will  be  empty 
for  real. 
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Eye 
Surgery 
Center 


Richard  C.  Rashid,  M.D. 


Herbert  A.  Tipler,  M.D. 


Richard  C.  Rashid,  M.D.  is  pleased  to  announce  the  opening  of  the  first 
certified  Ambulatory  Surgicare  Center  in  this  area,  dedicated  to  eye  care.  The  WV 
Eye  Surgery  Center  is  located  in  South  Charleston  and  is  an  integral  part  of  the  Eye 
Physicians  and  Surgeons  complex.  Together,  they  become  the  largest  freestanding 
facility  dedicated  to  total  eye  care  in  West  Virginia. 


The  WV  Eye  Surgery  Center  is  exclusively  a service  of  Eye  Physicians  and  Surgeons.  The 
Doctors  are  all  Board  Certified  surgeons.  Their  specialties  include:  Cataract  Surgery,  Laser 
Surgery,  Dry  Eye  treatment.  Children’s  Vision  Care  and  Glaucoma  Diagnosis  and  Treatment. 
Offices  are  located  in  South  Charleston  next  to  Thomas  Memorial  and  in  Charleston  on  the 
CAMC  General  Campus. 


The  Eye  Center  Offers  You 
Many  Advantages: 


CONVENIENCE 


LESS  COST 


FRIENDLY  CARE 


SAFE 


Same  Day  Surgery  ...  in  and  out  in  just  a few 
hours. 

The  Surgery  Center,  The  Anesthesia  Service 
and  the  Doctors  of  EP&S  ...  all  accept 
Medicare  Assignment.  So,  you  pay  much  less. 

Familiar  faces  . . . Family  involvement  before 
and  after  surgery  . . . Free  Transportation. 

The  WV  Eye  Surgery  Center  is  a certified 
surgery  facility.  Staff  and  Equipment  meets  or 
exceeds  government  standards. 


©Physicians 

Surgeons 

Keeping  Your 
Family  In  Sight 


For  Information 
CALL 

(304)  768-7371 

TOLL  FREE  IN  WV 

1-800-642-3937 


N>fuss,  iKwarms 
group  covwa^ 


We  make  it  easy  to  give  your  group 
complete  health  care  coverage  — 
plus  a lot  more. 

Blue  Cross  and  Blue  Shield  of  West  Central 
West  Virginia  has  taken  a lot  of  the  paper- 
work out  of  administering  the  nation’s  #1 
medical/surgical  coverage  — and  that 
means  less  time  and  cost  for  you.  In  fact, 
we’ve  made  the  claims  process  so  simple 
that  there’s  no  need  for  you  to  assign  an 
employee  to  handle  it.  When  one  of  your 
group  has  a claim,  he  or  she  fills  out  a 
simple  9 -line  flap  on  the  back  of  our  pre- 
addressed envelope,  then  mails  it  along 
with  the  bill  or  receipt.  Claims  are  proc- 
essed quickly — right  here  in  West 
Virginia  — with  less  need  for  follow-up 
or  handling  on  your  part. 


prescription,  AD&D,  short-  and  long-term 
disability  and  dental  coverage.  Your  Blue 
Cross  and  Blue  Shield  plan  can  also  be 
custom-designed,  with  the  options  and 
deductibles  that  fit  your  needs  and  your 
budget.  And  because  we’re  constantly 
working  with  employers  and  health  care 
providers  to  keep  costs  down,  we’re  able 
to  offer  a 15-month  rate  guarantee  to 
groups  of  20  or  more. 

Service  thafs  part  of  the  package. 

Your  group  will  have  a Customer  Service 
Representative  assigned  to  work  with  you, 
to  answer  your  questions  and  provide  any 
help  you  need.  So  you  always  have  one 
person  to  call  about  any  of  your  group 
coverage. 

Find  out  more  about  the  easiest,  most 
complete  insurance  package  available  to 
your  group.  Call  us  toll-free  or  contact 
your  local  independent  agent. 


In  WV  call  1-800-344-5514  or 
1-800-654-5013. 


One-stop  service  for  all  your  group 
insurance. 

Along  with  our  subsidiary.  Combined 
Services,  Inc.,  we  can  design  a package 
for  your  group  that  includes  life,  paid 


Blue  Cross 
Blue  Shield 

of  West  Central  West  Virginia 
Parkersburg 


©Registered  Marks  Blue  Cross  and  Blue  Shield  Association 


New  Members 


The  following  physicians  were 
welcomed  in  June  as  new  members 
of  the  West  Virginia  State  Medical 
Association. 

Hancock 

John  E.  Holman,  M.D.,  I4l  Brady 
Circle  West,  Stubenville,  OH  43952, 
OB/GYN 

Mercer 

Charles  C.  Ashby,  Jr.,  M.D.,  504 
Cherry  Street,  Bluefield  24701-3398, 
Cardiology 

Sonia  C.  Sawal,  M.D.,  P.  O.  Box 
5878,  Princeton  24740 
William  H.  Van  Dyke,  Jr.,  M.D., 

504  Cherry  Street,  Bluefield 
24701-3398,  Cardiology 

Residents 

Ann  Cather  Cutlip,  M.D.,  154 
Lakeside  Drive,  Morgantown  26505 
Robert  R.  Heavner,  M.D.,  4 Cre- 
sent  Heights  MHP,  Morgantown 
26505 

Edwin  L.  Rader,  M.D.,  807-9 
Alpine  Street,  Morgantown  26505 
Anthony  Viti,  M.D.,  1343  Headlee 
Avenue,  Apartment  10,  Morgantown 
26505 

Student 

Robert  D.  Silberg,  Rt.  2,  Box  22-A, 
Morgantown  26505 


Electromyography 

and 

Nerve  Conduction 
Studies. 

★ 

Prasadarao  B.  Mukkamala,  MD 

Diplomate  of  American  Board 
of  Physical  Medicine 
and  Rehabilitation. 

Active  member  of 
American  Association 
of  Electromyography 
and  electrodiagnosis. 
(Admitted  by  examination) 

★ 

FOR  APPOINTMENT 
CALL  (304)  344-5153 

★ 

Prasadarao  B.  Mukkamala,  MD 

1200  Quarrier  Street 
Charleston,  WV  25301 


Clearing  the  Smoke 
at  the  Workplace 

Banning  or  at  least  limiting 
smoking  in  the  workplace  is  a 
grassroots  movement  whose  time 
has  come.  Already  ten  pioneering 
states  have  laws  regulating  smok- 
ing in  the  workplace.  And  even  in 
communities  where  such  laws  don’t 
exist,  many  companies  have  regu- 
lated or  totally  banned  smoking  on 
the  jobsite. 

There  are  good  financial  as  well  as 
health  reasons  for  clearing  the 
smoke  from  the  workplace.  This 
year  more  than  80  million  workdays 
will  be  lost  because  of  smoking-re- 
lated illness.  Lost  productivity  and 
wages  due  to  these  illnesses  will 
mount  to  an  awesome  30  billion  dol- 
lars, according  to  the  American 
Lung  Association  — the  Christmas 
Seal  People®. 

Two  thirds  of  the  American 
workforce  are  nonsmokers,  but 
many  of  them  may  be  harmed  by 
breathing  fellow  workers’  smoke. 
New  research  indicates  that  long- 
term exposure  to  second-hand 
smoke  may  seriously  threaten  the 
health  of  nonsmokers,  and  may  even 
be  raising  their  chances  of  develop- 
ing lung  cancer. 

Local  American  Lung  Associa- 
tions can  help  companies  develop 
tailormade  policies  to  protect  non- 
smokers  on  the  job.  For  more  in- 
formation on  clearing  the  smoke 
at  work,  contact  your  local  Lung 
Association. 


CHAPMAN 
PRINTING  CO. 
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1565  HANSFORD  ST. 
CHARLESTON,  WV  25311 

PHONE  341-0676 


LIBRIUM  ’ ® 

chlordiazepoxide  HCI/Roche 
5-mg.  10-mg.  25-mg  capsules 
Before  prescribing,  please  consult  complete 
product  information,  a summary  of  which  follows: 
Indications:  Management  of  anxiety  disorders: 
short-term  relief  of  anxiety  symptoms,  acute  alcohol 
withdrawal  symptoms,  preoperative  apprehension 
and  anxiety.  Usually  not  required  for  anxiety  or 
tension  associated  with  stress  of  everyday  life.  Effi- 
cacy beyond  four  months  not  established  by  sys- 
tematic clinical  studies.  Periodic  reassessment  of 
therapy  recommended. 

Contraindications:  Known  hypersensitivity  to  the 
drug. 

Warnings:  Worn  patients  that  mental  and/or  physical 
abilities  required  for  tasks  such  as  driving  or  operat- 
ing machinery  may  be  impaired,  as  may  be  mental 
alertness  in  children,  and  that  concomitant  use  with 
alcohol  Of  CNS  depressants  may  have  an  additive 
effect.  Though  physical  and  psychological  depen- 
dence have  rarely  been  reported  on  recom- 
mended doses,  use  caution  in  administering  to 
addiction-prone  individuals  or  those  who  might 
Increase  dosage.  Withdrawal  symptoms  (including 
convulsions)  reported  after  abrupt  cessation  of 
extended  use  of  excessive  doses  ore  similar  to  those 
seen  with  barbiturates.  Milder  symptoms  reported 
infrequently  when  continuous  therapy  is  abruptly 
ended.  Avoid  abrupt  discontinuotion;  gradually 
taper  dosage 

Usage  in  Pregnancy:  Use  of  minor  tran- 
quilizers during  the  first  trimester  should 
almost  always  be  avoided  because  of 
increased  risk  of  congenital  malformations 
as  suggested  in  several  studies.  Consider 
possibility  of  pregnancy  when  instituting 
therapy;  advise  patients  to  discuss  therapy 
it  they  intend  to  or  do  become  pregnant. 
Precautions:  In  the  elderly  and  debilitated,  and  in 
children  over  six.  limit  to  smallest  effective  dosage 
(initially  10  mg  or  less  per  day)  to  preclude  ataxia  or 
oversedation,  increasing  gradually  as  needed  and 
tolerated.  Not  recommended  in  children  under  six. 
Though  generally  not  recommended,  it  combina- 
tion therapy  with  other  psychotropics  seems  indi- 
cated, carefully  consider  individual  pharmacologic 
effects,  particularly  in  use  of  potentiating  drugs  such 
as  MAO  inhibitors  and  phenothiozines.  Observe 
usual  precautions  in  presence  of  impaired  renal  or 
hepatic  function.  Paradoxical  reactions  (e  g , excite- 
ment stimulation  and  acute  rage)  have  been 
reported  in  psychiatric  patients  and  hyperactive 
aggressive  children.  Employ  usual  precautions  in 
treatment  of  anxiety  states  with  evidence  of 
impending  depression:  suicidal  tendencies  may  be 
present  and  protective  measures  necessary.  Vari- 
able effects  on  blood  coagulation  hove  been 
reported  very  rarely  in  patients  receiving  the  drug 
and  oral  anticoagulants,  causal  relationship  has  not 
been  established  clinically.  Due  to  isolated  reports 
of  exacerbation,  use  with  caution  in  patients  with 
porphyria. 

Adverse  Reactions:  Drowsiness,  ataxia  and  confu- 
sion may  occur,  especially  in  the  elderly  and  debili- 
tated. These  are  reversible  in  most  instances  by 
proper  dosage  adjustment,  but  are  also  occasion- 
ally observed  at  the  lower  dosage  ranges.  In  a few 
instances  syncope  has  been  reported.  Also 
encountered  are  isolated  instances  of  skin  eruptions, 
edema,  minor  menstrual  irregularities,  nausea  and 
constipation,  extrapyramidol  symptoms,  increased 
and  decreased  libido-all  infrequent  and  generally 
controlled  with  dosage  reduction;  changes  in  EEG 
patterns  (low-voltage  fast  activity)  may  appear 
during  and  after  treatment;  blood  dyscrasias 
(including  agranulocytosis),  jaundice  and  hepatic 
dysfunction  hove  been  reported  occasionally, 
making  periodic  blood  counts  and  liver  function 
tests  advisable  during  protracted  therapy. 

Usual  Daily  Dosage:  Individualize  for  maximum 
beneficial  effects.  Oral-Adults  Mild  and  moderate 
anxiety  disorders  and  symptoms,  5 or  10  mg  t l d-  or 
q.id.,  severe  states,  20  or  25  mg  t.ld^  or  q.id.  Geriqtric 
pqtients:  5 mg  b.i  d to  q.i  d (See  Precautions.) 
Supplied:  Librium*  (chlordiazepoxide  HCI/Roche) 
Cqpsules.  5 mg,  10  mg  and  25  mg-bottles  ot  100 
and  500;  Tel-E-Dose*  packages  of  100,  available  in 
boxes  of  4 reverse-numbered  cards  of  25,  and  in 
boxes  containing  10  strips  of  10,  Libritabs*  (chlor- 
diazepoxide/Roche)  Tqblets.  5 mg  and  10  mg-bottles 
of  too  and  500;  25  mg-bottles  of  100,  With  respect 
to  clinical  activity,  capsules  and  tablets  are  indistin- 
guishable, P I 0286 

Roche  Products  Inc. 

Manoti,  Puerto  Rico  00701 


400  THE  WEST  VIRGINIA  MEDICAL  JOURNAL 


In  West  Virginia,  when  you  decide  to  prescribe  Librium, 


To  protect  your  decision 


You  sign 
onthe^ 

left 


5-mg,  10-mg,  25-mg  capsules 


brand  of 


Copyright  © 1987  by  Roche  Products  Inc.  All  rights  reserved. 


Please  see  adjacent  page  for  a summary  of  product  information. 
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HEALTH  CARE  AT  ITS  BEST 

AIRFORCE 

MEDICINE 

★ 

Air  Force  medicine  is  one  of  our  best  benefits,  The  Air 
Force  needs  physicians  such  os  you  to  keep  it  that  way. 

Most  administrative  responsibilities  ore  in  the  hands  of 
others,  giving  you  the  time  to  give  full  attention  to  the  patients' 
needs.  Our  hospitals  ore  staffed  with  dedicated,  competent 
professionals  to  assist  you. 

You'll  hove  time  for  your  family  and  to  keep  abreast  of 
the  latest  methods  and  technologies  that  you  don't  hove  time 
for  now.  We  also  offer  unlimited  professional  development 
and  financial  security. 

Find  out  more  about  Air  Force  medicine.  Contact  your 
nearest  Air  Force  recruiter.  Coll 

Major  Phyllis  E.  Allen 
(412)  687-7314 
Collect 


MU 

IRAI 

KEOGH 

MU 

OVERHEAD 


DISABILITY 


"•^^■PRAcrice 


M8k 


LET  OUR 

PROFESSIONAL  STAFF 
HELP  YOU  PUT  THE 
PIECES  TOGETHER 


West  Virginia  State  Medical  Association 
Group  Insurance  Administration 


^€■1) 


jIk  McDonough  Caperton  Association  Group 


P.O.  Box  3186 
Charleston,  WV  25332 


CALL  1-800-344-5139  EXT.  708 


LOST  YOUR  IRA? 


TRY  A401(K)!! 


401(k)-Still  the  Best 
Deal  Around 


Did  the  Tax  Reform  Act  of  1986  take  away  your 
ability  to  make  a deductible  contribution  to  your  IRA? 

If  so,  then  don’t  give  up  hope.  A 401(k)  plan  might 
be  just  the  thing  for  you  to  pick  up  the  lost  deduction. 

The  pension  professionals  at  The  National  Bank  of 
Commerce  of  Charleston  can  design  a new  401(k)  for 
you,  or  add  a 401(k)  "rider”  to  an  existing  plan.  Or, 
perhaps  you  might  want  to  try  the  new  401(k)/SEP. 

We  offer  complete  design,  administrative  and 
investment  services  for  all  your  401(k)  needs.  Call  us 
today  at  348-4505  to  talk  about  how  a 401  (k)  plan  can  fit 
into  your  plans. 


National  Banc 
of  Commerce 
Company  Banks' 


1C 

;e  \ m 

anks^Kv;;;;: 

Meinbers  FDiC 


Betty  S.  Ireland 

Vice  President,  Pension  Trust 


If  You  Want  to  Improve  the  Business  of  Your  Practice, 

See  the  Professionals. 


It’s  sound  advice.  These  days,  it's  hard  to  keep  up  with  all  the  changes  taking  place  ...  tax  revision  . . . rising 
insurance  costs  . . . government  regulations  . . . tougher  competition  . . . and  have  enough  time  to  practice. 

For  more  than  30  years  we’ve  been  successfully  providing  medical  practitioners  with  management  services  tailored 
to  their  special  needs  . . . services  designed  to  improve  business  performance  and  productivity.  We  can  do  the  same 
for  you: 


• Install  Computer  Systems 

• Tram  Personnel 

• Develop  Accounting  Systems 

• Develop  Personnel  and  Accounting 
Procedures 

• Prepare  Employee  Compensation 
Summaries 

• Review  Specific  Office  Records 
On  Surprise  Basis 

With  our  Medical  Practice  Management  Group  taking 
for  your  practice.  Call,  write,  or  see  the  professionals. 


• Maximize  Revenue,  Review 

Third  Party  Claim  Payer  Participation 

• Employee  Benefit  Planning 

• Budgeting  and  Planning 

• Allocating  Compensation 

• Operations  Review  of  Practice 

• Tax  Planning 


of  the  business  of  your  practice,  you’ll  have  more  time 


certified  public  accountants 


Bill  McKee,  Coordinator 

Medical  Practice  Management  Group 

500  Lee  Street,  P.O.  Box  2629 

Charleston,  West  Virginia  25329 

(304)  346-0441 

1-800-642-3601 
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HIGHLAND  HOSPITAL 


300  56th  Street,  S.E.,  R O.  Box  4359 
Charleston,  West  Virginia  25364 


ALL  PROGRAMS  OFFER: 

Crisis  intervention  • Group  therapy  • Family  therapy  • Marital  counseling  • Individual 
therapy  • Occupational  therapy  • Recreational  therapy  • Special  care  for  the  acutely 
disturbed  patient  • Schooling  provided  on  Children’s  Pavilion  • Staffed  by  qualified 
psychiatrists  and  medical  consultants. 

MEDICAL  STAFF 


ADULT  PSYCHIATRY 


Charles  C.  Weise,  M.  D 925-2159 

Pablo  M.  Paulg.  M.  D 343-8843 

Ralph  S.  Smith,  Jr.,  M.  D 925-0349 

Lee  L.  Neilan,  M.  D 925-3430 

Edmund  C.  Settle,  Jr„  M.  D 925-0624 


ADULT  PSYCHIATRY 

Gina  Puzzuoli,  M.  D 925-6914 

John  P.  MacCallum,  M.  D 925-6966 

Sid  Lerfald,  M.  D 925-0004 

Elma  Bernardo,  M.  D 768-1212 

Steve  Kissinger,  M.  D 925-6966 

Jerome  Massenburg,  M.  D 925-0349 


CHILD  PSYCHIATRY 


Pablo  M.  Pauig,  M.  D 343-8843 

Ralph  S.  Smith,  Jr.,  M.  D 925-0349 

John  P.  MacCallum,  M.  D 925-6966 


Serving  the  community  for  over  30  years 


THE  WHEELING  CLINIC 

WHEELING,  WEST  VIRGINIA  26003 

L L.  CLINE,  Executive  Director 

Wheeling,  234-2000  • St.  Clairsville,  695-2511  • New  Martinsville  area,  455-4588  • Wellsburg-Steubenville  area,  527-1230 


INTERNAL  MEDICINE 
General 

B.  L,  VanPelt,  M.  D. 

P.  R.  Hedges,  M.  D, 

R.  N.  Lewis,  M.  D,  (St.  Clairsviile) 

M.  J.  Lohne,  M.  D.  (St.  Clairsviile) 

R.  D.  Morris,  D.  0.  (New  Martinsviile) 

C.  McCool,  M.  D.  (St,  Clairsville) 

Peripheral  Vascular  Disease 

J,  D.  Holloway,  M.  D. 

Cardiovascular 

A.  M.  Valentine,  M.  D. 

W,  E.  Noble,  M.  D. 

Gastroenterology 

T.  E.  Chvasta,  M.  D. 

L.  R,  Cain,  M.  D. 

Hematology/Oncology 
C.  A.  Vasquez,  M.  6. 

Nephrology  Associates,  Inc. 

Pulmonary 

T.  V.  Burke,  M.  D. 

Rheumatology 

M.  A.  Stevens,  M.  D. 

GENERAL  SURGERY 

E.  C.  Voss,  M.  D. 

J.  H.  Mahan,  M.  D.  (St.  Clairsville) 

R.  L.  Cross,  M.  D.  (Martins  Ferry) 

THORACIC  AND 
CARDIOVASCULAR  SURGERY 

H.  Shackelford,  M.  D. 


ORTHOPEDICS 

E.  L.  Barrett,  M.  D. 

R.  S.  Glass,  M.  D. 

UROLOGY 

D.  C.  Trapp,  M.  D. 

B.  M.  McCuskey,  M.  D. 

GYNECOLOGY 

R.  W.  Leibold,  M.  D. 

R.  T.  Brandfass,  M.  D. 

OBSTETRICS  & GYNECOLOGY 

T.  A.  Athari,  M.  D. 

J.  W.  Campbell,  M.  D. 

C.  V.  Porter,  M.  D. 

OPHTHALMOLOGY 

W,  F.  Park,  M.  D. 

M.  E.  Nugent,  M.  D. 

R.  V.  Pangillnan,  M.  D. 

C.  G,  Kirby,  M.  D. 

OTOLARYNGOLOGY/ 

MAXILLO  FACIAL  SURGERY 

W.  A.  Tiu,  M.  D. 

RADIOLOGY 

Valley  Radiologists,  Inc. 

FAMILY  PRACTICE 

R.  A.  Porterfield,  M.  D.  (St.  Clairsville) 
G.  L.  Cholak,  M.  D.  (St.  Clairsville) 

E.  L.  Coffield,  M.  D.  (St.  Clairsville) 

J.  D.  Smith,  D.  O.  (Wheeling) 

DERMATOLOGY 

M.  Baron,  M.  D. 


NEUROLOGY 

H.  L.  Kettler,  M,  D. 

S.  G,  Christopher,  M.  D. 

W.  Zyznewsky,  M.  D. 

S.  Govindan,  M.  D. 
Neuropathology 
S.  Govindan,  M.  D. 

PSYCHIATRY 

S.  D.  Ward,  M.  D. 

D.  H,  Smith,  M.  D. 

D.  P.  Hill,  M.  D. 

Pediatric  Psychiatry 

V.  Stein,  M.  D. 

ANCILLARY  SERVICES 
Optical 

Speech  Therapy/Audiology 

Counseling/Group  Therapy 

Biofeedback  Laboratory 

Eiectrology/Cosmetic  Therapy 

Electrocardiography 

Electroencephalography 

Neurological  Studies  (Non-invasive) 

Roentgenoiogy 

Puimonary  Diagnostics  Lab 

Nutrition  Therapy 

24°  A/EEG  Scanning  Service 
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THE 

MYERS  CLINIC 

Philippi,  West  Virginia 

Radiology: 

Surgery: 

Pediatrics: 

Halberto  G.  Cruz,  M.  D. 

J.  W.  Woodford,  M.  D. 

E.  G.  Kreider,  M.  D. 

Boyd  R.  Wickizer,  M.  D. 

Beth  E.  Rezet,  M.  D. 

Pathology: 

Fulvio  Franyutti,  M.  D. 

Internal  Medicine: 

Family  Practice: 

Karl  J.  Myers,  Jr.,  M.  D. 

Sharles  L.  Arnett,  M.  D. 

Wm.  A.  SanPablo,  M D. 
Gregg  J.  Fromell,  M.  D. 

James  A.  Arnett,  M.  D. 

Notice:  Seeking  Ob/Gyn  Board  Certified  or  Board  Eligible  and  Family  Practice  with  Ob. 

Contact:  Lonnie  L.  Crane,  112  North  Woods  Street,  Philippi,  WV  26416. 

(304)  457-2800. 

rr~.. 


JAMES  T.  SPENCER,  JR.,  M.D. 

ROGER  P.  NICHOLS,  M.D. 

RONALD  L.  WILKINSON,  M.D.,  F.A.C.S, 
F.  THOMAS  SPORCK,  M.D.,  F.A.C.S. 
CHARLES  D.  CRIGGER,  M.D. 


AUDIOLOGY  SERVICES 
VINCENT  LUSTIG,  PH.D. 
GARY  HARRIS,  PH.D. 


EAR,  NOSE  & 
THROAT  ASSOCIATES 

OF  CHARLESTON,  INC. 


HEAD  AND  NECK 
MEDICINE  AND  SURGERY 
OTORHINOLARYNGOLOGY 
OTOLARYNGIC  ALLERGY 
FACIAL  PLASTIC  AND 
RECONSTRUCTIVE  SURGERY 
BRONCHOESOPHAGOLOGY 
FORENSIC  OTOLOGY 


1314  VIRGINIA  ST,  EAST  — P.  O.  BOX  1628 
CHARLESTON,  WEST  VIRGINIA  25326-1628 
PHONE  342-0124 


SAINT  MARY’S  HOSPITAL 

2900  First  Avenue  — Huntington,  WV  25701  — Teiephone:  304-526-1234 

Psychiatric  treatment  for  the  emotionally  disturbed.  Qualified  psychologists  and  social  workers  on  staff. 
Program  Includes;  Group  Therapy,  Psychotherapy,  Crisis  Intervention,  Care  for  the  Acutely  Disturbed, 
Substance  Abuse  and  Recreational  Therapy.  Well  trained  staff.  Forty-seven  beds. 


Medical  Staff  Members 


R.  A.  Edwards,  M.  D 697-7036 

K.  M.  Fink,  M.  D 525-8191 

R.  W.  Hibbard,  M.  D 525-9355 

D.  H.  Webb,  M.  D 525-9355 

J.  Gallemore,  M.  D 526-0580 

J.  Corcella,  M.  D 525-7851 

J.  V.  Ottaviano,  M.  D 525-7851 


L C.  Smith,  M.  D 522-4422 

M.  M.  Bateman,  M.  D 526-0580 

R.  A.  Kayser,  M.  D 529-1289 

C.  L.  McGahee,  M.  D 526-0580 

B.  M.  Hirani,  M.  D 523-2625 

R.  Kumar,  M.  D 529-2090 

S.  Y.  Marca,  M.D 736-2216 
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ORTHOPAEDIC  SURGEON 


Clermont  Mercy  Hospital,  a 151  bed  community  hospital  located  20  miles  east 
of  downtown  Cincinnati,  Ohio,  wants  to  assist  an  Orthopaedic  Surgeon  in 
establishing  a private  practice  in  the  Clermont  County,  Ohio  area.  Clermont  Coun- 
ty has  a population  of  1 56,000  and  is  one  of  the  fastest  growing  counties  in  the 
state  of  Ohio.  The  hospital  is  very  well  equipped  and  has  a very  active  emergency 
room,  seeing  21 ,000  visits  in  1 986.  The  Emergency  Room  has  a substantial  amount 
of  trauma.  If  you  are  interested  in  knowing  more  about  this  opportunity,  please 
write  or  call: 


Mr.  Allen  L.  Sexton 
Clermont  Mercy  Hospital 
3000  Hospital  Drive 
Batavia,  Ohio  45103 
(513)  732-8312 


What  will  you  tell 
her  about  screening 
mammography? 

Many  of  your  patients  will  hear  about 
screening  mammography  through  a pro- 
gram launched  by  the  American  Cancer 
Society  and  the  American  College  of  Radi- 
ology and  they  may  come  to  you  with 
questions.  What  will  you  tell  them'^^ 

We  hope  you’ll  encourage  them  to 
have  a screening  mammogram,  because 
that,  along  with  your  regular  breast  exam- 
inations and  their  monthly  self  examina- 
tions, offers  the  best  chance  of  early  detec- 
tion of  breast  cancer,  a disease  which  will 
strike  one  woman  in  10. 

If  you  have  questions  about  breast 
cancer  detection  for  asymptomatic 
women,  please  contact  us. 


Mammography 
Guidelines 

Women  with  No  Symptoms 


AAAERIOIXN  Professional  Education  Dept. 

National  Headquarters 
90  Park  Avenue 
New  York,  New  York  10016 
or  your  local  society 


V cancer 
^SOaETY" 


American 
College  of 
Radiology 


1891  Preston  White  Drive 
Reston,  Virginia  22091 
(703)  648-8900 
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Average  ivaic  calccucu  y / 


Surprise!  U.S.  Savings  Bonds  give 
you  market-based  interest  rates— like  the 
money  markets— p/i<s  a guaranteed 
return.  What's  more.  Savings  Bonds 
give  vou  big  tax  advantages,  cost  as  little 
as  $2S  and  are  easy  to  buy.  For  more  in- 
formation, call  toll-free 
1-800-US-BONDS. 

as.  SAVINGS  BONDsSi. 


Paying  Better  Than  Ever 


Market-based  rates  apply  to  Bonds  purchased  tm  and  after 
IM  82  and  held  at  least  rive  years.  Bonds  purchased  before  11  1 82 
earn  market-based  rates  v\  heh  held  beyond  10/31  87.  Bonds  held 
less  than  five  years  earn  lower  rates. 

A public  service  of  this  publication. 


Huntington  Ear  Clinic,  ine. 

2537  THIRD  AVENUE  HUNTINGTON,  WV  25703-1692 

J 


JOSEPH  B.  TOUMA,  M.D.,  FACS 

Practice  Limited  to  Ear  and 
Balance  Disorders 


OTOLOGIC  SERVICES 

Ear  diseases  and  surgery 
Deafness 


AUDIOLOGIC  SERVICES 

Complete  audiometric 
testing 

Newborn  & children 
testing 

Hearing  aid  evaluation, 
dispensing  & counseling 


AUDIOLOGY 

Robert  Shumate,  M.Ed.,  CCCA 

Certified  Clinical  Audiologist 

Lena  S.  Shumate,  M.Ed.,  CCCA 

Certified  Clinical  Audiologist 

HUNTINGTON  TELEPHONE  NUMBER 
304-529-2407  — 304-522-8800 


Balance  Disorders 
Facial  Nerve  Disorders 
Tinnitus 

Forensic  Otology 


Compensation  & 

Rehabilitation  testing 

Industrial  hearing  screening 

Central  Auditory  testing 


PUTNAM/TEAYS  VALLEY  TELEPHONE  NUMBER 
304-757-8877 


Charlestori/^^^^V 

Eye  George  E.  Toma,  M.D.,  TAGS 

Associates  Inc.Vn/// 


SURGICAL  CARE 

CATARACT  REMOVAL 

LASER  SURGERY  & THERAPY 

AND  TREATMENT 

INTRAOCULAR  LENS  IMPLANT 

CORNEAL  TRANSPLANTS 

FOR  DISEASES 
OF  THE  EYE 

311  Laidley  Street,  Suite  102 
Charleston,  WV  25301 
344-3937 

SURGICAL  CORRECTION  FOR 
NEARSIGHTEDNESS 

PERMANENT  COSMETIC 
EYELINER 

MEDICARE  ASSIGNMENT  ACCEPTED 

CHARGING  ONLY  WHAT  MEDICARE 
APPROVES  FOR  COVERED  SERVICES 

4430  Kanawha  Turnpike 
South  Charleston,  WV  25309 
768-0068 

CALL  TOLL  FREE  8:00  A.M.  - 4:00  P.M.  (800)  344-3993 
24  HOUR  ANSWERING  SERVICE  — FREE  PARKING  AT  BOTH  LOCATIONS 
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Classified 


FAMILY  PRACTICE— NO  IMMEDIATE  IN- 
VESTMENT: Salary  guarantees,  financial  and 
other  incentives  offered.  One  physician  prac- 
ticing, seeking  second,  possible  third,  physi- 
cian to  own  and  operate  own  clinic.  Modern, 
well-equiped,  financially  sound  20-bed 
hospital  with  attached  clinic  and  IGF  facili- 
ty. Bccellent  EMT  rescue  unit.  Strong  market 
area  with  tremendous  potential.  Ambitious, 
supportive  community  proud  of  its  medical 
services.  Recreation  includes  golf,  tennis, 
racquetball,  fishing,  hunting,  water  skiing, 
movie  theatre,  supper  club,  and  civic 
organizations.  North  Central  Accredited 
public  school  systems.  Fine  family  communi- 
ty. Contact  Mike  Shafer,  Administrator,  Fritzer 
Memorial  Hospital,  P.  O.  Box  218,  Oxford, 
Nebraska  68967.  Phone  (308)  824-3271. 


MEDSTAFF  is  a multi-specialty  locum  tenens 
and  permanent  placement  service.  The  most 
respected  physician  staffing  group  in  the 
Southeast  can  provide  you  with  coverage  or 
work  as  our  staff  physician.  Call  US 
800-833-3465  (NC  80^-672-5770);  or  write 
Medstaff,  P.  O.  Box  15538,  Durham  NC  27704. 


MARTINSBURG,  WEST  VIRGINIA— Seeking 
director,  board  prepared  or  certified  in 
emergency  medicine,  for  busy  268  bed 
hospital  within  l-Va  hour  drive  of  Washington, 
D.C.  Attractive  compensation  and  malprac- 
tice insurance  provided.  Please  submit 
resume  to  Emergency  Consultants,  Inc.,  One 
Windemere  Place,  Room  37,  Petoskey,  Ml 
49770;  1-800-253-7092  or  in  Michigan 
1-800-632-9650. 


PHYSICIANS  WANTED— Bernie  Hoffmann 
Associates,  Inc.  is  currently  assisting  several 
major  hospitals  and  clinics  in  the  Michigan 
area  in  their  search  for  qualified  physicians 
with  the  following  specialties:  Obstetrics/ 
Gynecology;  Family  Practice;  Pediatrics; 
Neonatology;  Emergency  Medicine;  Internal 
Medicine;  General  Surgery;  Otolaryngology. 
Oualified  individuals  will  be  able  to  negotiate 
a competitive  salary  and  participate  in  an  ex- 
cellent fringe  benefit  program  which  includes 
malpractice  insurance  coverage.  Interested 
physicians  should  submit  their  curriculum 
vitae  in  confidence  to:  Jim  Lucas,  Associate, 
Bernie  Hoffmann  Associates,  Inc.  20755 
Greenfield,  Suite  601,  Southfield,  Ml  48075 
(313)  557-9340. 


FAMILY  PRACTITIONER  or  INTERNIST  need- 
ed to  join  other  FP’s  in  rural  primary  care 
center  20  miles  west  of  Morgantown.  Position 
available  August,  1987.  Please  contact  Joe 
Tuttle,  Administrator,  or  Janice  Reid,  Clinical 
Director,  Clay-Battelle  Community  Health 
Center,  P.  O.  Box  72,  Blacksville,  WV  26521, 
(304)  432-8209. 


GENERAL  INTERNIST— Associate  with 
3-man^  single-speciaLty  group  in  Richmond 
Virginia.  Supported  by  300-1-  bed,  for-profit 
hospital.  This  metropolitan  community  of 
250K  offers  good  schools/nearby  medical 
university/cultural  and  recreational  amenities. 
Board  eligible/board  certified  with  2-t-  years 
experience  a plus.  Good  compensa- 
tion/benefit package.  Partnership  after  1-yr. 
Contact  Mary,  TYLER  & CO.,  9040  Roswell 
Road,  Atlanta,  GA  30350.  Call  404-641-6411. 


PHYSICIAN’S  ASSISTANT  — Free  advertis- 
ing and  information  available  to  those  in- 
terested in  employing  a Physician’s  Assis- 
tant. CONTACT:  PA  Placement  Service,  West 
Virginia  Association  of  Physician’s 
Assistants,  c/o  Michael  W.  Holt,  PA-C,  P.  0. 
Box  1365,  Alderson-Broaddus  College,  Philip- 
pi, West  Virginia  26416,  or  call  (304)  457-1700, 
X.  230. 


FAMILY  PRACTICE  — (ATTENTION:  NEW 
GRADUATES)  One  or  two  Board  Cer- 
tified/Board Eligible  Family  Practitioners 
needed  to  join  with  successful  FP  to 
establish  comprehensive  Outpatient  Treat- 
ment Center  in  Southern  WV.  Excellent  in- 
come & fringe  benefits  potential  for  ag- 
gressive young  M.D.  All  replys  confiden- 
tial. Reply  to:  Family  Care  Center,  c/o  WV 
Medical  Journal,  P.  0.  Box  4106,  Charleston, 
WV  25364. 


DISCOUNT  HOLTER  SCANNING  SERVICE 

Scanning  starting  at  $35.00  • Spacelab 
Holters  available  at  $1,275.00  • Turn  over  time 
is  24-48  hours  • Hook  up  kits  available  at 
$4.95  • Stress  test  electrodes  available 
at  .29* *  • Scanning  paper  available  at  $18.95 

• One  free  test  is  offered  at  no  obligation  on 
trial  basis  • Blood  pressure  monitoring  ser- 
vice will  be  available  in  eight  weeks  and  our 
prices  start  at  $75.00  per  test.  If  interested 
call  (301)  870-3626. 


LOOKN 
FORI 


O FURTHER 
NANCIAL 


DIRECTION! 


One  Financial  Place  Rnancial  and  Trust 

Kanawha  Valley  Bank,  NA.,  Charleston.  WV 
Security  Bank,  Huntington,  WV 
Citizens  National  Bank,  Martinsburg.  WV 
Fanners  &.  Merchants  Bank,  Morgantown.  WV 
New  River  Banking  &.  Trust,  Oak  Hill.  WV 


services  are  available  through  these  ^One 

Mercer  County  Bank,  Princeton.  WV 
Seneca  National  Bank,  Ronceverte.  WV 
The  Bank  of  St.  Albans,  S(.  All>ans.  WV 
First  National  Bank,  Terra  Alta.  WV 


ALL  THE  PROFESSIONAL  FINANCIAL  AND  TRUST  SERVICES 
FOR  YOUR  PERSONAL  AND  BUSINESS  NEEDS 
ARE  IN  ONE  PLACE  . . . 

ONE  FINANCIAL  PLACE. 

NOW  AT  ALL  THE  ONE  VALLEY  BANKS  IN  WEST  VIRGINIA. 


Our  Financial  and  Trust  Services  include: 

• Personal  Asset  /Vlanagement 

• Corporate  Funds  /Vlanagement 

• Trusts  and  Estates 

• Estate  Settlement  for  Personal 
Executors 


• Private  Investment  Services 

• Financial  and  Estate  Planning 

• Corporate  Trusteeship  Services 

• Employee  Benefit  and  Retirement 
Plan  Administration 


Valley  Banks 
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In  acute  and  chronic  edema  due  to  CHF 

FOR  PREDICTABLE  CONTROL 


• Less  potassium  loss  for  a given 
amount  of  sodium  excretion  than 
with  furosemide'*^ 

• Predictable  dose  response^ 


Diuresis  completed  hours  faster 
than  with  furosemide  after  oral 
dosing^ 

Better  Gl  absorption^'^ 

Early  evening  dosing  helps 
prevent  nocturnal 
dyspnea 


As  with  all  loop  diuretics,  excessive  doses 
of  BUMEX  can  lead  to  profound  diuresis 
with  water  and  electrolyte  depletion, 
including  hypokalemia,  so  serum  electro- 
lytes should  be  monitored. 


BUMEX 

“iJfnetanttJe) 

5*  >•¥.  Of  tM  Use- 
•<  ^ 

2 r ROC 


BUMEX’ 


Bumex 

bumetanide/Roche 

0.5-mg,  l-mg  and  2-mg  scored  tablets;  2-ml  ampuls 
and  2-ml,  4-ml  and  10-ml  vials  (0.25  mg/ml) 


Reteiences:  1.  Flamenbaum  W:  4m  JCorb/o/ 57(2):  38A-43A,  1986  2.  BroterDC,  Fox  WR,  Chenna- 
vosin  P-J  Clin  Pharmacol  21.599-603.  1981  3.  IberFL,  Baum  RA  J CUn  Pharmacol  2!  691-100. 
1981  4.  Flenning  R,  Lundvall  0:  Ear  J Clih  Pharmacol  6:22A-22X  1973.  5.  Physicians'  Desk  Refer- 
ence, 40th  ed  Oradell,  NJ,  Medical  Econamics  Campany  1986,  pp  939,  1480  6.  Pentikainen  PJ, 
elal:  BrJCIIn  Pharmacol 4.39-AA.  1977  7.  Lasix.  A Review.  Somerville,  NJ,  Hoechst-Roussel 
Pharmaceuticals,  Inc , 1980 


BUMEX*' 

(bumetanide/Roche) 

0.5-mg.  1-mg  end  2-mg  scored  tablets 
2-ml  ampuls,  2-ml.  4-ml  and 
10-ml  vials  (0.25  mg/ml) 

Before  prescribing,  please  consult  complete  product  Information,  a summary  ot  which  follows: 


WARNING:  Bumex  (bumetanide/Roche)  Is  a potent  diurehc  which,  if  given  in  excessive 
amounts,  con  lead  to  a piotound  diuresis  with  water  and  electrolyte  deplehon.  Therefore, 
careful  medical  supervision  is  required,  ond  dose  and  dosage  schedule  hove  to  be  adjusted  to 
the  Individual  pahents  needs.  (See  under  DOSAGE  AND  ADMINISTRATION  In  complete  product 
information.) 


INDICATIONS  AND  USAGE ; Edema  associated  with  congestive  heart  foilure,  hepotic  and  renal  disease, 
including  the  nephrohc  syndrome. 

Almost  equal  diuretic  response  occurs  otter  oral  and  parenteral  administration  of  Bumex.  If  impaired 
gostrointeshnal  absorption  is  suspected  or  oral  administration  Is  not  practical,  Bumex  should  be  given 
by  the  Intramuscular  or  Intravenous  route. 

Successful  treatment  with  Bumex  following  Instances  of  allergic  reactions  to  furosemide  suggests  o 
lack  of  cross-sensihvity. 

CONTRAINDICATIONS:  Anuria.  Flypersensifivity  and  in  patients  In  hepatic  coma  or  in  states  of  severe 
electrolyte  deplehon  Although  Bumex  can  be  used  to  induce  diuresis  in  renol  insufficiency  any  marked 
Increase  In  blood  urea  nitrogen  or  creohnine,  or  the  development  of  oliguria  during  therapy  of  poflents 
with  progressive  renal  disease,  is  an  indicahon  tor  disconhnuation  of  treatment 
WARNINGS:  Dose  should  be  adjusted  to  potlenfs  needs.  Excessive  doses  or  too  frequent  admlnlsfrohon 
can  lead  to  profound  water  loss,  electrol^e  depletion,  dehydration,  reduction  In  blood  volume  and 
circulatory  collapse  with  the  possibility  of  vascular  thrombosis  and  embolism,  particulorly  in  elderly 
patients. 

Prevention  of  hypokalemia  requires  particular  attention  In  patients  receiving  digitalis  and  diuretics  for 
congestive  heart  failure,  hepatic  cirrhosis  and  ascites,  states  of  aldosterone  excess  with  normai  renal 
funchon,  potassium-losing  nephropathy,  certain  diarrheal  states,  or  other  states  where  hypokalemia  is 
thought  to  represent  porticular  added  risk  to  the  pahents. 

In  patients  with  hepahc  cirrhosis  and  dscites,  sudden  alterations  of  electrolyfe  balance  may  precipitate 
hepatic  encephalopathy  and  coma.  Treatment  in  such  patients  is  best  initiated  In  the  hospital  with 
small  doses  and  careful  monitoring  of  the  potlenfs  clinical  stotus  and  electrolyte  bolance.  Supplemental 
potassium  and/or  spironolactone  may  prevent  hypokalemia  ond  metabolic  alkalosis  in  these  patients. 
In  cots,  dogs  and  guinea  pigs,  Bumex  has  been  shown  to  produce  ototoxicity  Since  Bumex  is  obout  40 
to  60  times  as  potent  os  furosemide.  It  is  anficipoted  that  blood  levels  necessary  to  produce  ototoxicity 
will  rarely  be  achieved  The  potenhal  for  ototoxicity  increases  with  intravenous  therapy,  especially  at 
high  doses, 

Pahents  allergic  to  sulfonamides  may  show  hypersensitivity  to  Bumex, 

PRECAUTIONS:  Measure  serum  potassium  periodically  anri  add  potassium  supplements  or  potas- 
sium-sparing diurehcs.  If  necessary.  Periodic  determinahons  of  other  electrolytes  are  advised  In  patients 
treated  with  high  doses  or  tor  prolonged  periods,  particularly  in  those  on  low  salt  diets 


Hyperaricemio  may  occur  Reversible  elevations  of  the  BUN  and  creatinine  may  occur,  especially  with 
dehydration  ond  in  patients  with  renal  insufficiency  Bumex  may  increase  urinary  calcium  excretion 
Possibility  ot  effect  on  glucose  metabolism  exists.  Periodic  determinations  of  blood  sugar  should  be 
done,  particularly  in  patients  with  diabetes  or  suspected  Idtent  didbetes. 

Patients  should  be  observed  regularly  tor  possible  occurrence  of  blood  dyscraslas,  liver  damage  or 
Idiosyncratic  reactions. 

Especially  in  presence  of  impaired  renal  function,  use  of  parenterally  administered  Bumex  should  be 
avoided  in  pahents  to  whom  aminoglycoside  antibiotics  ore  olso  being  given,  except  in  life-threatening 
conditions. 

Drugs  with  nephrotoxic  potentlol  and  bumetanide  should  not  be  administered  simuitdneously. 

Since  lithium  reduces  renal  clearance  ond  adds  a high  risk  of  lithium  toxicity,  it  should  not  be  given  with 
diuretics 

Probenecid  should  not  be  administered  concurrently  with  Bumex 
Concurrent  therapy  with  indomethacin  not  recommended 

Bumex  may  potentiate  the  effects  of  anhhypertensive  drugs,  necessitating  reduction  in  dosoge. 
Interaction  studies  in  humans  have  shown  no  effect  on  digoxin  blood  levels, 

Interochon  studies  in  humans  have  shown  Bumex  to  have  no  effect  on  wadarin  metabolism  or  on 
plasma  prothrombin  activity 

Pregnancy  Bumex  should  be  given  to  a pregnant  women  only  If  the  potential  benefit  justifies  the 
potential  risk  to  the  fetus. 

Bumetanide  may  be  excreted  in  breast  milk. 

Pedialric  Use.  Safety  and  effectiveness  below  age  18  not  established 

ADVERSE  REACTIONS:  Muscle  cramps,  dizziness,  hypotension,  headoche  and  nausea,  and  encephd- 
lopothy  (in  patients  with  preexisting  liver  disease). 

Less  frequent  clinical  adverse  reactions  ore  weakness,  impaired  hearing,  rash,  pruritus,  hives,  electro- 
cardiogram changes,  abdominal  pain,  arthritic  pain,  musculoskeletol  pain  and  vomiting. 

Other  clinical  adverse  reactions  are  vertigo,  chest  pain,  eor  discomfort,  fatigue,  dehydration,  sweating, 
hyperventilation,  dry  mouth,  upset  stomach,  renal  failure,  asterixis.  Itching,  nipple  tenderness,  diarrhea, 
premature  ejaculation  and  difficulty  maintaining  an  erection. 

Laboratory  abnormalities  reported  are  hyperuricemia,  azotemia,  hyperglycemia,  increased  serum 
creatinine,  hypochloremla,  hypokolemia,  hyponatremia,  and  variations  in  CO2  content,  bicarbonate, 
phosphorus  and  calcium.  Although  manifestations  of  the  pharmacologic  action  of  Bumex,  these 
conditions  may  become  more  pronounced  by  Intensive  therapy. 

Diuresis  induced  by  Bumex  may  also  rarely  be  accomponled  by  changes  in  LDH,  total  serum  billrabin, 
seram  proteins,  SGOX  SGPT  alkaline  phosphatase,  cholesterol,  creatinine  clearance,  deviations  in 
hemoglobin,  prothrombin  time,  hematocrit,  platelet  counts  and  differential  counts.  Increases  In  urinary 
glucose  and  urinary  protein  have  also  been  seen 

DOSAGE  AND  ADMINISTRATION: 

Oral  Atlminislralion:  The  usual  total  dally  dosage  is  0 5 to  2.0  mg  and  in  most  patients  Is  given  as  a 
single  dose 

Parenleral  Administration:  Administer  to  patients  (IV  or  IM)  with  Gl  absorption  problem  or  who  cannot 
take  oral.  The  usual  initial  dose  is  0 5 to  1 mg  given  over  1 to  2 minutes.  If  insufficient  response,  a 
second  or  third  dose  may  be  given  at  2 to  3 hour  intervals  up  to  a maximum  of  10  mg  a day, 

HOW  SUPPLIED;  Tablets.  0 5 mg  (light  green),  1 mg  (yellow)  and  2 mg  (peach),  bottles  of  100  and 
500,  Prescription  Paksof  30,  Tel-E-Dose*  cartons  of  100  Imprint  on  tablels:  0,5  mg— ROCFIE  BUMEX 
0.5;  1 mg-ROCHE  BUMEX  1;  2 mg-  RCXIHE  BUMEX  2 

Ampuls,  2 ml,  0 25  mg/ml,  boxes  of  ten.  p.i.  osss 

Vials.  2 ml,  4 ml  and  10  ml,  0.25  mg/ml,  boxes  often 


Roche  Laboratories 

a division  of  Flotfmann-La  Roche  Inc. 
Nutley,  New  Jersey  07110 


In  acute  and  chronic  edema  due  to  CHF 

A DIURETIC 
THAT  GIVES  YOU 
PREDICTABLE 
CONTROL 

,Bumex 

» bumetanide/Roche 

I 0.5-mg,  1-mg  and  2-mg  scored  tablets;  2-ml  ampuls 
and  2-ml,  4-ml  and  10-ml  vials  (0.25  mg/ml) 

Please  see  adjacent  page  for  references  and  summary  of  product  Information. 

Copyright  © 1987  by  Hoffmann-La  Roche  Inc.  7\ll  rights  reserved 
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Imagine 

A MACHINE 
THAT  CAN 
DO  THIS  TO 


We're  proud  to  announce  the  introduction  of  Extra- 
corporeal Shock  Wave  Litliotripsy  as  a new  feature  of  our 
kidney  stone  treatment  program.  This  new  device  makes 
it  possible  to  pulverize  and  eliminate  kidney  stones  witli- 
OLit  invasive  surgery.  Now  you  have  the  opportunity  to 
participate  in  this  state-of-the-art  procedure  at  CAMC's 
High  Tech  Center  here  in  Charleston,  West  Virginia. 

The  Lithotripter  uses  shock  waves  to  homhard  kid- 
ney stones  into  sand-like  particles  inside  the  body.  The 
residue  is  then  easily  passed.  Although  the  theory 
behind  Lithotripsy  is  simple,  the  process  is  precise.  The 
stone  is  pinpointed  inside  the  body  with  fluoroscopy 
and  shock  wave  firing  is  synchronized  witlt  the  patient's 
heartbeat  by  electrocardiogram.  Usually,  die  entire  pro- 
cess takes  about  an  hour. 


As  you  can  imagine.  Lithotripsy  offers  many  benefits 
to  kidney  stone  patients.  The  process  is  less  painful, 
entails  fewer  side  effects,  and  recuperation  is  quicker 
than  with  conventional  surgery.  It's  even  less  expensive 
than  surgery. 

We're  encouraging  all  area  urologists  to  apply  for 
privileges  in  Extracorporeal  Shock  Wave  Lithotripsy.  We 
invite  you  to  visit  CAMC  and  see  the  lithotripter  in 
action.  Come  and  learn  about  this  revolutionary  ther- 
apy which  is  the  wave  of  the  future  in  kidney  stone 
treatment.  We  will  happily  provide  you  with  a brochure 
for  your  use  as  well  as  brochures  for  your  patients. 

Lor  your  brochures  or  other  information  about 
Lithotripsy  and  our  kidney  stone  treatment  program, 
call  CAMC  at  1-800-654-0159. 


CAMC 

Charleston  Area  Medical  Center 
1-800-654-0159 
We  Care  For  West  Virginia 


the /V\ASTER  program 

Muscular  And  Skeletal  Treatment/ Exercise/ Rehabilitation 


Pain  Syndromes:  Myofascial 

Myofascial  pain  syndromes  are  very  common  specific 
musculoskeletal  pain  disorders.  Damage  to  muscles  and 
connective  tissue  initiates  a cycle  of  referred  pain  and 
spasm  which  can  be  triggered  by  stimulation  of  specific 
areas  of  the  muscle.  For  a given  muscle  the  location  of 
the  trigger  points  and  the  pattern  of  referred  pain  is  fairly 
constant. 

Precipitating  factors  include  major  trauma,  minor 
repetitive  trauma,  overuse  and  stress.  A musculoskeletal 
injury  can  lead  to  the  development  of  a myofascial  syn- 
drome. The  syndrome  can  produce  persistent  pain  and 
dysfunction  even  after  the  time  for  normal  healing  to 
occur. 

Predisposing  factors  include  behavioral,  bio- 
mechanical, hormonal,  and  nutritional  factors.  Stress 
and  anxiety  produce  excessive  muscle  tension.  Poor 
posture  and  body  mechanics  lead  to  fatigued  muscles 
which  are  more  susceptible  to  injury.  Hypothyroidism, 
hypoestrogenism,  and  some  vitamin  deficiencies  have 
been  associated  with  the  development  of  myofascial 
syndromes. 


The  Rehabilitation  Center 

at  Mon  General 

1 000  J.  D Anderson  Dr , Morgantown,  WV  26505  1^1 


The  diagnosis  of  a myofascial  syndrome  requires  an 
assessment  of  precipitating  and  predisposing  factors, 
as  weil  as  the  presence  of  the  following  clinical  features. 
Hypersensitivity  is  manifested  by  the  identifica- 
tion of  one  or  more  trigger  points.  Each  trigger 
point  is  constant  and  reproducible.  Stimulation 
of  the  trigger  point  with  pressure  produces  a 
marked  response  by  the  patient  (jump  sign)  and 
produces  the  patient’s  usual  pain. 

2.  The  referred  pain  pattern  is  consistent  with  the 
typical  pattern  for  trigger  points  in  the  identified 
muscle. 

3.  Generalized  muscle  tenderness  and  spasm  are 
frequently  present. 

Treatment  requires  an  intervention  to  provide  pain  relief 
(injection  of  local  anesthetic,  spraying  with  ethyl 
chloride,  or  ice  massage)  followed  by  stretching  and  ex- 
ercising the  muscle.  Without  physical  reconditioning  the 
trigger  points  tend  to  reoccur.  Also,  if  possible, 
predisposing  and  precipitating  factors  need  to  be  cor- 
rected to  help  prevent  the  further  development  of 
myofascial  syndromes. 

The  MASTER  Program  helps  physicians  help  their  pa- 


lestions  for  the 


tients.  The  program  provides  evaluation,  recommenda- 
tions, intervention  ir  needed  and  sugge 
physicians  continuing  management  of  their  patients. 

For  information  on  The  MASTER  Program  piease  contact 
David  Colvin,  M.D.,  at  304-598-1411.  Or  write:  The  MASTER 
Program,  The  Rehabilitation  Center  at  Mon  General 
Hospital,  1000  J.D.  Anderson  Dr.,  Morgantown,  WV  26505. 


McDonough 

Caperton 

Systems 


Now  serving  over  120  physicians 

We  offer  the  iargest,  most  complete  selection  of  medicai  office  management  systems 
and  services  available  to  physicians  in  West  Virginia.  Our  efforts  mean  you  have  a 
choice  . . . 

^of  programs  including 

• Patient  Past  History/Lab 
Results/Treatment  Information 

• Statistical  Retrieval  and  Analysis 
of  Medical  Information 

• Patient  Billing  Preparation 

• Aged  Account  Information 

• Complete  Financial  and 
Management  Reporting 

• Insurance  Forms  Preparation 

nik  of  hardware  including  IBM,  AT  & T,  and  IMS 

of  investment  levels  beginning  at  $9,995  with  upgrade  opportunity 

^ of  purchase  or  lease  arrangements  to  meet  your  individual  business  needs 

^ of  total  hardware  and  software  for  the  life  of  the  system  provided  by  our 
own  trained  technicians 

^of  a company  sincerely  interested  in  your  satisfaction  and  success  in  the  day- 
to-day  use  of  our  systems. 

We’re  your  systems  consultant  and  welcome  the  opportunity  to  discuss  your  individual 
concerns  and  questions.  Our  job  and  our  commitment  is  to  help  you  reduce  your  paper- 
work, increase  your  productivity  and  improve  your  cash  flow. 

MAKE  US  YOUR  CHOICE 

Call  us  at  744-2583 
or  write 

325  Sixth  Avenue 

South  Charleston,  West  Virginia  25303 
Bradley  E.  Layne,  President 


Aulhon/ed 
Value  Added 
Dealer 


Personal 

Compoters 


• Scheduling  Functions 

• Hospital  Census 

• Electronic  Claims  Submission 

• Word  Processing 

• Tailoring  by  Specialty 

• “Password”  Security  Protection 

• Remote  access,  including 
master  CN/CFF  capability. 
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McDonough  Caperton  Insurance  Group’s  new  corporate  office  building,  located  in  Charleston,  West  Virginia,  houses  over  150 
employees  and  serves  as  the  home  base  for  all  McDonough  Caperton  Insurance  Group  activity.  McDonough  Caperton  Insurance 
Group  also  maintains  office  facilities  in  eight  cities  throughout  West  Virginia,  Ohio,  Pennsylvania  and  Kentucky. 


McDonough 

Caperton 

Insurance 

Group 


Uniquely  capable  . . . Professionally  competent  . . . 

Serving  others  . . . Through  excellence. 


providing  a broad  range 
of  insurance  and  financial  services 
to  the  business  community, 
associations,  institutions, 
and  individuals. 


Among  the  10  Largest  Privately  Owned  Insurance  Brokers  in  the  United  States. 


Corporate  Headquarters:  One  Hillcrest  Drive,  East,  P.O.  Box  1551,  Charleston,  WV  25326.  Telephone:  (304)  346-0611. 
With  offices  in:  Beckley,  Charleston,  Fairmont,  Parkersburg,  Wheeling,  Pittsburgh,  Cleveland  and  Lexington,  KY. 


Doctor  and  Office  Manager, 

you  are  cordially  invited 
to  attend  a 

Demonstration  Seminar 

of  the 

Elcomp  Medical  Flexible  Package^^ 

Date:  Wednesday,  September  16,  1987 


Time: 

10:00  A.M.,  2:00  P.M.,  6:00  P.M. 

Place: 

Holiday  Inn  Gateway 
6007  US  Route  60  E 
Between  Exits  15  & 20,  1-64 
Huntington,  WV  25726 

Please  R.S.V.P.  to  Jerry  Varsel, 
1-800-441-8386 


Eye 
Surgery 
Center 


Richard  C.  Rashid,  M.D. 


Muhib  S.  Tarakji,  M.D. 


Herbert  A.  Tipler,  M.D. 


Richard  C.  Rashid,  M.D.  is  pleased  to  announce  the  opening  of  the  first 
certified  Ambulatory  Surgicare  Center  in  this  area,  dedicated  to  eye  care.  The  WV 
Eye  Surgery  Center  is  located  in  South  Charleston  and  is  an  integral  part  of  the  Eye 
Physicians  and  Surgeons  complex.  Together,  they  become  the  largest  freestanding 
facility  dedicated  to  total  eye  care  in  West  Virginia. 


The  WV  Eye  Surgery  Center  is  exclusively  a service  of  Eye  Physicians  and  Surgeons.  The 
Doctors  are  all  Board  Certified  surgeons.  Their  specialties  include:  Cataract  Surgery,  Laser 
Surgery,  Dry  Eye  treatment.  Children’s  Vision  Care  and  Glaucoma  Diagnosis  and  Treatment. 
Offices  are  located  in  South  Charleston  next  to  Thomas  Memorial  and  in  Charleston  on  the 
CAMC  General  Campus. 


The  Eye  Center  Offers  You 
Many  Advantages: 


CONVENIENCE 


LESS  COST 


FRIENDLY  CARE 


SAFE 


Same  Day  Surgery  ...  in  and  out  in  just  a few 
hours. 

The  Surgery  Center,  The  Anesthesia  Service 
and  the  Doctors  of  EP&S  ...  all  accept 
Medicare  Assignment.  So,  you  pay  much  less. 

Familiar  faces  . . . Family  involvement  before 
and  after  surgery  . . . Free  Transportation. 

The  WV  Eye  Surgery  Center  is  a certified 
surgery  facility.  Staff  and  Equipment  meets  or 
exceeds  government  standards. 


©Physicians 

"Surgeons 

Keeping  Ycxjr 
Family  In  Sight 


For  Information 
CALL 

(304)  768-7371 

TOLL  FREE  IN  WV 

1-800-642-3937 


state  flag  of  West  Virginia 


Flag  It. 

To  complete  your  prescription, 
be  sure  to  sign  on  the  left, 
on  the  “Brand  Necessary”  line. 

This  “flags”  both  pharmacist  and  patient 
that  you  want  the  brand  to  be  dispensed. 
And  it  protects  your  decision. 


scored  tablets 

2 mg  5 mg  10  mg 

The  one  you  know  best. 


No-fuss,  noforms 
group  covera^ 


700  Market  Square  PO  Box  1948 
Parkersburg  WV  26102 


I#  make  it  easy  to  give  your  group 
complete  health  care  coverage  — 
plus  a lot  more. 

Blue  Cross  and  Blue  Shield  of  West  Central 
West  Virginia  has  taken  a lot  of  the  paper- 
work out  of  administering  the  nation’s  #1 
medical/surgical  coverage  — and  that 
means  less  time  and  cost  for  you.  In  fact, 
we’ve  made  the  claims  process  so  simple 
that  there’s  no  need  for  you  to  assign  an 
employee  to  handle  it.  When  one  of  your 
group  has  a claim,  he  or  she  fills  out  a 
simple  9 -line  flap  on  the  back  of  our  pre- 
addressed envelope,  then  mails  it  along 
with  the  bill  or  receipt.  Claims  are  proc- 
essed quickly  — right  here  in  West 
Virginia  — with  less  need  for  follow-up 
or  handling  on  your  part. 


prescription,  AD&D,  short-  and  long-term 
disability  and  dental  coverage.  V)ur  Blue 
Cross  and  Blue  Shield  plan  can  also  be 
custom-designed,  with  the  options  and 
deductibles  that  fit  your  needs  and  your 
budget.  And  because  we’re  constantly 
working  with  employers  and  health  care 
providers  to  keep  costs  down,  we’re  able 
to  offer  a 15-month  rate  guarantee  to 
groups  of  20  or  more. 

Service  thafs  part  of  the  package. 

V)ur  group  will  have  a Customer  Service 
Representative  assigned  to  work  with  you, 
to  answer  your  questions  and  provide  any 
help  you  need.  So  you  always  have  one 
person  to  call  about  any  of  your  group 
coverage. 

Find  out  more  about  the  easiest,  most 
complete  insurance  package  available  to 
your  group.  Call  us  toll-free  or  contact 
your  local  independent  agent. 

In  WV  call  1-800-344-5514  or 
1-800-654-5013. 


One-stop  service  for  all  your  group 
insurance. 

Along  with  our  subsidiary.  Combined 
Services,  Inc.,  we  can  design  a package 
for  your  group  that  includes  life,  paid 


Blue  Cross 
Blue  Shield 

of  West  Central  West  Virginia 
Parkersburg 


® Registered  Marks  Blue  Cross  and  Blue  Shield  Association 


How  MoreThan 2000 Doctors 
Have  Eased  The  Pain 


If  your  practice  is  like  a lot  of  others, 
you  often  spend  more  time  on  office 
problems  than  on  the  health  problems  of 
your  patients. 

Our  one  easy-to-use,  fully-integrated 
computer  system  can  take  care  of  billing, 
provide  financial  updates,  help  you  market 
your  practice.  And  give  you  more  time  to  do 
what  you  went  to  medical  school  for. 

“Medic  continues  to  be  the  best 
system  for  our  ciients.” 

Thomas  Booth,  president  of  The  PM  Group, 
Battle  Creek,  Michigan 

When  this  nationally-recognized 
medical  consulting  firm  recommends  a 
product  to  their  clients,  you  know  it’s  been 
carefully  scrutinized.  After  reviewing  over 
60  medical  systems.  The  PM  Group  judged 
our  system  to  be  the  best.  And  the  one  that 
offers  the  best  support  and  service. 

“It's  helped  our  cash  flow 
tremendously.” 

Mike  Griga,  general  manager  of  Mayfield 
Neurological  Institute,  Cincinnati,  Ohio 
Changing  the  billing  system  from  once 
a month  to  once  a week  is  just  one  way 
Medic  has  improved  the  bottom  line  of  the 
nation’s  largest  neurosurgery  group.  Our 
system  can  ease  the  process  of  sending 


statements  and  reduce  the  number  of 
uncollected  bills.  Plus,  our  easy-to- 
understand  printouts  help  you  keep  better 
track  of  your  financial  condition. 

“When  lightning  knocked  out  our 
system,  Medic  worked  through  the 
night  to  get  it  up  and  running  quickly.” 

Doug  Speak,  assistant  administrator  of 
Suncoast  Medical  Clinic,  St.  Petersburg, 
Florida 

We’ll  do  whatever  it  takes  to  keep  your 
system  working.  Day  or  night.  We  have  a 
toll-free  STAT  line  to  handle  questions  and 
problems.  And  there’s  a STAT  PLUS  line 
from  our  support  center  to  your  system 
for  software  updates  and  diagnoses. 

So  if  you’re  looking  to  increase  the 
efficiency,  productivity  and  profitability  of 
your  practice,  take  a look  at  the  Medic 
Computer  System. 

Over  2000  physicians  in  more  than 
600  practices  throughout  the  U.S.  are 
calling  it  a minor  medical  miracle. 


meiffc 


computer  systems 


6601  Six  Forks  Road,  Suite  150 
Raleigh,  North  Carolina  27609 


Telephone  toll-free:  1-800-334-8534 
North  Carolina:  919-847-8102 

Other  offices:  Cincinnati,  Ann  Arbor 
Orlando,  Pittsburgh,  Richmond 


Please  tell  me  how  Medic  Computer 
Systems  can  help  my  practice. 

Name 

Address 

City 

State Zi  p 

Phone ( ) 

Number  of  physicians  in  practice 

Specialty 

Medic  Computer  Systems 

6601  Six  Forks  Rd.,  Suite  150 
Raleigh,  North  Carolina  27609 


_l 


1967-1987 


MEDICAL  AND  SURGICAL  SERVICES  PROVIDED  THROUGH 


EYE  EAR  NOSE  and  THROAT  PHYSICIANS 
& SURGEONS  OF  CHARLESTON,  INC. 


OPHTHALMOLOGISTS 

Robert  E.  O’Connor,  MD 
Moseley  H.  Winkler,  MD 
Samuel  A.  Strickland,  MD 
James  W.  Caudill,  MD 
R.  David  Allara,  MD 


OTOLARYNGOLOGISTS 

Romeo  Y.  Lim,  MD 
Nabil  A.  Ragheb,  MD 
R.  Austin  Wallace,  MD 


EENT 

John  A.  B.  Holt,  MD 


FREE  PARKING 


MEDICARE  ASSIGNMENT  ACCEPTED 

1306  KANAWHA  BOULEVARD,  EAST 
P.O.  BOX  2271 

CHARLESTON,  WEST  VIRGINIA  25328 
TELEPHONE;  (304)  343-4371 
TOLL  FREE:  (800)  642-3049  (WV) 


To  showyou  how  many 
hypertensives  stayed  on 

INDERAE  LA 

(PROPRANOLOL  HCl) 

after  a major  nationwide  trial... 


60,073 patients  (90%)  who  started  on 
INDERAL  LA  stayed  on  INDERAL  LAI 


Surprising?  Not  really. 

Because  most  patients  on  INDERAL  LA  (propranolol  HCl)  don't  even  know 
it's  working. 

A recent  double-blind,  placebo-controlled,  crossover  study  in  138  hyper- 
tensive patients^  revealed  that  INDERAL  LA  has  a side  effects  profile 
unsurpassed  by  atenolol  or  metoprolol  — which  shows  how  well-tolerated 
once-daily  INDERAL  LA  can  be. 


Sole  therapy  or  concomitant  therapy? 

Fifty-nine  percent  of  the  time,  INDERAL  LA  stood  on  its  own. 


The  patients  in  the  nationwide  compliance  trial  were  no  different  from  yours. 
Generally  when  the  antihypertensive  regimen  is  complicated,  compliance 
may  become  a problem.  So,  the  effectiveness  of  INDERAL  LA  as  once-daily 
monotherapy  is  a big  plus.  Of  the  remaining  hypertensives  in  the  program, 
36%  were  treated  merely  with  the  addition  of  a diuretic  to  INDERAL  LA. 


For  the  noncompliant  patients  in  your  practice,  INDERAL  LA  may 
well  be  the  answer. 

Almost  20,000  of  the  patients  in  the  nationwide  compliance  trial  were  identi- 
fied as  having  been  noncompliant  with  their  previous  antihypertensive 
therapy.  Their  physicians  reported  that  88%  showed  improved  compliance 
when  placed  on  once-daily  INDERAL  LA. 


Control,  comfort,  cind  compliance 


INDERAL  LA 


ONCE-DAILY 


LONG  ACTING 
CAPSULES 


Like  conventional  INDERAL  Tablets,  INDERAL  LA  should  not  be  used 
in  the  presence  of  congestive  heart  failure,  sinus  bradycardia,  cardio- 
genic shock,  heart  block  greater  than  tirst  degree,  and  bronchial  asthma. 


'After  a 30-day  trial  \with  INDERAL  LA,  physicians  reported  that  90% 
of  the  patients  would  remain  on  INDERAL  LA. 


The  one  you  know  best__^ 
keeps  looking  better 


Please  see  next  page  lor  brief  summary  of  prescribing  information. 


The  one  you  know  best  keeps  looking  better 


BRIEF  SUMMARY  (FOR  FULL  PRESCRIBING  INFORMATION.  SEE  PACKAGE  CIRCULAR  > 

INDERAL  LA  brand  ol  propranolol  hydrochloride  (Long  Acting  Capsules) 

DESCRIPTION.  INDERAL  LA  is  formulated  to  provide  a sustained  release  of  propranolol 
hydrochloride  INDERAL  LA  is  available  as  60  mg.  80  mg.  120  mg  and  160  mg  capsules 

CLINICAL  PHARMACOLOGY.  INDERAL  is  a nonselective.  beta-adrenergic  receptor- 
blocking agent  possessing  no  other  autonomic  nervous  system  activity  It  specifically  com- 
petes with  beta-adrenergic  receptor-stimulating  agents  lor  available  receptor  sites  When 
access  to  beta-receptor  sites  is  blocked  by  INDERAL.  the  chronotropic,  inotropic,  and  vasodi- 
lator responses  to  beta-adrenergic  stimulation  are  decreased  proportionately 

INDERAL  LA  Capsules  (60. 80.  120.  and  160  mg)  release  propranolol  HCI  at  a controlled  and 
predictable  rate  Peak  blood  levels  following  dosing  with  INDERAL  LA  occur  at  about  6 hours 
and  the  apparent  plasma  half-life  is  about  10  hours  When  measured  at  steady  state  over  a 
24-hour  period  the  areas  under  the  propranolol  plasma  concentration-time  curve  (AUCs)  tor 
the  capsules  are  approximately  60%  to  65%  of  the  AUCs  for  a comparable  divided  daily  dose 
of  INDERAL  Tablets  The  lower  AUCs  for  the  capsules  are  due  to  greater  hepatic  metabolism  of 
propranolol,  resulting  from  the  slower  rate  of  absorption  ot  propranolol  Over  a twenty-four  (24) 
hour  period  blood  levels  are  fairly  constant  for  about  twelve  (12)  hours  then  decline  exponen- 
tially 

INDERAL  LA  should  not  be  considered  a simple  mg-tor-mg  substitute  for  conventional 
propranolol  and  the  blood  levels  achieved  do  not  match  (are  lower  than)  those  of  two  to  four 
times  daily  dosing  with  the  same  dose  When  changing  to  INDERAL  LA  from  conventional 
propranolol,  a possible  need  for  retitration  upwards  should  be  considered  especially  to  main- 
tain effectiveness  at  the  end  of  the  dosing  interval  In  most  clinical  settings,  however,  such  as 
hypertension  or  angina  where  there  is  little  correlation  between  plasma  levels  and  clinical 
effect.  INDERAL  LA  has  been  therapeutically  equivalent  to  the  same  mg  dose  of  conventional 
INDERAL  as  assessed  by  24-hour  effects  on  blood  pressure  and  on  24-hour  exercise  re- 
sponses of  heart  rate,  systolic  pressure  and  rate  pressure  product  INDERAL  LA  can  provide 
effective  beta  blockade  tor  a 24-hour  period 

INDICATIONS  AND  USAGE.  Hypertension:  INDERAL  LA  is  indicated  in  the  manage- 
ment of  hypertension,  it  may  be  used  alone  or  used  in  combination  with  other  antihypertensive 
agents,  particularly  a thiazide  diuretic  INDERAL  LA  is  not  indicated  in  the  management  of 
hypertensive  emer-  lencies 

Angina  Pectoris  Due  to  Coronary  Atherosclerosis:  INDERAL  LA  is  indicated  for  the 
loi  i-term  management  ot  patients  with  angina  pectoris 

Migraine:  INDERAL  LA  is  indicated  tor  the  prophylaxis  ot  common  migraine  headache 
The  efficacy  of  propranolol  in  the  treatment  of  a migraine  attack  that  has  started  has  not  been 
established  and  propranolol  is  not  indicated  for  such  use 

Hypertrophic  Subaortic  Stenosis:  INDERAL  LA  is  useful  in  the  management  of  hyper- 
trophic subaortic  stenosis,  especially  tor  treatment  ot  exertional  or  other  stress-induced 
angina,  palpitations  and  syncope  INDERAL  LA  also  improves  exercise  performance  The 
effectiveness  ot  propranolol  hydrochloride  in  this  disease  appears  to  be  due  to  a reduction  of 
the  elevated  outflow  pressure  gradient  which  is  exacerbated  by  beta-receptor  stimulation 
Clinical  improvement  may  be  temporary 

CONTRAINDICATIONS.  INDERAL  is  contraindicated  in  1)  cardiogenic  shock  2)  sinus 
bradycardia  and  greater  than  first-degree 
block.  3)  bronchial  asthma.  4)  congestive  heart 
failure  (see  WARNINGS)  unless  the  failure  is 
secondary  to  a tachyarrhythmia  treatable  with 
INDERAL 

WARNINGS.  CARDIAC  FAILURE  Sympa- 
thetic stimulation  may  be  a vital  component 
supporting  circulatory  function  in  patients  with 
congestive  heart  failure,  and  its  inhibition  by 
beta  blockade  may  precipitate  more  severe 
failure  Although  beta  blockers  should  be 
avoided  in  overt  congestive  heart  failure,  if  nec- 
essary, they  can  be  used  with  close  follow-up  in 
patients  with  a history  of  failure  who  are  well 
compensated  and  are  receiving  digitalis  and 
diuretics  Beta-adrenergic  blocking  agents  do  not  abolish  the  inotropic  action  of  digitalis  on 
heart  muscle 

IN  PATIENTS  WITHOUT  A HISTORY  OF  HEART  FAILURE,  continued  use  of  beta  blockers 
can.  in  some  cases,  lead  to  cardiac  failure  Therefore,  at  the  first  sign  or  symptom  of  heart 
failure,  the  patient  should  be  digitalized  and/or  treated  with  diuretics,  and  the  response 
observed  closely,  or  INDERAL  should  be  discontinued  (gradually,  if  possible) 


IN  PATIENTS  WITH  ANGINA  PECTORIS,  there  have  been  reports  of  exacerbation  of 
angina  and.  in  some  cases,  myocardial  infarction,  following  abrupt  discontinuance  ot 
INDERAL  therapy  Therefore,  when  discontinuance  ot  INDERAL  is  planned,  the  dosage 
should  be  gradually  reduced  over  at  least  a few  weeks,  and  the  patient  should  be 
cautioned  against  interruption  or  cessation  of  therapy  without  the  physician's  advice  If 
INDERAL  therapy  is  interrupted  and  exacerbation  of  angina  occurs,  it  usually  is  advisable 
to  reinstitute  INDERAL  therapy  and  take  other  measures  appropriate  for  the  management 
of  unstable  angina  pectoris  Since  coronary  artery  disease  may  be  unrecognized,  it  may 
be  prudent  to  follow  the  above  advice  in  patients  considered  at  risk  of  having  occult 
atherosclerotic  heart  disease  who  are  given  propranolol  lor  other  indications 


Nonallergic  Bronchospasm  (eg,  chronic  bronchitis,  emphysema)  PATIENTS 
WITH  BRONCHOSPASTIL  DISEASES  SHOULD  IN  GENERAL  NOT  RECEIVE  BETA 
BLOCKERS  INDERAL  should  be  administered  with  caution  since  it  may  block  bronchodilation 
produced  by  endogenous  and  exogenous  catecholamine  stimulation  of  beta  receptors 
MAJOR  SURGERY  The  necessity  or  desirability  of  withdrawal  of  beta-blocking  therapy  prior 
to  maior  surgery  is  controversial  It  should  be  noted,  however,  that  the  impaired  ability  of  the 
heart  to  respond  to  reflex  adrenergic  stimuli  may  augment  the  risks  of  general  anesthesia  and 
surgical  procedures 

INDERAL  (propranolol  HCI),  like  other  beta  blockers,  is  a competitive  inhibitor  of  beta-recep- 
tor agonists  and  its  effects  can  be  reversed  by  administration  of  such  agents,  eg,  dobutamine 
or  isoproterenol  However,  such  patients  may  be  subject  to  protracted  severe  hypotension 
Difficulty  in  starting  and  maintaining  the  heartbeat  has  also  been  reported  with  beta  blockers, 
DIABETES  AND  HYPOGLYCEMIA  Beta  blockers  should  be  used  with  caution  in  diabetic 
patients  if  a beta-blocking  agent  is  required  Beta  blockers  may  mask  tachycardia  occurring 
with  hypoglycemia,  but  other  manifestations  such  as  dizziness  and  sweating  may  not  be 
significantly  affected  Following  insulin-induced  hypoglycemia,  propranolol  may  cause  a delay 
in  the  recovery  of  blood  glucose  to  normal  levels 
THYROTOXICOSIS  Beta  blockade  may  mask  certain  clinical  signs  of  hyperthyroidism 
Therefore,  abrupt  withdrawal  of  propranolol  may  be  followed  by  an  exacerbation  of  symptoms 
of  hyperthyroidism,  including  thyroid  storm  Propranolol  may  change  thyroid  function  tests 
increasing  Tj  and  reverse  T3,  and  decreasing  T3 
IN  PATIENTS  WITH  WOLFF-PARKINSON-WHITE  SYNDROME,  several  cases  have  been 
reported  in  which,  after  propranolol,  the  tachycardia  was  replaced  by  a severe  bradycardia 
requiring  a demand  pacemaker  In  one  case,  this  resulted  after  an  initial  dose  of  5 mg 
propranolol 


be  told  that  INDERAL  may  interfere  with  the  glaucoma  screening  lest  Withdrawal  may  lead  to  a 
return  of  increased  intraocular  pressure 

CLINICAL  LABORATORY  TESTS  Elevated  blood  urea  levels  in  patients  with  severe  heart 
disease,  elevated  serum  transaminase,  alkaline  phosphatase,  lactate  dehydrogenase 
DRUG  INTERACTIONS  Patients  receiving  catecholamine-depleting  drugs  such  as  reser- 
pine  should  be  closely  observed  if  INDERAL  is  administered  The  added  catecholamine- 
blocking action  may  produce  an  excessive  reduction  of  resting  sympathetic  nervous  activity 
which  may  result  in  hypotension,  marked  bradycardia,  vertigo,  syncopal  attacks,  or  orthostatic 
hypotension 

Caution  should  be  exercised  when  patients  receiving  a beta  blocker  are  administered  a 
calcium-channel-blocking  drug,  especially  intravenous  verapamil,  tor  both  agents  may  de- 
press myocardial  contractility  or  atrioventricular  conduction  On  rare  occasions,  the  concomi- 
tant intravenous  use  of  a beta  blocker  and  verapamil  has  resulted  in  serious  adverse  reactions, 
especially  in  patients  with  severe  cardiomyopathy  congestive  heart  failure  or  recent  myocar- 
dial infarction 

Aluminum  hydroxide  ge/  greatly  reduces  intestinal  absorption  of  propranolol 
Ethanol  slows  the  rate  of  absorption  of  propranolol 
Phenytoin,  phenobarbilone.  and  nlampin  accelerate  propranolol  clearance 
Chlorpromazine.  when  used  concomitantly  with  propranolol,  results  in  increased  plasma 
levels  of  both  drugs 

Antipyrine  and  lidocaine  have  reduced  clearance  when  used  concomilanlly  with 
propranolol 

Thyroxine  may  result  in  a lower  than  expected  T3  concentration  when  used  concomitantly 
with  propranolol 

Cimelidine  decreases  the  hepatic  metabolism  ot  propranolol,  delaying  elimination  and 
increasing  blood  levels. 

Theophylline  clearance  is  reduced  when  used  concomitantly  with  propranolol 
CARCINOGENESIS,  MUTAGENESIS.  IMPAIRMENT  OF  FERTILITY  Long-term  studies  in 
animals  have  been  conducted  to  evaluate  toxic  effects  and  carcinogenic  potential  In  18- 
month  studies  in  both  rats  and  mice,  employing  doses  up  to  150  mg/kg/day,  there  was  no 
evidence  of  significant  drug-induced  toxicity  There  were  no  drug-related  tumorigenic  effects 
at  any  of  the  dosage  levels  Reproductive  studies  in  animals  did  not  show  ahy  impairment  of 
fertility  that  was  attributable  to  the  drug 

PREGNANCY  Pregnancy  Category  C INDERAL  has  been  shown  to  be  embryotoxic  in 
animal  studies  at  doses  about  10  times  greater  than  the  maximum  recommended  human  dose 
There  are  no  adequate  and  well-controlled  studies  in  pregnant  women  INDERAL  should  be 
used  during  pregnancy  only  if  the  potehtial  benefit  justifies  the  potential  risk  to  the  fetus 
NURSING  MOTHERS  INDERAL  is  excreted  in  human  milk  Caution  should  be  exercised 
when  INDERAL  (propranolol  HCI)  is  administered  to  a nursing  woman 
PEDIATRIC  USE  Safety  and  effectiveness  in  children  have  not  been  established 

ADVERSE  REACTIONS.  Most  adverse  effects  have  been  mild  and  transient  and  have  rarely 
required  the  withdrawal  of  therapy 

Cardiovascular  Bradycardia,  congestive  heart  failure,  intensification  of  AV  block,  hypoten- 
sion. paresthesia  of  hands;  thrombocytopenic  purpura,  arterial  insufliciency  usually  of  the 
Raynaud  type 

Central  Nervous  System  Light-headedness,  mental  depression  manifested  by  insomnia, 
lassitude,  weakness,  fatigue,  reversible  mental  depression  progressing  to  catatonia,  visual 
disturbances,  hallucinations,  vivid  dreams,  an  acute  reversible  syndrome  characterized  by 

disorientation  for  time  and  place,  short-term 
memory  loss,  emotional  lability,  slightly 
clouded  sensorium,  and  decreased  perfor- 
mance on  neuropsychometrics  For  immediate 
formulations,  fatigue,  lethargy  and  vivid 
dreams  appear  dose  related 
Gastrointestinal  Nausea,  vomiting,  epigas- 
tric distress,  abdominal  cramping,  diarrhea, 
constipation,  mesenteric  arterial  thrombosis, 
ischemic  colitis 

Allergic.  Pharyngitis  and  agranulocytosis, 
erythematous  rash,  fever  combined  with  ach- 
ing and  sore  throat,  laryngospasm  and  respira- 
tory distress 

Respiratory  Bronchospasm 
Hematologic  Agranulocytosis,  nonthrombocytopenic  purpura,  thrombocytopenic  purpura 
Auto-Immune  In  extremely  rare  instances,  systemic  lupus  erythematosus  has  been 
reported 

Miscellaneous  Alopecia.  LE-like  reactions,  psoriasiform  rashes,  dry  eyes,  male  impotence, 
and  Peyronie's  disease  have  been  reported  rarely  Oculomucocutaneous  reactions  involving 
the  skin,  serous  membranes  and  conjunctivae  reported  for  a beta  blocker  (practolol)  have  not 
been  associated  with  propranolol 

DOSAGE  AND  ADMINISTRATION.  INDERAL  LA  provides  propranolol  hydrochloride  in  a 
sustained-release  capsule  for  administration  once  daily  If  patients  are  switched  from  INDERAL 
Tablets  to  INDERAL  LA  Capsules,  care  should  be  taken  to  assure  that  the  desired  therapeutic 
effect  IS  maintained  INDERAL  LA  should  not  be  considered  a simple  mg-for-mg  substitute  for 
INDERAL  INDERAL  LA  has  different  kinetics  and  produces  lower  blood  levels  Retitration  may 
be  necessary,  especially  to  maintain  effectiveness  at  the  end  of  the  24-hour  dosing  interval 
HYPERTENSION  — Dosage  must  be  individualized.  The  usual  initial  dosage  is  80  mg 
INDERAL  LA  once  daily,  whether  used  alone  or  added  to  a diuretic  The  dosage  may  be 
increased  to  120  mg  once  daily  or  higher  until  adequate  blood-pressure  control  is  achieved 
The  usual  maintenance  dosage  is  1 20  to  1 60  mg  once  daily  In  some  instances  a dosage  of  640 
mg  may  be  required  The  time  needed  for  full  hypertensive  response  to  a given  dosage  is 
variable  and  may  range  from  a tew  days  to  several  weeks 
ANGINA  PECTORIS  — Dosage  must  be  individualized  Starting  with  80  mg  INDERAL  LA 
once  daily,  dosage  should  be  gradually  increased  at  three-  to  seven-day  intervals  until  optimal 
response  is  obtained  Although  individual  patients  may  respond  at  any  dosage  level,  the 
average  optimal  dosage  appears  to  be  160  mg  once  daily  In  angina  pectoris,  the  value  and 
safety  of  dosage  exceeding  320  mg  per  day  have  not  been  established 
If  treatment  is  to  be  discontinued,  reduce  dosage  gradually  over  a period  of  a few  weeks  (see 
WARNINGS) 

MIGRAINE  — Dosage  must  be  individualized  The  initial  oral  dose  is  80  mg  INDERAL  LA 
once  daily  The  usual  effective  dose  range  is  160-240  mg  once  daily  The  dosage  may  be 
increased  gradually  to  achieve  optimal  migraine  prophylaxis  If  a satisfactory  response  is  not 
obtained  within  four  to  six  weeks  after  reaching  the  maximal  dose,  INDERAL  LA  therapy  should 
be  discontinued  It  may  be  advisable  to  withdraw  the  drug  gradually  over  a period  of  several 
W6GkS 

HYPERTROPHIC  SUBAORTIC  STENOSIS  80-160  mg  INDERAL  LA  once  daily 
PEDIATRIC  DOSAGE  — At  this  time  the  data  on  the  use  ot  the  drug  in  this  age  group  are  too 
limited  to  permit  adequate  directions  lor  use 
♦The  appearance  of  these  capsules  is  a registered  trademark  of  Ayerst  Laboratories 
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PRECAUTIONS.  GENERAL  Propranolol  should  be  used  with  caution  in  patients  with  im- 
paired hepatic  or  renal  function  INDERAL  (propranolol  HCI)  is  not  indicated  for  the  treatment  of 
hypertensive  emergencies 

Beta-adrenoreceptor  blockade  can  cause  reduction  of  intraocular  pressure  Patients  should 
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When  the  IRS 

needed  an  office  on  the,  road, 
Zenith  withheld  nothing. 


Now  IRS  auditors  can  leave  the  office  with 
just  about  everything  but  the  coffee  pot  tucked 
under  one  arm.  Thanks  to  Zenith’s  amazing 
Z-171  Portable  PC. 

With  dual  SVa  " floppy  disk  drives  and  com- 
patibility with  most  IBM  software,  the  Z-171 
gives  auditors  in  the  field  access  to  pertinent 
home-based  files.  But  that’s  only  the  beginning. 

The  Z-171  provides  a full  size,  backlit  LCD 
screen,  with  plenty  of  room  for  spreadsheets  to 
spread  out.  256  K of  memory  expandable  to 
640K.  An  optional  built-in  modem  and 
rechargeable  battery  pack,  and  much  more.  All 
folding  neatly  into  a package  under  15  pounds. 

Find  out  why  the  Z-171  came  out  on  top  in 
one  of  the  most  thorough  audits  ever  made. 

Contact  your  Quorum  representative  for 
more  information  and  a demonstration. 

* Terms  of  monthly  lease  based  on  36  months  not  including 
applicable  taxes. 


Quorum.  We’re  everywhere  you  need  us  in 
West  Virginia. 


'^Quorum 

MACHINES  FOR  BUSINESS 

Quorum  Corporation  Parkersburg  Office 

515  Hurricane  Creek  Road  3000  Seventh  Street 

Hurricane.  WV  25526  Parkersburg,  IVU  26102 

1-800-642-8585  In  West  Virginia 
1-800-624-8514  Outside  West  Virginia 


CNA^  enlightened  idea 
for  malpractice  insurance: 
financial  stability. 


CNA’s  financial  stability  provides  the  security 
you  need  in  an  insurer.  CNA  will  be  able  next  year, 
and  in  the  years  after  that,  to  honor  the  commit- 
ments it  has  made  because  CNA  has  the  resources 
to  adequately  finance  your  professional  liability 
coverage. 

Standard  & Poor’s  rates  CNA’s  ability  to  pay  its 
insurance  claims  at  AAA,  the  highest  rating.  A.M. 
Best  & Company,  an  independent  rating  source, 
also  gives  CNA  its  highest  rating,  A-I-.  Financial 
stability  is  one  reason  that  CNA  has  been  able  to 
provide  professionals  with  quality  malpractice 
protection  for  over  30  years. 


As  the  13th  largest  insurcince  organization, 
CNA  offers  you  even  more  than  financial  stability. 
CNA’s  programs  include  comprehensive  coverages, 
local  claim  service,  legal  defense,  results  oriented 
loss  control  assistance,  as  well  as  expert  underwriting. 

It’s  your  professional  reputation  and  your 
practice.  Protect  them  with  a company  that  has 
the  financial  stability  you  can  depend  on.  Contact: 
McDonough,  Caperton, 

Association  Group 
One  Hillcrest  Dr.  E. 

Charleston,  WV  25332 
(304)346-0611 


Pf  1 

^ ^ The  WVSMA/CNA  Physicians  Protection  Program  is  underwritten  by 

Continentcd  Ccisualty  Company,  one  of  the  CNA  Insurcince  Compeuiies. 
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Alzheimer’s  Disease:  Recent  Advances 


M.  K.  HASAN,  M.  D. 

Beckley,  West  Virginia;  Clinical 
Associate  Professor,  Department  of 
Behavioral  Medicine  and  Psychiatry, 
West  Virginia  University  School  of 
Medicine,  Morgantown 
DREAMA  G.  BAKER,  M.  A. 

Clinical  Psychologist,  Beckley 


Alzheimer’s  disease  accounts  for 
60-70  per  cent  of  cases  of  dementia 
in  America,  and  its  victims  fill  up 
to  two  thirds  of  nursing  home  beds. 
New  studies  indicate  Alzheimer ’s  is 
a disease  process  affecting  the 
brain  at  the  biochemical  level  and 
the  cells  at  the  genetic  level.  It  has 
similarities  to  Down’s  syndrome. 
Diagnosis  and  treatment  techniques 
are  developing,  and  this  paper 
reviews  some  of  the  latest 
developments  in  these  areas. 

Dementia  of  the  Alzheimer’s  type 
accounts  for  nearly  70  per  cent 
of  clinical  cases  of  dementia. 
Measurably  severe  dementia  now  af- 
fects 1.5  million  Americans;  mild 
and  moderate  dementia  affects  prob- 
ably that  many  more.  Patients  with 
dementia  occupy  40  to  70  per  cent 
of  nursing  home  beds  at  an  annual 
cost  to  Medicaid  of  around  eight 
and  one-half  billion  dollars  for  their 
long-term  nursing  care.' 

Dementia  is  the  impairment  of 
mental  abilities  caused  by  diffuse 
damage  of  the  cerebral  hemispheres. 
Its  greatest  frequency  of  occurrence 
is  between  70  and  80  years  of  age.^ 
We  now  face  a “deluge  of  dementia” 
in  as  much  as  the  segment  of  the 
population  over  age  75  is  increasing 
faster  than  any  other  group.  By  the 
year  2030,  17  to  20  per  cent  of  the 
population  of  this  country,  or  about 
51  million  people,  will  be  over  65. 

In  comparison,  in  1978  only  11  per 
cent,  or  22  million  people,  were 
older  than  65.^ 

Awareness  has  grown  that  demen- 
tia is  a disease  process,  not  a normal 
aspect  of  aging.  In  the  past,  “senile 


dementia”  was  the  term  for  demen- 
tia in  persons  over  age  65,  and 
“Alzheimer’s  disease”  referred  to 
dementia  in  people  under  65.^  To- 
day, we  know  that  the  biochemical 
and  pathological  findings  are  the 
same  regardless  of  age,  and  we 
believe  that  Alzheimer’s  disease  is  a 
single  disease  process,  although  its 
velocity  of  progression  varies  from 
one  patient  to  another. 

Clinical  Presentation 

Characteristically,  the  history 
reveals  slowly  progressive  memory 
loss  leading  to  profound  dementia 
within  five  to  10  years.  Early  on, 
depression  and  forgetfulness  may  be 
the  presenting  symptoms,  but  later 
manifestations  include  confusion, 
disorientation,  irritability,  careless- 
ness in  dress  and  personal  hygiene. 
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Alzheimer’s  disease 
through  chromosome 
analysis  may  soon  be 
possible.  Harvard  Medical 
School  researchers  now 
have  strong  evidence  that 
a defective  gene  on 
chromomsome  21  causes 
an  inherited  form  of 
Alzheimer’s  disease  . . . y y 


and  diminished  verbal  skills.  Obser- 
vance of  gait  may  reveal  that  the  pa- 
tient takes  shorter  steps  than  usual. ^ 
One  study  suggests  that  patients 
with  dementia  of  the  Alzheimer’s 
type  are  more  likely  to  have  had  a 
psychiatric  disorder  early  in  life,  the 
most  frequent  prior  disorders  being 
unipolar  depression  and  paranoid 
disorder.^ 

In  the  brain,  neurofibrillary 
tangles,  generalized  cerebral  atrophy. 


senile  plaques,  and  granulovacuolar 
changes  are  common  to  both 
Alzheimer’s  disease  and  normal 
aging.  In  Alzheimer’s  disease,  these 
changes  are  more  striking  and  ex- 
tensive. Large  numbers  of  neuritic 
plaques  and  neurofibrillary  tangles 
are  required  for  a diagnosis  of 
Alzheimer’s  disease." 

Hippocampal  function  specifically 
may  be  compromised  by  these  brain 
changes.  The  development  of 
neurofibrillary  tangles  in  the  en- 
torhinal  cortex  and  subiculum  in- 
terferes with  cortical  input  and  out- 
put, thereby  “effectively  isolating 
the  hippocampus,”  important  to 
learning  and  memory.®  Granulo- 
vacuolar degeneration  occurs  mainly 
in  the  neurons  of  the  hippocampus 
in  Alzheimer’s  patients.^ 

In  these  patients,  there  is  a drop 
in  the  level  of  choline 
acetyltransferase  in  the  brain.  This 
enzyme  produces  the  neurotransmit- 
ter acetylcholine  which  is  associated 
with  memory.  The  synthesis  and 
release  of  acetylcholine  are  deficient 
in  the  brains  of  Alzheimer’s  patients. 
Anticholinergic  drugs  such  as 
scopolamine  which  block 
acetylcholine  receptors  impair 
memory.  Memory  deficits  similar  to 
those  found  in  the  normal  elderly 
have  been  induced  in  healthy  young 
people  through  the  administration 
of  scopolamine.  These  deficits  have 
been  reversed  by  administering 
physostigmine,  a cholinergic  agonist 
that  enhances  cholinergic  transmis- 
sion.'® Studies  have  shown  that 
cholinergic  agonists  such  as 
physostigmine,  arecoline,  choline, 
and  lecithin  may  have  some  useful- 
ness in  treating  tardive  dyskinesia, 
and  that  they  may  enhance  some 
aspects  of  learning  and  memory.  Un- 
fortunately, early  studies  using  these 
agents  with  Alzheimer’s  patients 
have  been  marginally  encouraging. 
The  improvements  have  been  slight 
when  they  occurred  at  all." 
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Brain  changes  in  Alzheimer’s  are 
interestingly  similar  to  those  in 
Down’s  syndrome  patients  over  age 
40.  Both  show  the  same  pattern  of 
neurofibrillary  tangles  and 
granulovacuolar  degeneration  in  the 
hippocampus,  and  decreased  activi- 
ty of  noradrenergic  neurotransmitter 
systems  in  the  hippocampus  as  well 
as  a unique  cerebrovascular  amyloid 
fibril  protein.  These  similarities  have 
led  researchers  to  seek  links  be- 
tween the  two  disorders,  such  as 
viewing  them  both  as  disorders  of 
accelerated  aging.  It  has  been 
speculated  for  some  time  now  that 
there  is  a genetic  predisposition  to 
Alzheimer’s  embodied  in  a gene  on 
chromosome  2 1 which  codes  for 
overproduction  of  a protein 
(histone)  associated  with  this  altered 
chromatin  structure.’^ 

Geneticists  have  made  major  in- 
roads in  precisely  pinpointing  loca- 
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tions  of  genes  associated  with  birth 
defects  and  diseases.  Chromosomes 
tend  to  weaken,  break,  and  rear- 
range themselves  at  genetic  weak 
points.  An  individual  with  a genetic 
predisposition  to  cancer,  for  exam- 
ple, will  have  “fragile  sites” 
vulnerable  to  attack  by  chemical  car- 
cinogens, radiation,  or  other 
stressors.  When  the  chromosomes 
break  and  rearrange  themselves  in 
the  area  of  an  oncogene,  control 
mechanisms  may  break  down  and 
the  cell  may  begin  to  divide  wildly, 
with  cancer  being  the  result.  This 
new  genetic  technology  is  used  in 
amniocentesis  to  diagnose  Down’s 
syndrome  and  other  genetic  defects. 
It  can  even  be  shown  that  a fetus 
missing  a tiny  sub-band  on 
chromosome  5 will  later  have 
prematurely  greying  hair.  There  is 
some  evidence  that  folic  acid  taken 
orally  reduces  damage  at 
chromosomal  weak  points,  but 
more  research  is  needed.'^ 


Diagnosis  of  Alzheimer’s  disease 
through  chromosome  anaylsis  may 
soon  be  possible.  Harvard  Medical 
School  researchers  now  have  strong 
evidence  that  a defective  gene  on 
chromosome  21  causes  an  inherited 
form  of  Alzheimer’s  disease  and  are 
moving  in  on  the  precise  location 
of  the  gene. 

Older  maternal  age  is  a well- 
known  correlation  for  Down’s  syn- 
drome, but  such  a correlation  has 
not  been  found  consistently  in 
Alzheimer’s  patients. An  excess  of 
ulnar  loops  in  the  fingerprints  of 
patients  with  early-onset  Alzheimer’s 
disease  has  been  found,  similar  to 
the  excess  found  in  people  with 
Down’s  syndrome.'^ 

An  abnormal  protein  called  A68 
has  been  discovered  in  brain  tissue 
and  cerebrospinal  fluid  early  in  the 
course  of  Alzheimer’s  disease.  Trace 
amounts  of  A68  can  be  found  in  a 
few  rare  neurologic  disorders,  but 
only  in  Alzheimer’s  does  it  occur  in 
significant  amounts.  The  protein 
kinase  activity  of  A68  may  produce 
abnormal  forms  of  other  proteins  as 
well,  including  an  altered  form  of 
the  “Tau”  protein  that  has  been 
found  in  Alzheimer’s  disease.  In 
Alzheimer’s,  abnormal  Tau  protein 
helps  make  up  the  filaments  that 
comprise  neurofibrillary  tangles.  The 
discovery  of  A68  suggests  that  ex- 
amination of  cerebrospinal  fluid  for 
its  presence  could  constitute  an  ac- 
curate laboratory  test  for  the  early 
diagnosis  of  Alzheimer’s  disease. 

Diagnosis  Now;  State  of  the  Art 

Diagnosis  of  dementia  of  the 
Alzheimer’s  type  at  this  time  can  be 
absolutely  established  only  through 
brain  biopsy  or  autopsy.  However, 
establishment  of  a working  diag- 
nosis can  be  accomplished  using  a 
biopsychosocial  approach  requiring 
review  of  the  life  history  of  the  pa- 
tient including  his  drug  history. 
Laboratory  tests  required  include 
blood  counts,  chemical  profiles, 
thyroid  function  tests,  chest  x-ray, 

CT  scan  of  the  brain,  EEG,  and 
psychological  tests. These  studies 
are  important  because  pseudode- 
mentia, a treatable  condition,  may 
mimic  dementia  of  the  Alzheimer’s 
type. 

With  the  development  of  the 
technique  of  positron  emission 


tomography  (PET),  much  more 
definitive  diagnosis  is  possible.  In 
the  PET  technique,  radioactive 
glucose  is  injected  intraveneously.  It 
distributes  to  brain  tissue  in  propor- 
tion to  local  metabolic  activity;  the 
more  active  an  area  of  cells,  the 
greater  the  metabolism  of  glucose. 
One  study  has  shown  bilateral  cor- 
tical hypometabolism,  especially  in 
the  parietal  cortex,  in  Alzheimer’s 
disease.'®  Other  studies  show 
decreased  activity  in  all  brain  lobes. 
Losses  in  the  parietal  area  are 
greater  in  patients  with  late-onset 
Alzheimer’s  than  in  those  with 
early-onset  dementia.'^  Unfortunate- 
ly, the  PET  could  detect  no  changes 
in  the  cerebral  metabolic  patterns  of 
patients  in  the  early  stages  of 
dementia,  even  with  considerable 
memory  impairment.  Therefore,  the 
PET  may  not  be  diagnostically 
useful  for  early  detection.^"  While 
the  PET  is  not  widely  available  now. 


i (t’rfhe  discovery  of  A68 
JL  suggests  that 
examination  of  cerebro- 
spinal fluid  for  its 
presence  could  constitute 
an  accurate  laboratory 
test  for  the  early 
diagnosis  of  Alzheimer's 
disease,  y y 


it  is  expected  to  be  ready  for 
routine  use  as  a diagnostic  and 
deterioration-rating  tool  by  1990. 

Treatment:  Research  Directions 

Treatment  so  far  is  symptomatic, 
including  the  use  of  sedatives, 
neuroleptics  and  antidepressant 
drugs.  Low  doses  of  antipsychotic 
medications  are  often  used  to  treat 
disorientation,  combativeness  and 
agitation.^' 

The  family  of  the  patient  with 
Alzheimer’s  disease  must  be  includ- 
ed in  the  treatment  process  since 
the  emotional  toll  on  them  is  enor- 
mous. The  family  can  be  involved 
in  Alzheimer’s  support  groups  and 
steered  toward  the  many  informa- 
tional books  available.  This  involve- 
ment helps  alleviate  frustrations. 
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provides  practical  guidance  on 
every-day  coping,  and  guides  in  the 
selection  of  a nursing  home. 

As  is  the  case  with  physostigmine, 
lecithin  and  choline,  hydergine 
(ergoloid  mesylates)  has  been 
studied  with  mixed  results.  While  it 
was  found  to  exert  a positive  effect 
on  mood  and  dizziness  in  patients 
over  age  65  having  mild  to 
moderate  dementia,  psychological 
testing  reflected  significant  changes 
in  attention,  concentration  and 
behavior  during  the  test  situation. 
Test  results  did  not  reflect  signifi- 
cant effect  on  memory  or 
reasoning.  Also,  no  consistent 
positive  effect  was  found  in  any  par- 
ticular subgroup  of  demented 
patients. 

Tetrahydroaminocridine  (THA)  use 
is  being  studied  with  encouraging 
results.  THA  is  a potent,  centrally- 
acting  anticholinesterase.  Ad- 
ministered orally,  it  causes  increased 
release  of  acetylcholine,  and  its  ef- 
fects last  longer  than  the  effects  of 
physostigmine.  Patients  given  THA 
have  experienced  increased  ability 
to  handle  daily  activities  such  as 
self-feeding,  and  have  shown  signifi- 
cant improvement  on  psychometric 
tests.^^  Brain  stimulation,  created  by 
enriching  the  environments  of  aged 
animals,  has  been  showm  to  create 
changes  in  dendrite  morphology  in 
certain  cortical  layers  in  the  brain. 
The  evidence  that  some  cells  in 
elderly  brains  continue  to  show 
growing  branching  dendrites  with 
stimulation  raises  the  possibility  that 
enriching  the  environments  of 
human  beings  at  risk  for  Alzheimer’s 
could  be  helpful.  Dendrites,  the 
branching  neuronal  processes  that 
receive  synaptic  input  from  other 
neurons,  are  markedly  altered  in 
Alzheimer’s  and  in  normal  aging. 
This  alteration  is  presumed  to  have 
adverse  effects  on  higher  cortical 
functions  such  as  cognition  and 
memory 


Multiple  studies  to  develop  new 
therapies  using  nerve  cells  from 
aborted  fetuses  are  now  under  way 
and  have  been  widely  reported  in 
the  literature  and  popular  media. 
Human  brain  implants  to  treat  men- 
tal disorders,  including  Alzheimer’s, 
may  hold  some  promise. 

In  Mexico  City,  autograft  has  been 
done  successfully  in  tw’O  young  pa- 
tients with  severe  Parkinson’s 
disease.  In  these  cases,  tissue  from 
the  adrenal  medulla  w'as  grafted  into 
the  right  caudate  nucleus,  with 
probable  resulting  release  of 
dopamine  into  the  ventricles,  affect- 
ing the  caudate  bilaterally.  Marked 
amelioration  of  clinical  signs  of 
Parkinson’s  occurred  bilaterally  at  10 
months  in  one  patient  and  at  three 
months  in  the  other.^^ 


i iA  t this  point,  our 
-/x  diagnostic  ability 
continues  to  exceed  our 
capacity  to  treat  dementia 
of  Alzheimer’s  type,  y y 


At  this  point,  our  diagnostic  abili- 
ty continues  to  exceed  our  capacity 
to  treat  dementia  of  the  Alzheimer’s 
type.  Genetic  research  and  con- 
tinued research  into  treatment 
possibilities  should  soon  lead  to 
more  effective  therapy. 
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A patient  with  transitional  cell 
carcinoma  of  the  bladder  was 
treated  with  5-fluorouracil  and  cis- 
diamminedichloroplatinum, 
resulting  in  total  regression  of  the 
primary  neoplasm.  He  then 
developed  an  intramedullary  cer- 
vical spinal  cord  metastasis.  The 
pharmacokinetics  of 
chemotherapeutic  agents,  the  blood- 
brain  barrier,  the  tumor 
vasculature,  and  the  im- 
munoprivileged  status  of  the  central 
nervous  system  (CNS)  may  all  have 
contributed  to  the  cord  metastasis 
in  this  patient.  Since  CNS 
metastases  from  transitional  cell 
cancer  may  increase  as  effective 
chemotherapy  prolongs  survival, 
CNS  prophylaxis  may  be  indicated 
for  selected  patients. 

As  systemic  chemotherapy  for 
adult,  solid  tumors  becomes 
more  effective  and  prolongs  sur- 
vival, the  incidence  of  central  ner- 
vous system  (CNS)  metastases  could 
increase.'  A patient  with  urothelial 
cancer  who  illustrates  this 
phenomenon  is  reported. 


Case  Report 

A 55-year-old  man  had  a four-cm, 
stage  four  (T4N2M0;  American  Joint 
Committee  staging),  grade  two, 
papillary  transitional  cell  carcinoma 
of  the  urinary  bladder  wall. 
Metastases  were  present  in  lymph 
nodes  near  the  aortic  bifurcation 
and  proximal  left  iliac  artery.  Start- 
ing two  months  after  diagnosis,  the 
patient  received  four  monthly 
treatments  of  5-fluorouracil  (5-FU)  at 


1,000  mg/M2/day  for  five  days  and 
cis-diamminedichloroplatinum  (cis- 
platinum)  at  lOOmg/M^  over  24 
hours.  A computed  tomography 
scan  of  the  abdomen  and  pelvis 
and  a cystoscopic  examination 
following  treatment  demonstrated 
total  regression  of  the  tumor 
(Figures  la  and  lb). 

Two  months  following  the  final 
treatment,  the  patient  presented 
with  a three-day  history  of  neck 
pain  radiating  down  both  arms. 
Cranial  nerve  function  was  intact. 
Strength  was  diminished  in  the  right 
arm  and  leg.  Vibratory  sensation 
and  proprioception  were  decreased 
in  both  lower  extremities.  The  deep 
tendon  reflexes  were  absent  in  the 
left  upper  extremity  and  normal  in 
the  right  upper  extremity.  Both 
lower  extremities  had  brisk  reflexes. 
Bilateral  extensor  plantar  responses 
were  elicited. 

A bone  scan  was  negative  and  a 
metrizamide  myelogram  showed  an 
intradural  block  at  the  level  of  the 
sixth  cervical  vertebra  (Figure  2). 

The  post-myelogram  metrizamide 
CT  scan  of  the  spine  revealed 
evidence  of  an  intramedullary  mass 
at  the  fourth  through  sixth  cervical 
cord  levels  (Figure  3).  Cerebrospinal 
fluid  (CSF)  evaluation  was  remark- 
able for  107  mg  per  cent  protein, 
numerous  mononuclear  cells,  and 
rare  atypical  cells.  A biopsy  of  the 


Figure  la.  Initial  CT  scan  shows  a left- 
sided  tumor  mass  involving  the  bladder 
wall  (arrows). 


intramedullary  mass  lesion  was 
histologically  consistent  with  the 
original  transitional  cell  carcinoma  of 
the  bladder. 

Discussion 

Carcinoma  of  the  bladder  ac- 
counts for  approximately  five  per 
cent  of  carcinomas  affecting  males 
and  1.5  per  cent  in  females. ^ 
Metastases  most  commonly  invade 
lymph  nodes,  liver,  lung,  and  bone.^ 
In  a recent  autopsy  series,  brain  and 
meningeal  metastases  occurred  in 
seven  and  five  per  cent,  respectively, 
of  patients  with  transitional  cell  car- 
cinoma of  the  urinary  bladder.’ 
Although  metastases  to  the  vertebral 
body  and  CSF  have  been  reported, 
we  are  not  aware  of  any  patient 
reported  with  metastases  to  the 
spinal  cord  from  bladder  carcinoma. 
A recent  review  of  intramedullary 
spinal  cord  metastases,  totaling  96 
cases,  did  not  reveal  a single  case  of 
bladder  carcinoma.’ 

In  our  patient,  the  marked 
systemic  response  to  chemotherapy 
as  manifested  by  complete 
radiographic  and  cystoscopic  regres- 
sion of  the  primary  bladder  tumor 
was  followed  by  the  development  of 
an  intramedullary  cervical  cord 
metastasis.  The  metastasis  likely  oc- 
curred prior  to  or  during  the  course 
of  chemotherapy,  then  significantly 
enlarged  following  treatment.  The 
pharmacokinetics  of  5-FU  and  cis- 
platinum,  the  blood-brain  barrier, 
the  vascular  properties  of 
neoplasms,  and  the  immunoprivileg- 
ed  status  of  the  CNS  may  all  have 
contributed  to  the  CNS  metastasis 
despite  an  excellent  systemic 


Figure  lb.  Repeat  CT  scan  after  four 
treatments  of  5-FU  and  cls-platinum 
shows  marked  tumor  regression. 
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Figure  2.  Metrizamide  cervical 
myelogram  demonstrates  partial  in- 
tradural block  (arrows). 


response  of  the  primary  tumor.  Cis- 
platinum  does  not  penetrate  the 
blood-brain  barrier  well,  and  both 
brain  and  CSF  levels  remain  low.^ 
Only  small  amounts  of  5-FU  enter 
the  CSF  when  the  drug  is  injected 
either  by  a rapid  bolus  or  con- 
tinuous infusion.^ 

The  blood-brain  barrier  is 
modified  in  CNS  tumors.  Vascular 
changes  include  fenestrated  en- 
dothelial pores,  altered  tight  junc- 
tions, increased  cytoplasmic 
pinocytotic  vesicles,  and  endothelial 
proliferation  with  abnormal  cell 
morphology.®  The  altered 


permeability  of  the  blood-brain  bar- 
rier should  allow  for  increased  drug 
levels  at  the  tumor  site,  but  other 
factors  such  as  the  tumor  capillary 
surface  area  significantly  affect 
chemotherapy  delivery.^  Experimen- 
tal metastatic  CNS  tumors  larger 
than  O.Smm^  had  greater  overall 
drug  delivery  than  tumors  less  than 
0.5mm2.9  Therefore,  chemotherapy 
may  not  significantly  penetrate  CNS 
metastases  until  they  have  reached  a 
critical  size.  In  addition,  the  CNS  is 
thought  to  be  an  immunoprivileged 
site  due  to  the  absence  of  lymphatic 
drainage  and  the  presence  of  the 
blood-brain  barrier.'®  In  experimen- 
tal models,  tumor  allografts  in  the 
brain  show  delayed  rejection, 
possibly  secondary  to  a failure  in 
the  afferent  limb  of  the  immune 
system.'® 

The  CNS  drug  sanctuary  effect  is 
well  documented  in  hematologic 
malignancies  and  small-cell  lung  car- 
cinoma," and  probably  occurs  in 
certain  solid  tumors  as  well.'  Com- 
bination chemotherapy  can  produce 
complete  or  partial  tumor  response 
in  70  per  cent  of  patients  with 
metastatic  transitional  cell  carcinoma 


Figure  3.  Post-metrizamlde  cervical  CT 
scan  shows  metrizamide  around  the  en- 
larged cervical  spinal  cord  (arrowheads). 


of  the  urothelium.'^  Approximately 
15  per  cent  of  those  responding  had 
CNS  tumor  recurrence  without 
systemic  relapse.' ^ As  improved 
chemotherapy  prolongs  survival,  the 
incidence  of  CNS  metastases  from 
urothelial  cancers  may  increase.  Ear- 
ly CNS  prophylaxis  with  radiation 
or  intrathecal  chemotherapy  may  be 
indicated  for  selected  patients. 
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A review  of  71  sugically  confirm- 
ed cases  of  infantile  hypertrophic 
pyloric  stenosis  (IMPS)  at  the  major 
Charleston-Huntington  hospitals  in 
West  Virginia  between  1984  and 
1986  was  conducted.  Surgeons  have 
noted  a large  number  of  cases  of 
IMPS  in  the  Charleston-Huntington 
area  but  this  study  documents  no 
increased  incidence  of  IMPS  in 
Cabell  and  Kanawha  counties.  A 
review  of  the  literature  was  under- 
taken and  the  characteristic 
features  of  IMPS  were  confirmed: 
first  born  male  predominance, 
positive  family  history  (11  per  cent), 
age  onset  of  symptoms  (two  to  six 
weeks),  projectile  vomiting  (92  per 
cent),  constipation  (42  per  cent), 
dehydration  (34  per  cent),  palpable 
tumor  (72  per  cent),  peristaltic 
wave  (11  per  cent),  failure  to  gain 
weight  (38  per  cent),  positive  UGl 
series  (97  per  cent),  hypochloremia 
(31  per  cent),  alkalosis  (15  per  cent), 
and  postoperative  vomiting  (46  per 
cent). 

When  postoperative  feedings  were 
begun  < eight  hours  or  > eight  hours, 
no  statistical  difference  (p  < .05) 
was  found  in  the  incidence  of 
postoperative  vomiting.  Surgical 
complications  included  two 
duodenal  perforations,  one  wound 
dehiscence,  and  one  wound  infec- 
tion. The  median  length  of 
hospitalization  in  this  series  was 
four  days. 

Introduction 

Infantile  hypertrophic  pyloric 
stenosis  (IHPS)  is  a relatively  com- 
mon condition  of  infancy  amenable 
to  surgical  therapy.  IHPS  has  most 
commonly  been  described  in  the 
United  States,  Australia,  New 
Zealand,  Sweden,  and  Great  Britain. 
In  the  past  few  years,  there  has 


been  a resurgence  of  interest  in 
pyloric  stenosis  in  Great  Britain 
because  of  a reported  increased  in- 
cidence of  IHPS  there.'"  This  has 
not  been  observed  in  the  United 
States,  according  to  the  literature. 
The  present  study  will  report  on 
the  incidence  of  IHPS  in  Kanawha 
and  Cabell  counties  in  West  Virginia, 
and  the  characteristic  features  of 
IHPS  will  be  described. 

Incidence 

The  incidence  of  pyloric  stenosis 
is  two  to  three  cases  per  one  thou- 
sand live  births,  according  to  most 
sources.  The  incidence  of  IHPS  was 
studied  in  Cabell  County,  Kanawha 
County  and  several  adjoining  coun- 
ties for  the  years  1984-86.  The  sur- 
rounding counties  contributed  near- 
ly half  of  the  cases;  however,  the 
data  were  insufficient  to  form  in- 
cidence anaylsis.  Table  1 shows  that 
Kanawha  County  had  incidences  per 
thousand  of  3 6,  2.1  and  2.6  in  the 
years  1984,  1985  and  1986,  respec- 
tively. Cabell  County  had  slightly 
lower  incidences  of  1.6,  3-6,  and 
0.83  during  the  same  period.  In 
Kanawha  and  Cabell  counties  as 
well  as  the  other  counties  listed,  the 
data  did  not  reveal  any  pattern  of 
increased  incidence  of  IHPS. 

For  the  most  part,  male  infants 
are  affected  more  often  than  females 
at  a ratio  of  4:1.^  In  this  study  there 
were  66  males  and  five  females 
resulting  in  a male-to-female  ratio  of 
12:1,  which  is  higher  than  expected. 

According  to  most  authors,  the 
firstborn  is  most  often  affected,  yet 
a statistical  analysis  by  Sharpies  at 
the  University  of  Michigan  in  1972 


TABLE  1 

Incidence  of  IHPS 


County 

1984 

1985 

1986 

Kanawha  County 

3.6 

2.1 

2.6 

Cabell  County 

1.6 

5.6 

0.83 

Putnam  County 

4.1 

0.0 

1.7 

Boone  County 

7.8 

2.9 

2.7 

Mingo  County 

1.6 

3.5 

1.9 

demonstrated  that  this  may  well  be 
an  artefact.''  In  any  case,  of  68  pa- 
tients, 43  (63  per  cent)  were  first- 
born infants.  Three  cases  involving 
adoption  and  miscarriages  were 
excluded. 

A strong  familial  pattern  of  in- 
heritance has  been  established;  a 
positive  family  history  of  IHPS  was 
obtained  from  nine  patients  (13  per 
cent)  which  included  seven  paternal, 
one  fraternal  and  one  maternal  rela- 
tions. This  is  consistent  with  the  15 
per  cent  familial  incidence  observed 
elsewhere.  One  twin  from  each  of 
two  sets  of  identical  twins  was  af- 
fected in  our  study  even  though 
there  is  a reported  higher  incidence 
of  IHPS  in  both  identical  twins. ^ 

Etiology 

The  exact  etiology  of  IHPS  re- 
mains obscure  despite  numerous 
studies  (Table  2).  A definite 
hereditary  component  has  been 
noted,  most  probably  a polygenetic 
locus  with  variable  penetrance. 
Females  seem  to  be  protected  to 
some  degree  in  that  a greater 
genetic  load  is  needed  to  acquire 
the  disease.  This  may  explain  why 
an  affected  mother  has  a four-times 
greater  risk  of  transmitting  the 
disorder  to  her  children  than  an  af- 
fected father.^ 

In  addition  to  a hereditary  com- 
ponent of  IHPS,  other  factors  such 
as  a seasonal  variation,  immaturity 
of  the  myenteric  ganglion  cells  of 
the  pyloric  muscle,  increased  infan- 
tile levels  of  gastrin,  maternal 
Bendectin  exposure,  trauma  from  in- 
gested milk  curds,  higher  social 
group,  and  breast-feeding  mothers 
have  been  postulated  as  possible  fac- 
tors. Studies  to  this  date,  however, 
are  equivocal.''’^  Seasonal  variation  in 
association  with  viral  illness  has 
been  proposed  by  some  authors; 
however,  our  study  was 

TABLE  2 

Speculative  Factors  in  the  Etiology 
of  IHPS 

Environmental — Seasonal  Variation 
Mechanical — Trauma  from  Ingested  Mild 
Curds 

Abnormal  Muscle  Innervation 
Elevated  Gastrin 
Maternal  Benedictin  Exposure 
Breast-feeding  Mother 
Higher  Socioeconomic  Group 
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TABLE  3 

IHPS  Patient  Symptoms 


Symptoms 

No. 

% 

Projectile  Vomiting 

65 

92 

Constipation 

30 

42 

Respiratory  Symptoms 

8 

11 

Diarrhea 

7 

10 

not  the  first  in  finding  no  discern- 
able  seasonal  variation  in  the  in- 
cidence of  IHPS.  In  addition,  nearly 
all  of  the  infants  in  the  study  were 
from  lower  and  middle 
socioeconomic  groups.  Comparison 
with  the  population  strata  of  the 
area  was  not  available  from  state 
vital  statistical  sources. 

Clinical  Manifestations 

Typically,  the  onset  of  symptoms 
in  IHPS  occurs  between  two  and  six 
weeks  of  age,  which  is  consistent 
with  our  findings.  (Figure).  Age  on 
admission  was  between  three  and 
eight  weeks.  Sixty-five  cases  (92  per 
cent)  had  projectile  vomiting. 
Vomiting  occurs  usually  10  to  20 
minutes  after  a feeding  (Table  3).  Fif- 
teen patients  (21  per  cent)  had  more 
than  usual  regurgitation  or  nonpro- 
jectile vomiting  within  a few  days  of 
birth.  Vomiting  may  occur  with 
every  feeding  or  may  be  intermit- 
tent. The  vomitus  may  be  blood 
tinged  secondary  to  esophagitis  but 
is  never  bile  stained.  In  any  case, 
the  infant  is  hungry  and  avidly  takes 
another  feeding. 

We’ve  found  infants  to  have  con- 
stipation in  42  per  cent  of  our  cases. 
Diarrhea  occurred  almost  10  per 
cent  of  the  time.  Parents  frequently 
noticed  weight  loss  or  failure  to 
gain  weight  as  a result  of  inadequate 
intake.  Perhaps  a coincidental  fin- 
ding was  the  presence  of  upper 
respiratory  symptoms  in  eight  cases. 

On  physical  examination,  the 
clinical  features  of  dehydration  — 
depressed  anterior  fontanelle, 
sunken  eyes,  decreased  skin  turgor, 
and  dry  mucous  membranes  — 
were  noted  (Table  4).  Twenty-four 


TABLE  4 

Physical  Findings  in  71  IHPS  Patients 

Findinngs 

Pt.  No. 

(%) 

Pyloric  Mass 

52 

(73) 

Dehydration 

24 

(34) 

Peristaltic  Wave 

8 

(H) 

Weight  Loss/FTT 

27 

(38) 

Figure.  Distribution  of  age  at  onset  of 
symptoms  and  age  at  admission  of  71 
IHPS  patients. 

patients  (34  per  cent)  presented 
with  signs  of  dehydration.  Suc- 
cessful palpation  of  the  abdomen 
for  the  pyloric  tumor  is  the  crucial 
diagnostic  feature  of  IHPS.  Often 
the  success  of  palpating  a tumor 
depends  on  the  skill  of  the  ex- 
aminer and  a cooperative  infant. 
Many  authors  report  palpation  of 
the  tumor  in  as  many  as  90  per  cent 
of  cases.”  Our  findings  revealed 
73-per  cent  successful  palpation  of 
the  tumor.  The  “olive-shaped” 
tumor  is  firm  and  lies  deep  in  the 
right  upper  quadrant  beneath  the 
liver  edge.  It  is  best  palpated  while 
feeding  the  infant  warm  sugar  solu- 
tion or  immediately  after  vomiting. 

Visible  gastric  peristalsis,  con- 
sisting of  a wave  from  left  to  right, 
could  also  be  seen  in  eight  patients 
(11  per  cent).  It  is  significant  that  27 
infants  (38  per  cent)  had  lost  weight 
or  did  not  gain  weight  (within  20 
grams)  when  their  admission  weights 
were  compared  to  their  birth  weights. 
Based  on  an  expected  20-  to 
30-grams-per-week  weight  gain  from 
the  birth  weight,  we  found  that 
there  was  a statistically  significant 
difference  between  the  patients’  ad- 
mission weights  and  their  expected 
weight  gain  (Table  5).'^ 

When  the  clinical  diagnosis  of 
IHPS  is  in  doubt,  the  UGI  series  is 
the  diagnostic  test  of  choice.  The 
UGI  series,  if  positive,  should  reveal 
an  elongated,  narrowed,  curved 
pyloric  channel  known  classically  as 
the  “string  sign.”  Although  accurate, 
the  barium  examination  involves  the 
use  of  radiation  and  the  addition  of 
fluid  to  an  already  obstructed 
stomach.  On  the  other  hand,  the 


TABLE  5 
Weight  Loss/FTT 


Mean 

Median 

Admission  Wt.  (kg) 
Expected  Wt.  (kg.) 

3.91 

4.42 

2.90 

4.32 

Student’s  t-test  df  = 
P = 

70  , 

improved  ultrasound  diagnosis  of 
IHPS  has  been  shown  by  many 
authors  during  the  past  six  years  to 
be  accurate  and  safe,  and  to  allow 
earlier  diagnosis  of  pyloric  stenosis. 
One  drawback  in  using  ultrasound 
is  the  lack  of  standardized  diagnostic 
criteria  for  evaluating  the  muscle 
wall  thickness,  transverse  diameter, 
and  total  length  of  the  pylorus. 

The  use  of  ultrasound  in  this 
study  was  limited  mainly  by  the  ex- 
perience of  the  radiologists.  Only 
four  infants  underwent  ultrasound 
examinations,  of  which  two  were 
positive  (Table  6).  Using  UGI,  the 
radiologists  judged  66  (97  per  cent) 
to  be  diagnostic  of  IHPS.  In  the  other 
two  cases,  the  UGIs  were  repeated 
days  later  and  were  then  positive. 

Laboratory  Findings 

Extensive  and  protracted  vomiting 
in  pyloric  stenosis  may  lead  to  defi- 
cits of  potassium  and  sodium.  An 
Australian  study  done  in  1986 
showed  that,  where  severe  vomiting 
had  persisted  for  more  than  one 
week,  major  derangements  of  acid 
base  and  electrolytes  could  be  an- 
ticipated.'^ Most  significant  are  the 
decreases  in  chloride  concentration 
and  increases  in  carbon  dioxide 
content  which  may  lead  to  a 
hypochloremic  metabolic  alkalosis 
in  many  infants. 

The  initial  admission  electrolyte 
results  of  68  patients  showed  21  (31 
per  cent)  were  hypochloremic  with 
levels  < 98  meg/1  (Table  7).  Of  6l 
patients  who  had  bicarbonate  levels 
drawn,  15  per  cent  were  alkalotic 
with  levels  > 30mmol/l.  A striking 
finding  was  that  the  initial  elec- 
trolyte studies  were  within  normal 
limits  in  approximately  50  per  cent 

TABLE  6 

IHPS  Diagnostic  Procedure 


Procedure  n Diag.  No.(%)  Nondiag.  No.(%) 

UGI  68  66(97)  3(3) 

Ultrasound  4 2(50)  2(50) 
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TABLE  7 


Laboratory  Studies 


Condition 

Clinical  Impression 

No.  (%  Dehydrated  Hydrated 

Hypochloremia 

21/68  (31) 

12  (57) 

9 (43) 

Alkalosis 

9/61  (15) 

4 (44) 

5 (55) 

Ketonuria 

12/64  (19) 

4 (33) 

8 (66) 

Specific  Gravity  > 1.015 

23/64  (35) 

12  (52) 

11  (48) 

Normal  Ranges:  Chloride  98-109meg/l 

Bicarbonate  24-30  mmol/1 
Urine  s.g.  1.010-1.020 


of  the  infants  (potassium  levels  ex- 
cluded because  of  unreliable  finger 
stick/capillary  samples).  Finally, 
urinalysis  revealed  12  of  64  cases 
documented  (19  per  cent)  had 
ketonuria  and  25  (39  per  cent)  had 
specific  gravities  > 1.015. 

Table  7 illustrates  the  fact  that  one 
cannot  depend  on  laboratory  data  to 
give  an  accurate  clinical  picture,  yet 
in  a normal-appearing  infant  one 
should  not  disregard  laboratory  data 
in  the  treatment  and  management  of 
infants  with  IHPS. 

Differential  Diagnosis 

In  the  absence  of  a palpable  tumor, 
the  differential  diagnosis  of  persis- 
tent vomiting  in  young  infants  in- 
cludes feeding  problems,  gastro- 
esophageal reflux,  infections,  and 
adrenal  insufficiency  (Table  8).  A 
faulty  feeding  technique  or  overfeed- 
ing may  produce  persistent  and  even 
projectile  vomiting.  An  incompetent 
lower  esophageal  sphincter  with  or 
without  a hiatal  hernia  in  the  first 
week  of  life  may  produce  vomiting, 
but  usually  the  infant  will  be  listless, 
lethargic  and  have  other  reliable 
signs  of  infection.  Finally,  adrenal 
insufficiency  presents  with 
hyperkalemia  and  virilization. 

Treatment 

Once  the  infant  is  rehydrated  and 
acid  base  and  electrolyte  imbalances 
are  corrected,  the  treatment  of 
choice  is  surgical.  All  71  patients 
underwent  a Ramstedt  pyloro- 
myotomy.  This  procedure  involves 
splitting  the  hypertrophic 

TABLE  8 

Differential  Diagnosis  of  IHPS 

Feeding  Problems 

GER 

Infections 

Adrenal  Insufficiency 


pylorus  muscle  down  to  the 
mucosa,  then  spreading  the  split 
edges  to  allow  the  mucosa  to  point 
well  up  into  the  incision.  Complica- 
tions encountered  in  our  cases  in- 
cluded two  duodenal  perforations, 
one  wound  dehiscence,  one  wound 
infection,  and  33  cases  of 
postoperative  vomiting  (Table  9). 
There  were  no  reoperations  for 
recurrent  IHPS  or  associated  mortali- 
ty, which  is  reported  to  be  less  than 
one  per  cent. 

The  incidence  of  vomiting  after 
pyloromyotomy  ranges  from  30  to 
90  per  cent,  according  to  published 
reports. Various  feeding  regimens, 
beginning  within  four  to  24  hours, 
have  been  advocated  in  which  oral 
feedings  are  usually  begun  in  small 
amounts  and  increased  gradually 
over  time.  Although  it  has  been 
published  that  gastric  peristalsis  is 
abolished  for  up  to  24  hours  post- 
operatively,^^  we  found  no  statistical 
difference  in  the  incidence  of  post- 
operative vomiting  when  feeding 
was  resumed  under  eight  hours  or 
greater  than  eight  hours  (p  < .05). 

Table  10  summarizes  the  length  of 
hospitalization  for  our  series.  The 
mean  preoperative,  postoperative 
and  total  periods  of  hospitalization 
were  1.3,  2.4,  and  4.6  days,  respec- 
tively. One  can  note  that  in  the  ma- 
jority of  our  cases  the  infant 
postoperatively  is  ready  for 
discharge  within  48  to  72  hours, 
which  is  consistent  with  other 
reported  studies.^'*’^^ 

Summary 

The  incidence  of  IHPS  in 
Kanawha  and  Cabell  counties  was 
within  accepted  norms.  Because  the 
Charleston-Huntington  hospitals  are 
the  major  referral  centers  in  the  im- 
mediate area,  the  number  of  infants 
seen  exceeded  the  expected  number 
of  cases  in  Kanawha  and  Cabell 
counties.  This  study  further  recon- 


firmed many  known  facts  about 
pyloric  stenosis — the  firstborn  male 
predominance,  strong  familial  in- 
heritance, age  at  onset  of  symptoms, 
projectile  vomiting,  constipation, 
dehydration,  palpable  tumor  mass, 
and  the  significant  weight  loss  or 
failure  to  thrive. 

Our  study  shows  that  even 
though  the  majority  of  infants  had  a 
palpable  mass,  an  UGl  series  was 
still  done,  which  many  authors  state 
is  unwarranted  since  radiologic 
diagnostic  studies  should  be  used 
only  when  clinical  diagnosis  is  in 
doubt.  With  the  advent  of  accurate 
ultrasonography,  ultrasound  may 
replace  the  UGI  as  the  investigation 
of  choice  in  the  near  future.  While 
IHPS  is  commonly  associated  with  a 
hypochloremic  metabolic  alkalosis, 
normal  electrolytes  do  not  exclude 
the  diagnosis  since  nearly  half  of 
our  cases  presented  with  normal 
electrolytes.  Postoperatively,  infants 
tolerated  feedings  within  eight  hours 
as  well  as  later.  Hence,  there  seems 
to  be  no  contraindication  to  begin  a 
feeding  regimen,  initially  with  D^W, 
within  six  to  eight  hours  of  surgery. 
The  number  of  complications 
postoperatively  and  the  period  of 
hospitalization  for  the  infants  were 
within  expected  limits. 

When  the  diagnosis  is  made  early 
in  the  course  of  IHPS  and  surgical 
intervention  is  carried  out,  the  prog- 
nosis is  excellent  for  the  infant. 

Since  20  per  cent  of  the  infants 
studied  had  episodes  of  vomiting  in 
the  first  week  of  life,  perhaps  an 
earlier  consideration  of  IHPS  could 
forestall  a delay  in  therapy  and,  in 
effect,  prevent  a prolonged  course 
of  malnutrition  which  may  have  a 
deleterious  effect  on  later 
development. 


TABLE  9 

Perioperative  Complications 


Type 

No.  (%) 

Postoperative  Vomiting 

33  (46) 

Duodenal  Perforation 

2 ( 3) 

Wound  Dehiscence 

1 ( 1) 

Wound  Infection 

1 ( 1) 

TABLE  10 

Length  of  Hospitalizaton 

Period  (Days)  Median 

Mean  Range 

Preoperative  1 1.3  0-5 

Postoperative  2 2.4  1-5 

Total:  4 4.6  3-10 
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the  right  upper  corner  along  with 
the  surname  of  the  author. 

Where  reference  is  made  to  ge- 
nerically-designated  drugs,  the  first 


such  reference  must  be  followed  by 
parentheses  containing  the  most 
commonly  known  trade-name  drug 
of  that  designation.  In  addition,  a 
listing  of  all  generic  drugs  mention- 
ed in  the  article,  with  their  trade- 
name  equivalents,  should  appear  at 
the  end  of  the  article. 

A short  abstract  summarizing  the 
manuscript  should  be  included. 
This  should  be  typed  in  double 
space  on  a separate  page. 

Authors  are  requested  to  submit  a 
copy  with  the  original. 

Illustrations  should  be  numbered 
and  their  approximate  locations 
shown  in  the  text.  Each  should  be 
identified  by  placing  on  its  back  the 
author’s  name,  its  number  and  an 


indication  of  its  “top.”  Drawings  and 
charts  intended  for  reproduction 
should  be  done  in  black  (India)  ink 
on  pure  white.  Photographs  should 
be  on  glossy  paper  and  minimum  of 
about  5 X 7 in.  in  size.  Cost  of  print- 
ing black  and  white  photos  in  excess 
of  4 will  be  billed  to  author,  and  no 
more  than  25  references  will  be 
published  free  of  charge  to  the 
author.  A legend  should  be  provid- 
ed for  each  illustration  and, 
preferably,  attached  to  it. 

All  scientific  material  appearing  in 
The  Journal  is  reviewed  by  the 
Publication  Committee.  Manu- 
scripts should  be  mailed  to  The 
Editor,  West  Virginia  Medical  Jour- 
nal, Box  4106,  Charleston,  WV 
25364. 
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President’s  Page 


“Let  us  all  tackle  the  issue  as  a 
solid,  unified  group." 


Unity 


Many  issues  confronting 
organized  medicine 
today  affect  medical  specialty 
groups  in  different  ways.  What 
sometimes  starts  out  as  a unified 
response  to  counteract  those  issues 
considered  to  be  detrimental  to 
organized  medicine  soon  becomes 
fragmented  and,  consequently,  less 
potent.  Time  and  again  this  has 
occurred. 

The  recent  RAPs  DRG  controversy 
is  a very  good  example  of  outside 
forces  attempting  to  divide  and  con- 
quer and  piece-meal  the  different 
medical  specialties.  Some  specialties 
attempt  to  distance  themselves  from 
the  main  issues  in  hope  of  working 
out  better  deals  for  their  groups. 
Usually,  however,  the  results  end  up 
to  the  benefit  of  no  one  particular 
segment  of  medicine  because,  in  the 
end,  everything  comes  tumbling 
down  and  the  entire  profession  is 


engulfed  by  guidelines  and  stan- 
dards most  of  us  find  unacceptable. 

The  time  is  now — today — not 
tomorrow,  for  us  to  realize  and  con- 
vince ourselves  that  we  need  unity 
in  our  profession.  Let  us  all  tackle 
the  issues  as  a solid,  unified  group. 

A forum  is  needed  to  accomplish 
what  we  desperately  need  to 
achieve — total  unification  of 
medicine.  This  unification  starts 
from  grass-root  levels  of  being  in- 
volved with  your  county  medical 
societies,  your  State  Medical  Associa- 
tion, your  specialty  societies  and, 
ultimately,  the  mother  organization 
of  us  all,  the  American  Medical 
Association. 

As  we  embark  on  a new  fiscal 
year,  let  us  all  do  it  the  old  fashion 
way,  by  joining  in,  standing  up  and 
speaking  out  as  a unit.  Remember- 
ing: “United  we  Stand,  Divided  we 
Fall.” 

— Cordell  A.  De  La  Pena,  M.D. 
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Editorials 


Resistance  To  Tort  Reform 


Plaintiff  attorneys  and  their 
lobbying  organizations  keep 
clouding  the  issue.  They  have  been 
maintaining  that  there  was,  in  fact, 
no  crisis  at  all  in  the  professional 
liability  insurance  field.  Escalating 
premiums  in  areas  unrelated  to 
medical  practice,  particularly  those 
in  the  legal  professional  liability 
field,  convinced  them  that  their  ap- 
proach had  a few  hidden  faults. 

Some  quick  reflection  led  to  an 
altered  approach;  the  problem  was 
that  insurance  companies  were 
simply  too  greedy;  they  were  goug- 
ing the  poor  doctors  and  hapless 
other  individuals,  groups  and 
political  subdivisions  being  sued  in 
courts  up  and  down  the  land.  This 
argument  failed  to  hold  water  too 
when  insurance  companies  began 
discontinuing  coverage  for  in- 
dividuals and  whole  groups  on 
statewide  bases.  The  best  efforts  of 
any  lobbying  or  PR  organization 
could  never  convince  anyone  that 
any  insurance  company  would  drop 
coverage  for  anyone  if  there  was  a 
sure  buck  to  be  made.  Little  is  heard 


of  that  argument  except  from  a few 
unsophisticated  hacks  w'ho  don’t 
know  enough  even  to  be  embar- 
rassed at  displaying  their  own  ig- 
norance in  brandishing  that  one. 

The  latest  approach  seems  to  be 
that  there  can  be  no  malpractice 
problem  until  tnere  is  a bad  or 
careless  doctor  doing  some  injury 
to,  or  failing  to  do  some  good  for,  a 
patient.  The  solution  to  the  problem 
of  malpractice  then  is  the  tort 
system;  let  the  system  become  self- 
correcting;  the  plaintiff  attorneys 
will  put  the  bad  doctors  out  of  the 
business  of  medicine. 

As  a matter  of  fact,  this  idea  was 
promulgated  some  years  back  at  a 
prestigious  California  think  tank, 
and  later  dropped.  There  are  several 
problems:  bad  doctors  get  sued 
much  less  often  than  good  doctors 
because  it’s  the  good  ones  who  take 
on  the  risky  cases;  it  is  also  true 
that  the  application  of  high-tech, 
modern  medical  knowledge  entails 
some  inherent  risk.  If  the  system  is 
to  be  used  to  rid  the  public  of  those 
miscreants  hauled  into  court  to  face 


Economics  And  Tort  Reform 


Despite  the  recommendations  of 
its  interim  committee  on  liabili- 
ty legislation,  the  Legislature  failed 
to  enact  any  further  tort  reform 
measures  this  year. 

As  a matter  of  fact,  the  words  of 
one  prominent  senator  were  pro- 
phetic. Early  in  the  session  he  said 
“Tort  reform  is  not  on  the  agenda 
this  year.” 

Legislative  leaders  seemed  intent 
on  seeing  the  prophecy  fulfilled  as 


they  placed  opponents  of  tort 
reform  in  most  key  committee 
positions. 

Time  and  again,  we  were  told  that 
the  reason  for  failure  to  consider 
the  large  number  of  submitted 
reform  bills  was  that  there  is  no 
clear  evidence  that  passing  such 
laws  would  low'er  the  premium  rates 
and  thus  benefit  West  Virginia 
physicians. 

Even  the  insurance  industry 


The  Publication  Committee  is  not  responsible  for  the  authenticity  of  opinion  or  statements  made 
by  authors  or  in  communications  submitted  to  this  Journal  for  publication.  The  author  shall  be  held 
entirely  responsible.  Editorials  printed  in  The  Journal  do  not  necessarily  reflect  the  official  position 
of  the  West  Virginia  State  Medical  Association. 


charges  of  malpractice,  it  will  surely 
result  in  ridding  the  system  of  every 
worthwhile,  informed  and  conscien- 
tious physician  within  suing  dis- 
tance. Those  physicians  remaining 
will  be  those  most  careful  to  avoid 
involving  themselves  with  any  risks. 

The  biggest  threat  to  the 
availability  of  continuing  access  to 
the  benefits  of  modern  medical 
knowledge  and  technology  is  the 
plaintiff  attorney  operating  within 
the  present  tort  system.  Arguments 
from  this  group  will  persist  resisting 
change  in  the  tort  system.  Plaintiff 
attorney  greed  in  resisting  tort 
reform  and  the  greed  of  oppor- 
tunistic individuals  succumbing  to 
the  blandishments  of  their  attorneys 
are  already  depriving  many  areas 
and  entire  population  groups  the 
benefits  that  modern  medicine  can 
provide. 

Some  way  needs  to  be  found 
within  our  present  tort  system  to 
allow'  the  public  the  opportunity  to 
benefit  from  the  advances  in 
modern  medical  care. 

Tort  reform  is  the  only  answer. 

— SDW 


became  w'impy,  denying  that  they 
had  a specific  stand  on  tort  reform 
or,  as  was  widely  reported  from  the 
insurance  hearings  in  Florida,  that 
their  tort  reform  package  would  not 
likely  have  a rate-lowering  impact. 

Suddenly,  physicians  felt  cheated. 
Have  all  of  our  efforts  been  for 
naught? 

There  are  two  important  facts  to 
remember.  Firstly,  the  malpractice 
problem  is  a volatile  one  and  we 
must  assume  that  the  number  and 
size  of  settlements  and  aw’ards  are 
the  primary  factors  w'hich  will 
determine  premium  rates.  Any  effect 
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of  tort  reform  will  be  weak  when 
compared  with  this  and,  in  any 
event,  would  not  be  operative  for 
years  down  the  road. 

Secondly,  most  of  the  suggested 
tort  reform  measures  are  appropriate 
changes  in  a body  of  common  law 
which  is  no  longer  adequate  to 
cope  with  the  current  liability  crisis. 


In  a recent  column,  Ellen  Goodman 
wrote,  “Arguments  over  AIDS 
rigidify  quickly  into  heated  debates 
between  those  who  fight  for  the 
civil  rights  of  the  infected  and  those 
who  fight  for  the  public  health  of 
the  uninfected  . . . There  is  not  go- 
ing to  be  one  way  to  limit  the 
spread  of  AIDS.  But  does  that  mean 
we  sit  immobilized  while  one  group 
cries  against  any  testing  and  another 
cries  for  quarantining?” 

Clearly  there  must  be  a middle 
way  that  accomplishes  the  most 
AIDS  prevention  with  the  least  in- 
trusion on  individual  rights.  In  fact, 
unjustified  discrimination  against 
persons  infected  with  the  AIDS 
virus  in  the  workplace,  at  school,  or 
in  the  community  may  make  AIDS 
control  more  difficult  by  keeping 
persons  at  risk  of  infection  away 
from  counselling,  testing,  and  treat- 
ment that  may  reduce  the  spread  of 
infection  as  well  as  restore  health. 

The  following  measures  have 
been  or  are  being  taken  by  state  and 
local  health  departments  in  West 
Virginia  in  an  effort  to  reduce 
transmission  of  the  AIDS  virus: 

— All  symptomatic  infections  with 
the  Human  Immunodeficiency 
Virus  (HIV),  including  AIDS,  are 
reportable  to  the  State  Department 
of  Health. 

— Free,  name-optional  HIV  an- 
tibody testing  and  counselling  are 
available  at  12  local  health  depart- 
ment sites  in  West  Virginia.  Over 
100  persons  per  month  are 
volunteering  for  testing  and 
counselling,  and  the  number  con- 
tinues to  increase.  Names  are  not 
required  for  testing.  The  patient 
may  be  issued  a number,  and 
receives  the  result  based  on 


Is  it  not  entirely  within  reason 
to  suggest  that  a defendant 
physician  should  be  faced  by  an 
expert  witness  from  the  same  or 
similar  area  of  expertise?  Is  it  not 
appropriate  to  structure  the  payment 
of  large  awards  over  a period  of 
time?  Why  isn’t  it  fair  to  divulge  in 
the  courtroom  what  a plaintiff 


presentation  of  this  number  at  a 
return  appointment. 

— Patients  at  publicly-funded  sex- 
ually transmitted  diseases  (STD) 
clinics  are  counseled  on  preven- 
tion of  AIDS  and  other  sexually 
transmitted  diseases,  are  offered  a 
small,  free  sample  of  condoms 
and  are  advised  on  the  availablity 
of  free,  name-optional  HIV  an- 
tibody testing  and  counselling. 

— Contacts  to  gonorrhea  and 
syphilis  who  are  located  in  the 
community  and  who  are  counsel- 
ed on  prevention  of  AIDS  and 
other  sexually  transmitted  diseases 
are  offered  a small  free  supply  of 
condoms  and  HIV  antibody 
testing.  If  necessary,  the  blood 
sample  is  drawn  during  the  field 
interview. 

— Persons  identified  as  infected 
with  HIV  at  counselling  and 
testing  sites  are  motivated  to 
notify  their  own  sexual  and  IV 
drug-using  contacts,  and  are  of- 
fered the  services  of  sexually 
transmitted  disease  field  workers 
in  notifying  contacts  whom  they 
prefer  to  have  notified 
anonymously.  These  contact 
notifications  are  handled  in  the 
same  highly  discreet  manner  as 
gonorrhea  or  syphilis  contact 
notifications.  As  the  field  in- 
vestigation is  completed,  the 
names  and  other  identifying  infor- 
mation on  the  contacts  are 
destroyed. 

— State  Health  Department  field 
staff  are  also  available  to  private 
physicians  and  their  patients  with 
AIDS,  ARC  or  HIV  infection  to  do 
confidential  contact  interviews 
and  to  notify  sexual  and/or  nee- 


has  received  in  payment  from 
other  sources  for  an  alleged 
injury? 

Let’s  forget  the  concept  that  tort 
reform  should  have  a price  tag  and 
focus  on  the  needed  revisions  in 
tort  law.  Even  most  lawyers  will 
agree  over  a friendly  beer  that  such 
changes  are  needed. — DZM 

AIDS 

dle-using  contacts  of  such 
patients. 

— Local  health  department  staff  at 
the  12  sites  where  HIV  counsell- 
ing and  testing  are  offered,  and 
State  Health  Department  sexually 
transmitted  disease  staff  are 
available  to  counsel  patients  with 
positive  HIV  antibody  tests 
detected  in  other  settings  such  as 
blood  banks,  private  physicians’ 
offices  or  drug  treatment  centers. 

—Virtually  all  gay  bars  in  the  state 
now  display  AIDS  prevention 
posters  and  pamphlets,  and  make 
condoms  and  lubricants  available 
to  their  customers. 

— Several  gay  bars  have  made 
their  facilities  available  for  educa- 
tional presentations  on  prevention 
of  AIDS  virus  transmission  by 
health  department  staff  or  in- 
dependent groups. 

— State  Health  Department  staff 
make  an  average  of  four  presenta- 
tions per  week  to  professional 
and  community  groups  on 
prevention  of  AIDS. 

— Local  AIDS  service  groups 
(organized  as  local  task  forces  or 
as  branches  of  the  Mountain  State 
AIDS  Network)  will,  with  state 
support,  develop  and  carry  out 
AIDS  prevention  educational  in- 
terventions in  their  communities 
over  the  next  year. 

— State  Health  Department  staff 
are  providing  technical  support 
and  educational  materials  to  the 
State  Department  of  Education  for 
use  in  school  AIDS  education  and 
prevention  activities  at  the  local 
level. 


State  Health  Department  And 
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— A statewide  AIDS  task  force  has 
been  working  for  almost  two 
years  to  keep  this  infection  at  a 
minimum.  As  of  August  3,  1987, 
there  have  been  only  34  cases  of 
AIDS  in  West  Virginia. 

Since  the  average  incubation 
period  from  infection  with  the  AIDS 
virus  to  development  of  symptoms 
is  three  to  five  years,  successes  in 
reducing  transmission  of  the  virus 


will  not  affect  the  number  of  cases 
for  several  years.  One  very  hopeful 
sign  is  that  there  has  not  been  a 
case  of  primary  or  secondary 
syphilis  in  a homosexual  or  bisexual 
West  Virginia  man  for  over  18 
months,  whereas  in  1983,  82  per 
cent  of  early  syphilis  was  in  that 
population.  While  we  do  not  fool 
ourselves  that  unsafe  sexual  or 
needle-sharing  behavior  has  disap- 


peared in  West  Virginia,  this  and 
other  observations  suggest  that 
reduction  in  high-risk  behaviors 
have  already  begun.  A combined  ap- 
proach of  targeted  education, 
counselling,  testing  and  partner 
notification  is  being  pursued  with 
vigor,  and  represents  the  best 
course  of  action  open  to  us. — Guest 
Editorial  by  David  K.  Heydinger, 
M.D,  Director,  West  Virginia 
Department  of  Health. 


Our  Readers  Speak 


AIDS  Approach  Criticized 

I have  read  with  some  concern 
the  editorial,  ‘AIDS  is  Winning,”  in 
the  July,  1987,  issue.  The  author, 
SDW,  expresses  concern  that  we  as 
physicians  are  not  doing  enough  to 
attempt  to  control  the  spread  of 
AIDS.  The  author’s  concern  is  that 
we  are  not  being  strict  enough  in  at- 
tempting to  control  this  measure 
and  that  regular  standards  such  as 
those  for  clean  air  and  radiation  safe- 
ty need  to  be  rigorously  enforced. 
I disagree  with  the  author  on  two 
accounts.  Firstly,  I disagree  that 
thorough  case-finding  methods  and 
the  strictest  infection  control  pro- 
cedures will  necessarily  lead  to  a 
decrease  in  the  incidence  of  AIDS. 
The  etiologic  factors  leading  to  the 
increase  in  AIDS  seem  to  be  the 
social  and  sexual  mores  of  our  socie- 
ty. The  measure  above  will  not  ad- 
dress these  mores  and  will  likely 
lead  to  psychological  trauma  for  the 
individuals  involved,  especially  the 
ones  who  do  not  have  AIDS. 

Secondly,  I disagree  that  the 
medical  concerns  can  be  separated 
from  the  social  and  ethical  concerns 
in  regard  to  AIDS  testing.  It  is  the 
proper  concern  of  physicians  to 


know  the  false  positive  rate  of 
testing  and  to  apply  that  to  a popula- 
tion. In  a low-risk  population,  the 
incidence  of  false  positive  tests  will 
be  high  and  will  lead  to  unnecessary 
and  even  harmful  effects  on  the  in- 
dividuals involved.  This  is  not  to  say 
that  certain  high-risk  groups  or  pa- 
tients that  are  to  undergo  major 
operations  during  which  they  will 
likely  require  blood  transfusion 
should  not  be  routinely  tested.  We 
in  the  medical  profession  must 
maintain  cool  heads  in  dealing  with 
this  problem. 

In  closing,  I would  like  to  add  my 
opinion  that  physicians  and 
surgeons  have  a moral  obligation  to 
treat  AIDS  patients  in  spite  of  the 
risk  to  ourselves.  Physicians  in  the 
past  have  risked  their  own  health 
during  the  plagues  of  the  sixteenth 
century  and  more  recently  during 
the  ravages  of  tuberculosis  in  the 
nineteenth  and  twentieth  centuries. 
The  integrity  and  respect  of  the  pro- 
fession is  at  stake  and  I feel  that  we 
should  uphold  them. 

Keith  N.  Apelgren,  M.D. 
Associate  Professor 
Department  of  Surgery 
West  Virginia  University 
School  of  Medicine 
Morgantown,  WV  26506 


Reply 

Doctor  Apelgren  and  I disagree 
perhaps  only  to  a minor  extent.  I 
agree  that  it  is  unlikely  that  case- 
finding measures  and  infection  con- 
trol procedures  (at  least,  those  usual 
ones)  are  unlikely  to  lead  to  a 
decrease  in  the  incidence  of  AIDS. 
These  might  help  to  limit  the  in- 
crease, however. 

I have  concern  in  regard  to 
psychological  trauma  that  might  be 
occasioned  by  HIV  testing.  That 
condition  is,  however,  reparable. 
AIDS  is  not. 

My  concern  in  case  findings  is  to 
make  risks  and  dangers  manifest  to 
those  placed  in  intimate  association 
with  AIDS  virus  carriers.  Common 
sense  alone  would  dictate  such  an 
approach  rather  than  continuing 
present  circumstances  wherein 
many  are  unknowingly  and 
needlessly  exposed  to  lethal 
dangers.  Physicians,  nurses,  lab 
technicians  and  others  in  the  health 
providing  professions  are  presently 
so  exposed.  The  editorial  was 
directed  to  the  safety  of  these. 

— Editor 
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General  News 


Also  Pulmonary  Diseases,  Other  Subjects  For  CME  Event 

Dermatology,  AIDS  To  Open 
1988  Mid-Winter  Conference 


Charles  L.  Yarbrough,  M.  D. 

Sessions  on  dermatology  and 
AIDS  will  open  the  21st  Mid-Winter 
Clinical  Conference  next  January 
22-24  in  Charleston  at  the 
Charleston  House  Holiday  Inn, 

The  annual  CME  event  will  begin 
Friday  afternoon,  January  22,  and 
end  at  noon  on  Sunday,  January  24, 
with  scientific  sessions  scheduled 
Friday  afternoon,  Saurday  morning 
and  afternoon,  and  Sunday 
morning. 

The  conference  is  sponsored  by 
WVSMA  and  Marshall  University  and 
West  Virginia  University  schools  of 
medicine. 

Site  Changed 

The  meeting  site  has  been  chang- 
ed to  the  Charleston  House  for  1988 
because  more  floor  space  is 
available  for  scientific  and  commer- 


John G.  Bartlett,  M.  D. 

cial  exhibits,  the  demand  for  which 
has  been  growing  during  recent 
years,  the  Program  Committee  said. 

Following  the  dermatology  and 
AIDS  sessions  Friday  afternoon  and 
Saturday  morning,  respectively,  will 
be  a discussion  on  pulmonary 
diseases  Saturday  afternoon  and  a 
“potpourri”  of  topics  Sunday  morn- 
ing including  insulin  therapy  update; 
diet,  red  meat  and  the  risk  of  coro- 
nary heart  disease;  cancer  of  the 
breast — post-mastectomy  reconstruc- 
tion, and  practical  clinical  phar- 
macology of  newer  antihypertensive 
agents. 

Speakers  for  the  opening  session 
Friday  afternoon,  “Dermatology  for 
the  Primary  Care  Physician,”  will  be 
Drs.  Charles  L.  Yarbrough  of  Hun- 
tington, whose  subject  will  be 
“Manifestations  of  Collagen 


Diseases;”  Robert  B.  Point  of  Kings 
Mountain,  North  Carolina,  formerly 
of  Charleston,  “Cutaneous  Manifesta- 
tions of  Internal  Malignancies,”  and 
Stephen  K.  Milroy,  Charleston, 
“Diagnosis  and  Treatment  of  Primary 
Skin  Malignancies.” 

Dr.  John  G.  Bartlett  of  Baltimore 
will  be  one  of  the  AIDS  speakers 
Saturday  morning. 

Huntington  Native 

Doctor  Yarbrough,  a native  of 
Huntington,  is  Clinical  Assistant  Pro- 
fessor, Department  of  Medicine  and 
Family  Practice,  MU,  and  Clinical 
Assistant  Professor  of  Pathology, 

MU. 

At  MU  Doctor  Yarbrough  also  is 
Co-sponsor  of  the  Der- 
matopathology  Conference  and 
President  of  the  Dean’s  Advisory 
Committee. 

He  was  graduated  from  Marshall, 
received  his  M.  D.  degree  in  1970 
from  the  Medical  College  of 
Virginia,  interned  at  MCV,  and  took 
his  residency  in  dermatology  at 
Emory  University  in  Atlanta. 

Doctor  Yarbrough  is  certified  by 
the  American  Board  of  Dermatology 
and  the  American  Board  of 
Pathology  in  Dermatopathology. 

Additional  biographical  informa- 
tion about  Doctors  Point  and  Milroy 
will  appear  in  later  issues  of  The 
Journal. 

Moderator  for  the  dermatology 
session  will  be  Dr.  William  A. 

Welton,  Professor  and  Chief,  Section 
of  Dermatology,  Department  of 
Medicine,  WVU,  Morgantown. 

Johns  Hopkins  Posts 

Doctor  Bartlett,  who  is  chief  of 
the  Division  of  Infectious  Diseases 
at  the  Johns  Hopkins  Hospital  and 
School  of  Medicine  in  Baltimore, 
will  speak  on  “Treatment  of  HIV  In- 
fections” during  the  Saturday  morn- 
ing AIDS  session.  He  also  is 
Stanhope  Bayne  Jones  Professor  of 
Medicine  at  Johns  Hopkins,  and  has 
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an  appointment  in  the  Department 
of  Epidemiology  of  the  School  of 
Hygiene  and  Public  Health. 

Doctor  Bartlett  has  served  on  the 
editorial  boards  of  a number  of 
specialty  journals,  and  currently  is 
conducting  several  National  In- 
stitutes of  Health-supported  AIDS 
studies. 

He  was  graduated  from  Dart- 
mouth College,  and  received  his 
M.  D.  degree  in  1963  from  the  State 
University  of  New  York,  Upstate 
Medical  Center,  Syracuse.  He  intern- 
ed and  served  a one-year  residency 
at  Peter  Bent  Brigam  Hospital  in 
Boston,  took  a second  year  of 
residency  in  medicine  at  the  Univer- 
sity of  Alabama  Hospital  in  Birm- 


Editor's  Note:  Following  is  a letter 
by  Dr.  Charles  E.  Turner,  immediate 
past  WVSMA  President,  asking  Gov. 
Arch  A.  Moore,  Jr.  to  implement  a 
policy  of  mandatory  seat  belt  use 
by  state  employees  when  conducting 
state  business,  and  Governor 
Moore’s  reply. 

June  16,  1987 

The  Honorable  Arch  A.  Moore,  Jr. 
Office  of  the  Governor 
State  Capitol  Building 
Charleston,  WV  25305 

Dear  Governor  Moore: 

Your  support  of  the  WV  Buckle 
Up  Week  in  May  was  noted  by  the 
medical  community.  Thank  you  for 
supporting  what  physicians  consider 
a leading  preventive  health  care 
measure — buckling  up.  As  you  no 
doubt  are  aware,  automobile  seat 
belt  usage  saves  lives,  reduces  in- 
juries and  cuts  both  direct  and  in- 
direct costs  to  businesses.  Most 
vehicle-related  deaths  and  injuries, 
lost  work  time  and  accompanying 
medical  expenses  could  have  been 
avoided  if  seat  belts  were  in  use. 


ingham,  and  received  a fellowship 
in  infectious  diseases  at  Wadsworth 
Veterans  Administration  Hospital  in 
Los  Angeles  where  he  also  was  a 
Research  and  Education  Associate 
under  Dr.  Sydney  Einegold. 

Program  Committee 

Members  of  the  Program  Commit- 
tee are  Drs.  William  O.  McMillan,  Jr., 
Charleston,  Chairman;  Maurice  A. 
Mufson,  Huntington;  Joseph  T. 
Skaggs,  Charleston;  Richard  G.  Starr, 
Beckley;  John  W.  Traubert,  Morgan- 
town, and  C.  Carl  Tully,  South 
Charleston. 

Additional  conference  speakers 
and  program  developments  will  be 
presented  in  coming  issues  of  The 
Journal. 


The  West  Virginia  State  Medical 
Association  (WVSMA)  and  its  Aux- 
iliary are  strongly  supportive  of 
mandatory  seat  belt  laws  and 
policies  in  West  Virginia.  Isn’t  it 
about  time  all  state  employees 
buckle  up  when  conducting  state 
business?  Would  you  consider  im- 
plementing such  a policy?  If  so,  the 
WVSMA  and  Auxiliary  stand  ready 
to  offer  their  services  and  complete 
support  in  implementing  this  policy 
and  in  educationl  efforts. 

We  are  building  a capable 
speaker’s  bureau  on  this  health  care 
issue  and  stand  ready  to  assist  in 
building  a state  seat  belt  usage 
policy  if  you  desire  the  services  of 
both  the  physicians  and  auxilians 
knowledgeable  on  this  issue. 

Please  contact  me  at  your  earliest 
convenience.  You  may  reach  me  by 
telephone  at  528-4600,  my  office,  or 
at  home  525-6526. 

Your  commitment  to  seat  belt 
usage  by  state  employees  will  greatly 
affect  health  care  among  West 
Virginia  citizens. 

Sincerely, 

Charles  E.  Turner,  MD 
President 


Dr.  Charles  E.  Turner,  M.D. 

President 

West  Virginia  State  Medical 
Association 
Post  Office  Box  4106 
Charleston,  West  Virginia  25364 

Dear  Dr.  Turner: 

Thank  you  for  your  recent  letter 
of  appreciation  for  my  support  of 
West  Virginia  Buckle  Up  Week,  and 
for  sharing  with  me  the  State 
Medical  Association’s  endorsement 
of  a mandatory  seat  belt  use  law  for 
West  Virginia  and  a mandatory  use 
policy  for  state  employees. 

I want  you  to  know  that  I share 
your  convictions  regarding  the  pro- 
tective values  of  safety  belt  and 
child  safety  seat  use.  In  the  absence 
of  a mandatory  use  law,  my 
Highway  Safety  Program,  working 
with  a multitude  of  organizations 
and  agencies  across  our  state,  has  ef- 
fectively encouraged  thousands  of 
West  Virginians  to  voluntarily  buckle 
up  when  they  may  not  have  done 
so  otherwise. 

Representatives  of  my  Highway 
Safety  Program  are  now  working 
with  the  state  Department  of 
Finance  and  Administration  to 
develop  a traffic  safety  program  for 
all  state  employees.  You  may  be 
pleased  to  know  that  among  the 
proposals  being  considered  are  a 
driver  training  course  and  a man- 
datory seat  belt  use  policy.  Should 
such  a policy  be  adopted,  we  will 
be  most  grateful  to  accept  your  of- 
fer of  assistance  with  its 
implementation. 

Regarding  the  issue  of  a man- 
datory seat  belt  use  law,  I have 
followed  the  progress  of  that  legisla- 
tion in  West  Virginia  during  the  last 
three  legislative  sessions,  and  I am 
aware  that  in  states  having  adopted 
such  a law,  traffic  fatalities  have 
declined  nine  per  cent.  You  may  be 
sure  that  I will  be  tracking  man- 
datory seat  belt  use  legislation  with 
great  interest  during  the  coming 
session. 

The  sincere  concern  of  the  West 
Virginia  State  Medical  Association 
for  the  health  and  safety  of  our 
citizens  is  greatly  appreciated  in  this 
administration,  and  I heartily  com- 
mend you  for  your  commitment  to 
improve  the  quality  of  life  for  all 
West  Virginians. 

Sincerely  yours. 

Arch  A.  Moore,  Jr. 

Governor 


Mandatory  Use  Policy  ^Considered' 

State  Workers  And  Seat  Belts? 
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Continuing 

Education 

Activities 


Here  are  the  continuing  medical 
education  activities  listed  primarily 
by  the  Marshall  University  and  West 
Virginia  University  Schools  of 
Medicine  for  part  of  1987,  as  com- 
piled by  Ernest  W.  Chick,  M.  D.,  MU 
Director  of  Continuing  Medical 
Education;  Robert  E.  Kristofco, 

WVU  Assistant  to  the  Dean/Continu- 
ing Medical  Education;  J.  Zeb 
Wright,  Ph.D.,  Director  of  Continu- 
ing Education  Outreach  and  Com- 
munity Affairs,  WVU  Charleston 
Division;  and  Sharon  Hall,  Director 
of  Continuing  Education,  Charleston 
Area  Medical  Center  (also  in  charge 
of  WVU  Charleston  Division  on- 
campus  CME).  The  schedule  is 
presented  as  a convenience  for 
physicians  in  planning  their  continu- 
ing education  program.  (Other  na- 
tional, state  and  district  medical 
meetings  are  listed  in  the  Medical 
Meetings  Department  of  The 
Journal.) 

The  program  is  tentative  and  sub- 
ject to  change.  It  should  be  noted 
that  weekly  conferences  also  are 
held  on  the  WVU  Morgantown, 
Charleston  and  Wheeling  cam- 
puses. Eurther  information  about 
CME  activities  may  be  obtained  by 
calling  Doctor  Chick  at  (304) 
696-7018;  Kristofco,  (304)  293-3937; 
Wright,  (304)  347-1243;  and  Hall, 
(304)  348-9580. 

Marshall  University 

Sept.  24,  Huntington,  Heiner  Lecture: 
Prevention  of  Substance  Abuse  in 
Women  & Children 
Sept.  25-26,  Huntington,  Health  Issues 
in  Women 

Oct.  23,  Huntington,  Roland  Burns 
Conference 

Dec.  4,  Huntington,  AAEP  Meeting 
Dec.  5,  Huntington,  Sports  Medicine 
Conference 

West  Virginia  University 

Sept.  4-5,  Morgantown,  Infectious 
Disease  Update* 

Sept.  18-19,  Charleston,  Oncology 
Update 


Sept.  25-26,  Morgantown,  Problems  in 
Gastroenterology  * 

Oct.  2-3,  Morgantown,  Clinical  Issues, 
Geriatric  Care* 

Oct.  9,  Morgantown,  Principles  & Prac- 
tices of  Lasers  in  Ophthalmology. 

Oct.  9-10,  Morgantown,  Pediatric 
Oktoberfest 

Oct.  10,  Morgantown,  Eighth  Annual 
Ophthalmology  Conference 

Oct.  14,  Charleston,  Eaculty  Research 
Day 

Oct.  15-17,  Morgantown,  13th  Hal 
WangerFamilyPracticeConference* 

Oct.  30-31,  Morgantown  (Sheraton 
Lakeview)  Diagnostic  Ultrasound 
Update  ’87 

Nov.  6-7,  Morgantown,  Ob-Gyn  Update 

Nov.  7,  Morgantown,  Common 
Neurological  Problems* 

Nov.  14,  Morgantown,  Common  Spine 
Problems* 

Nov.  14,  Charleston,  Trauma  Seminar 

Nov.  18,  Charleston,  Sport  & Fitness 
Seminar 

Dec.  5,  Charleston,  Hypertension 
Update 

'In  conjunction  with  WVU  football  games 

Regularly  Scheduled  Continuing 
Education  Outreach  Programs 
from  WVU  Medical  Center- 
Charleston  Division/CAMC 

Beckley,  Southern  W.  Va.  Clinic,  4th 
Thursday,  5:30  to  7:30  P.  M.  — Sept. 
24,  “Diabetic  Retinopathy,”  Robert  E. 
O’Connor,  M.D.  Special  dinner  event 
Oct.  13,  6:30  P.  M.,  “Diagnosis  of 
Osteoporosis,”  Daniel  A.  Mairs, 
M.D.,  and  “When  Sex  Goes  Wrong,” 
Judith  Huffman-Seifer,  R.N.,  Ph.D. 
(For  invitation  call  Linda  Johnson, 
R.N.,  M.S.,  1-800-642-2758  or 

252-7331) 

Cabin  Creek,  Cabin  Creek  Medical 
Center,  Dawes,  2nd  Thursday,  8-10 
A.  M.  — Sept.  10,  “Oral  & Dental 
Problems  in  Primary  Care,  David 
Pearcy,  D.D.S. 

Oct.  8,  “Common  Pediatric 
Behavioral  Problems,”  T.  O.  Dickey, 
M.D. 

Gassaway,  Braxton  Co.  Memorial 
Hospital,  1st  Wednesday,  7-9  P M. 
— Sept.  2,  “Infection  Control  An- 
tibiotic Review — What  to  Choose,” 
Elizabeth  Funk,  M.  D. 
Oct.7,“Gastroscopy,”JoeWhite,M.D. 

Greenbrier,  Library,  Greenbrier 
Clinic,  3rd  Tuesday,  4-5  PM.  — Sept. 
15,  “ENT  Diagnostic  Update  for  In- 
ternal Medicine  Physician,”  Romeo 
Y.  Lim,  M.D. 


Madison,  Boone  Memorial  Hospital 
Conference  Room,  2nd  Tuesday,  7-9 
P.  M.  — Sept.  8,  “Head  Injuries,” 
Robert  Clubb,  M.  D. 

Oct.  13,  “Medical-Legal  Issues  & 
Health  Delivery,”  Joseph  T.  Skaggs, 
M.  D.,  & team 

Oak  Hill,  Plateau  Medical  Center 
(Oyler  Exit,  N 19)  4th  Tuesday, 
7-9  P.  M.  — Sept.  24,  “Cardiac 
Rehabilitation,”  Harold  Selinger, 
M.  D. 

Summersville,  Summersville 
Memorial  Hospital,  1st  Tuesday, 
6:30-8:30  P.  M.  — Sept.  1,  “Com- 
mon Teenage  Disorders,’’  H. 
Richard  Reynolds,  M.  D. 

Welch,  Stevens  Clinic  Hospital,  3rd 
Wednesday,  12  Noon-2  PM.  — 
Sept.  16,  “Non-Q  Waves  Myocardial 
Infarction,”  Donald  Lilly,  M.  D. 
Nov.  18,  “Alzheimer’s  Disease,” 
Mary  Ann  Rosswurm 

Whitesville,  Raleigh-Boone  Medical 
Center,  4th  Wednesday,  11  A.  M.- 
1 P.  M.  — Sept.  23,  “AIDS,” 
Elizabeth  Funk,  M.  D. 

Williamson,  Williamson  Memorial 
Hospital,  1st  Thursday,  6:30-8:30 
P.  M.  — Sept.  3,  “Pediatric  Infec- 
tious Disease,”  Moutassem  B. 
Ayoubi,  M.  D. 


Air  National  Guard 
Appoints  Doctor 

Colonel  Ralph  S.  Smith,  Jr.,  a 
Charleston  psychiatrist,  has  been  ap- 
pointed State  Air  Surgeon  of  the 
West  Virginia  Air  National  Guard.  He 
replaces  Colonel  James  K.  Sexton,  a 
charleston  radiologist,  who  retired 
from  this  military  position  earlier  in 
the  year.  In  this  assignment.  Doctor 
Smith  will  be  responsible  for  the 
medical  operations  of  the  Air  Guard 
in  West  Virginia,  which  includes 
two  flying  groups  consisting  of 
some  2,000  personnel. 

Doctor  Smith,  who  previoulsy 
was  commander  of  the  130th  Tac- 
tical Clinic  located  at  Yeager  Airport, 
maintains  a private  practice  in  adult 
and  child  psychiatry  in  Charleston 
as  well  as  being  an  Associate  Clinical 
Professor  for  the  Department  of 
Behavioral  Medicine  and  Psychiatry, 
West  Virginia  University,  Charleston 
Division. 

Doctor  Smith  received  his  medical 
degree  from  Northwestern  Universi- 
ty and  his  undergraduate  degree 
from  West  Virginia  University. 
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JJJ  Poetry 
y Corner 

We  And  The  Sea 

Come  run  with  me 
Where  I want  to  be, 

On  a beach 
In  reach 
Of  the  dark. 

Where  the  green  surf  pounds 
As  it  comes  aground 
And  hisses 
As  it  misses 
Its  mark. 

Our  tracks  in  the  wet 
We  leave,  and  yet 
They’re  clean  wiped 
By  a swipe 
Of  the  sea. 

No  one  but  I 
Knows  you  are  here. 

No  one  but  you 
Knows  me; 

No  one  but  we  are  running  tonight 
By  the  sea. 

Robert  L.  Smith,  M.D., 
Morgantown 


We  request  physician  contributions  to 
Poetry  Corner. 


AAFP  To  Meet 
In  San  Francisco 

Internationally  recognized  political 
anaylst  and  author  John  G.  Stoess- 
inger,  Ph.D.,  will  keynote  the  open- 
ing of  the  39th  annual  convention 
and  scientific  assembly  of  the 
American  Academy  of  Family  Physi- 
cians (AAFP)  this  month  in  San 
Francisco.  More  than  4,000  family 
physicians  are  expected  to  attend 
the  forum — one  of  the  nation’s 
largest — September  14-17. 

Doctor  Stoessinger,  the  lead-off 
speaker,  will  examine  likely  hot 
spots  throughout  the  world,  offering 
suggestions  for  what  can  be  done 
locally,  nationally  and  internationally 
to  stamp  out  terrorism.  He  is  the 
Cox  Distinguished  Professor  of  In- 
ternational Affairs  at  Trinity  Univer- 
sity in  San  Antonio. 

“The  Family  Physician’s  Guide  to 
Smoking  Cessaton”  and  “AIDS  in 
Family  Practice”  are  continuing 
education  courses  which  address 
key  Academy  health  concerns.  Help- 
ing patients  stop  smoking  has  been 
established  as  the  top  priority  of  the 
association,  and  AAFP  smoking 
cessation  programming  covers  the 
most  effective  techniques. 

“AIDS  in  Family  Practice”  will  be 
the  talk  given  by  San  Francisco 
General  Hospital’s  Paul  Volberding, 

M.  D.,  one  of  the  country’s 
foremost  AIDS  experts,  the  AAFP 
said. 


Additional  assembly  lectures  will 
cover  a broad  range  of  clinical  and 
lifestyle  topics,  including  preadoles- 
cent health  dilemmas,  sexually 
transmitted  diseases,  osteoporosis, 
mid-life  crisis,  the  effects  of  aging 
on  skin,  and  ethical  issues  in  dying. 
The  lectures  follow  the  life  cycle. 
Beginning-of-the-week  lectures  deal 
with  pediatric  topics,  mid-week  lec- 
tures are  on  mid-life  medical  con- 
cerns, and  final-day  lectures  cover 
geriatric  topics. 

Hands-on  clinical  procedures 
workshops  will  be  offered  on  flexi- 
ble sigmoidoscopy,  exercise  stress 
testing  and  minor  office 
procedures — courses  which  AAFP 
surveys  show  are  in  highest  demand 
among  family  physicians. 

The  Congress  of  Delegates, 

AAFP’S  governing  body,  will  con- 
vene prior  to  the  assembly  to  con- 
duct official  business.  The  112 
delegates  meet  September  12-14  at 
the  Fairmont  Hotel. 


Fit  Elderly  Help 
Frail  Elderly 

Three  demonstration  programs 
will  be  funded  as  part  of  a first 
round  of  grants  under  the  Service 
Credit  Banking  Program  for  the 
Elderly,  The  Robert  Wood  Johnson 
Foundation  of  Princeton,  New 
Jersey,  announced.  Funding  of  the 
programs  is  in  recognition  of  the 
expanding  needs  of  an  increasing 
elderly  population,  the  Foundation 
said. 

The  program — which  aims  to  ex- 
pand volunteer  support  services  for 
the  disabled  and  for  people  age  60 
and  older — emphasizes  the  effective 
role  that  healthy,  fit  elderly  or 
younger  volunteers  can  have  in 
helping  frail,  less  able  elderly  and 
disabled  persons.  Volunteers  may 
provide  help  with  household  chores 
such  as  housekeeping,  home  repair, 
shopping,  meal  preparation  and 
transportation.  The  grantee  agency 
acts  as  a bank  that  deposits  service 
hours  given,  crediting  them  to  the 
volunteer,  and  keeping  track  of  ser- 
vices provided.  These  credits  may 
be  redeemed  by  the  volunteer  for 
services,  if  needed,  at  a later  point. 

The  grantees  are  located  in  Wash- 
ington, DC,  Dorchester,  Massachu- 
setts, and  St.  Louis,  Missouri. 

(Continued  on  next  page) 
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(Continued  from  Page  443) 
According  to  Rolando  Thorne, 
program  officer  at  the  Foundation, 
“An  estimated  5.2  million  U.S.  elder- 
ly living  at  home  need  help  with 
routine  tasks,  yet  cannot  find  social 
service  programs  to  meet  their 
needs.  Service  Credit  Banking  is  one 
way  to  increase  the  overall  availabili- 
ty of  community-based  services  for 
the  elderly  and  disabled.  The  pro- 
gram is  unique  in  that  it  features 
personalized  care  for  the  elderly, 
delivered  by  the  elderly.” 


AAFP  — Sports 
Medicine  Program 

The  first  annual  West  Virginia 
Chapter,  American  Academy  of  Fami- 
ly Physicians  Weekend  and  Sports 
Medicine  Conference  will  be  held 
December  4-5  in  Huntington  at  the 
Radisson  Hotel. 

The  program  format  will  be  a 
family  practice  symposium  on 
diabetics  and  pain  management  in 
conjunction  with  Marshall  Universi- 
ty’s annual  sports  medicine  con- 
ference for  primary  care  providers. 

Program  directors  are  Drs.  Jim  M. 
Kyle,  Chief,  Division  of  Sports 
Medicine,  and  Assistant  Professor, 
Department  of  Family  and  Com- 
munity Health,  MU;  and  John  W. 
Walden,  Director,  MU  Department  of 
Family  and  Community  Health. 

The  diabetics  and  pain  manage- 
ment segments  will  be  held  Friday, 
December  4,  with  the  sports 
medicine  conference  scheduled 
Saturday. 

The  faculty  of  19  will  include  five 
guest  faculty  from  Harvard  Medical 
School,  Ohio  State  University, 
Princeton  (New  Jersey)  Diabetes 
Treatment  and  Educational  Center, 


MU  Page 
Goes  Monthly 

Beginning  with  this  issue  of  the 
Journal,  the  “MU  Page”  (MU  School 
of  Medicine  News)  becomes  a mon- 
thly feature.  The  MU  Page  until  now 
has  been  published  every  other 
month. 

The  Journal  welcomes  the  addi- 
tional MU  coverage  provided  by  the 
monthly  page. 


Convention  Report 
In  October  Journal 

Coverage  of  the  1987  WVSMA 
Annual  Meeting  in  August  at  the 
Greenbrier  in  White  Sulphur 
Springs  will  be  provided  in  the 
October  issue  of  the  Journal,  with 
this  issue  going  to  press  as  the  con- 
vention concluded. 

Dr.  Cordell  A.  De  La  Pena  of 
Clarksburg  was  installed  as  Presi- 
dent, and  the  WVSMA  House  of 
Delegates  approved  a resolution  call- 
ing for  mandatory  AIDS  testing  in 
the  state  for  all  hospital  admissions, 
prison  inmates,  applicants  for  mar- 
riage liscenses,  individuals  involved 
in  sex  crimes,  pregnant  women,  and 
pre-surgical  patients. 

Dr.  Bill  M.  Atkinson  of 
Parkersburg  was  elected  President 
Elect;  Dr.  Derrick  L.  Latos,  Wheel- 
ing, Vice  President,  and  Dr.  William 
C Morgan,  Charleston,  reelected 
Treasurer. 

As  noted,  see  the  October  Jour- 
nal for  complete  convention 
coverage. 


Chicago,  San  Antiono,  Texas; 
Cleveland  Clinic,  and  Eastern  Ken- 
tucky University. 

The  faculty  also  will  include  four 
members  of  the  MU  Sports  Medicine 
Department. 

The  program  is  approved  for  13 
AAEP  prescribed  hours  and  by  the 
AM  A for  13  hours.  AOA  credit 
towards  category  2-D  for  14  hours  is 
also  approved. 

Program  objectives  are  to  provide 
family  physicians  with  an  update  on 
diagnosis  and  treatment  of  diabetes, 
pain  management,  and  in  the  treat- 
ment of  sports  medicine. 

Discussion  topics  will  include 
treatment  of  Type  11  diabetic,  lipid 
management,  insulin  therapy,  pain 
management,  prostaglandins  in  joint 
disease,  fibrositis,  chronic  pain  syn- 
drome, knee  arthroscopy,  knee  pain, 
meniscal  injuries,  functional  testing 
— returning  after  injury,  shoulder  ar- 
throscopy, the  “trainers  bag,”  taping- 
bracing,  and  team  physician 
guidelines. 


Medical 

Meetings 

September 

14-17 — AAFP,  San  Francisco. 

16-17— AMPAC  Conference,  Washington,  DC. 
16-19 — ^Am.  Thyroid  Assoc,  Washington, 
DC. 

October 


3 —  Newer  Therapies  and  Problems  in 
Critical  Care  Medicine  (WV  Thoracic  Socie- 
ty, W\'U  & MU  medical  schools)  Huntington. 

9 — Lasers  in  Ophthalmology  (WVU  Dept,  of 
Ophthalmology),  Morgantown. 

9- 10 — Office  Managers  Assoc,  of  Health  Care 
Providers,  Parkersburg. 

10-  WVU  Dept,  of  Ophthalmology  Con- 
ference, Morgantown. 

11- 16 — Am.  College  of  Surgeons,  San 
Francisco. 

15-18 — Am.  Society  of  Internal  Medicine, 
Washington,  DC. 

18-23 — Am.  Congress  of  Rehabilitation 
Medicine. 

21- 2  5 — ^Am.  Academy  of  Child  Psychiatry, 
Washington,  DC. 

26-28— Am.  College  of  Gastroenterology, 
Dallas. 

26- 30 — Am.  College  of  Chest  Physicians, 
Atlanta. 

27- Nov.  1 — Am.  Medical  Women’s  Assoc., 
Orlando,  Fla. 

November 

1- 4 — Southern  Medical  Assoc,  San  Antonio. 

2- 7— Am.  College  of  Emergency  Physi- 
cians, San  Francisco. 

4- 7 — Am.  Cancer  Society,  New  York  City. 
8-12— Am.  Academy  of  Ophthalmology, 
Dallas. 

14-18— Am.  College  of  Allergists,  Boston. 

1988 

January 

22- 24 — 21st  Mid-Winter  Clinical  Con- 
ference, Charleston. 

31 — Feb.  3 — Southeastern  Surgical  Con- 
gress, Orlando,  Fla. 

For  More  Information  . . . 

Contact  The  Journal  for  additional 
information  about  most  of  the 
above  meetings.  Call  (304) 

925-0342. 
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of  Caring 
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Consider  the 
causative  organisms. . . 


cefaclor 


250-mg  Pulvules®  t.i.d. 
offers  effectiveness  against 
the  major  causes  of  bacterial  bronchitis 

Haemophilus  influenzae,  Streptococcus  pneumoniae 

(ampicillln-susceptible  and  ampicillin-resistant) 

Note:  Ceclor  is  contraindicated  in  patients  with  known  allergy 
to  the  cephalosporins  and  should  be  given  cautiously  to 
penicillin-allergic  patients. 


Penicillin  is  the  usual  drug  of  choice  in  the  treatment  and 
prevention  of  streptococcal  infections,  including  the  prophy- 
laxis of  rheumatic  fever.  See  prescribing  information. 


Ceclor"  (cefaclor) 

Summary.  Consult  the  package  literature  (or 
prescribing  information. 

Indications:  Lower  respiratory  intections. 
Including  pneumonia,  caused  by  susceptible 
strains  of  Streptococcus  pneumoniae.  Haemo- 
philus inttuenzae.  and  Streptococcus  pyogenes 
(group  A ^-hemolytic  streptococci). 

Contraindication: 

Known  allergy  to  cephalosporins. 

Warnings: 

CECLOR  SHOULD  BE  ADMINISTERED  CAUTIDUSLY  TD 
PENICILLIN-SENSITIVE  PATIENTS  PENICILLINS  AND  CEPHA- 
LDSPDRINS  SHDW  PARTIAL  CROSS-ALLERGENICITY  POSSI- 
BLE REACTIONS  INCLUDEANAPHYLAXIS 

Administer  cautiously  to  allergic  patients. 
Pseudomembranous  colitis  has  been 
reported  with  virtually  all  broad-spectrum 
antibiotics.  It  must  be  considered  in  differential 
diagnosis  of  antibiotic-associated  diarrhea 
Colon  flora  is  altered  by  broad-spectrum 
antibiotic  treatment,  possibly  resulting  in 
antibiotic-associated  colitis. 


Precautions: 

• Discontinue  Ceclor  in  the  event  of  allergic 
reactions  to  it. 

• Prolonged  use  may  result  in  overgrowth  of 
nonsusceptible  organisms 

• Positive  direct  Coombs'  tests  have  been  re- 
ported during  treatment  with  cephalosporins. 

• Ceclor  should  be  administered  with  caution  in 
the  presence  of  markedly  impaired  renal  func- 
tion. Although  dosage  adjustments  in  moderate 
to  severe  renal  impairment  are  usually  not 
required,  careful  clinical  observation  and  labo- 
ratory studies  should  be  made. 

• Broad-spectrum  antibiotics  should  be  pre- 
scribed with  caution  in  individuals  with  a his- 
tory of  gastrointestinal  disease,  particularly 
colitis. 

• Safety  and  effectiveness  have  not  been  deter- 
mined in  pregnancy,  lactation,  and  infants  less 
than  one  month  old.  Ceclor  penetrates 
mother's  milk  Exercise  caution  in  prescribing 
for  these  patients. 

Adverse  Reactions:  (percentage  of  patients) 
Therapy-related  adverse  reactions  are 
uncommon  Those  reported  include: 


• Gastrointestinal  (mostly  diarrhea):  2.5%. 

• Symptoms  of  pseudomembranous  colitis  may 
appear  either  during  or  after  antibiotic  treat- 
ment 

• Hypersensitivity  reactions  (including  mor- 
billiform eruptions,  pruritus,  urticaria,  and 
serum-sickness-like  reactions  that  have 
included  erythema  multiforme  [rarely.  Ste- 
vens-Johnson  syndrome]  or  the  above  skin 
manifestations  accompanied  by  arthritis/ 
arthralgia  and.  frequently,  fever):  1 .5%:  usually 
subside  within  a few  days  after  cessation  of 
therapy.  Serum-sickness-like  reactions  have 
been  reported  more  frequently  in  children  than 
in  adults  and  have  usually  occurred  during  or 
following  a second  course  of  therapy  with 
Ceclor  No  serious  sequelae  have  been 
reported.  Antihistamines  and  corticosteroids 
appear  to  enhance  resolution  of  the  syndrome. 

• Cases  of  anaphylaxis  have  been  reported,  half 
of  which  have  occurred  in  patients  with  a his- 
tory of  penicillin  allergy. 

• As  with  some  penicillins  and  some  other 
cephalosporins,  transient  hepatitis  and  chole- 
static jaundice  have  been  reported  rarely, 

• Rarely,  reversible  hyperactivity,  nervousness. 


insomnia,  confusion,  hypertonia,  dizziness, 
and  somnolence  have  been  reported. 

• Other:  eosinophilia.  2%;  genital  pruritus  or 
vaginitis,  less  than  1%;  and.  rarely,  throm- 
bocytopenia. 

Abnormalities  in  laboratory  results  of  uncer- 
tain etiology 

• Slight  elevations  in  hepatic  enzymes. 

• Transient  fluctuations  in  leukocyte  count 
(especially  In  infants  and  children). 

• Abnormal  urinalysis:  elevations  in  BUN  or 
serum  creatinine. 

• Positive  direct  Coombs'  test. 

• False-positive  tests  for  urinary  glucose  with 

Benedict's  or  Fehling’s  solution  and  Clinitest® 
tablets  but  not  with  Tes-Tape*  (glucose 
enzymatic  test  strip,  Lilly).  u^^sbbri 

PA  8794  AMP 

©1987.  ELI  LILLY  AND  COMPANY 

Additional  inlormalion  available  to  the 
prolession  on  request  horn  Eh  Litlyand 
Company.  Indianapolis.  Indiana  46285 

Eli  Lilly  Industries,  Inc 

Carolina,  Puerto  Rico  00630 
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MEDICARE 

SUPPLEMENT 


LET  OUR 

PROFESSIONAL  STAFF 
HELP  YOU  PUT  THE 
PIECES  TOGETHER 


West  Virginia  State  Medical  Association 
Group  Insurance  Administration 

McDonough  Caperton  Association  Group 

P.O.Box  3186 
Charleston,  WV  25332 


CALL  1-800-344-5139  EXT.  708 


WVU  Medical 
Center  News 


West  Virginia 
^1^  University 


Compiled  from  material  furnished  by  the 
Medical  Center  News  Service,  Morgantown, 
W.  Va. 


Children  ‘Grow  Up’ 
In  Hormone  Study 

What’s  normal  and  what’s  not 
when  children  are  short? 

Of  100  short  children,  about  15 
per  cent  may  have  hormonal  defi- 
ciencies or  other  endocrine 
disorders,  according  to  Angel  Vaz- 
quez, Professor  of  Family  Practice 
and  Pediatrics. 

One  of  only  two  pediatric  en- 
docrinologists in  the  state.  Doctor 
Vazquez  is  sought  for  his  expertise 
in  diagnosing  all  kinds  of  growth 
problems  and  guiding  their  manage- 
ment. Now  he  also  leads  the 
Medical  Center’s  participation  in  a 
study  sponsored  by  Genentech, 

Inc.,  a maker  of  biosynthetic  growth 
hormone,  the  only  proven  treatment 


for  children  with  growth  hormone 
deficiencies  (GHD). 

The  largest  study  ever  done  on 
the  treatment  of  classical  and  non- 
classical  GHD,  the  Genentech- 
sponsored  research  includes  more 
than  2,000  children  nationwide.  At 
WVU,  15  young  patients  of  Vazquez 
from  all  parts  of  the  state  currently 
receive  synthetic  growth  hormone. 

For  diagnosis  of  GHD,  doctors 
typically  do  pharmacologic  growth 
hormone  stimulation  tests  on  an 
outpatient  basis.  Children  who  fail 
to  produce  enough  hormone  may 
be  admitted  to  the  study. 

Participants  who  pass  these  tests 
but  are  below  the  5th  percentile  on 
their  growth  charts,  and  whose 
physical  evaluations  have  revealed  no 
other  cause  for  their  growth  retarda- 
tion, will  be  admitted  to  the  hospital 
overnight  so  that  blood  samples  can 
be  drawn  and  tested.  Not  secreting 
enough  growth  hormone  at  night, 
when  that  activity  is  normally  at  its 
peak,  could  be  the  cause  of  the  pro- 
blem, Doctor  Vazquez  explained. 


Produced  by  recombinant  DNA 
technique,  biosynthetic  growth  hor- 
mone is  more  effective  than  the 
original  preparation  that  was  made 
from  human  pituitaries.  Pure  in 
form,  the  synthetic  hormone  has 
eliminated  any  contamination 
potential. 

“Some  of  my  patients  are  almost 
up  to  normal  height  for  their  age, 
and  all  are  doing  well,”  Doctor  Vaz- 
quez said. 


Genetic  Research 
Paves  Way  To  Cures 

How  is  a fruit  fly  like  a human? 
Hardly  at  all,  but  John  Baker,  M.  D., 
the  new  Director  of  Medical 
Genetics,  is  investigating  genetic 
similarities  between  the  two  species 
because  one  part  of  the  fruit  fly’s 
genetic  material  does  strikingly 
resemble  that  of  humans. 

Using  techniques  of  the  molecular 
biologists  and  the  devices  of  genetic 
engineering.  Doctor  Baker  and  other 
Medical  Center  scientists  are 
scrutinizing  the  role  of  similar  genes 
that  control  development  in  cells. 

Thousands  of  diseases  are  known 
to  be  genetic  in  origin,  but,  in  most 
instances,  no  one  knows  the  defect 
that  starts  the  disease.  Research  into 
the  genetic  causes  of  diseases  is 
focusing  on  what  goes  wrong  in  a 
gene  that  could  trigger  disease.  Ad- 
vances in  knowledge  about  the 
functions  of  genes,  and,  significant- 
ly, ways  to  alter  these  functions,  are 
opening  doors  to  possible  cures. 

While  doing  research  on  the  func- 
tion of  growth-controlling  genes  at 
the  Medical  Center,  Doctor  Baker 
said  he  wants  to  expand  outreach  to 
state  physicians  and  families 
concerning  genetic  diseases  of  the 
body’s  metabolic  processes.  “I  think 
that  the  level  of  awareness  of  these 
diseases  could  be  higher  in  the 
state,”  he  said. 


Linda  Christoff  of  Morgantown  observes  as  her  son,  Jeffrey,  is  measured  by  WVU  Medical 
Center  pediatric  endocrinologist  Angel  M.  Vazquez,  M.  D.  Jeffrey  is  moving  toward  nor- 
mal height  for  his  age,  thanks  to  the  growth  hormone  therapy  he  receives. 
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If  you  are  a Periodontist,  Orthodontist  or  Other  Dental 
Specialist,  we  can  challenge  you  with  a special  practice. 

You'll  hove  opportunities  to  expand  your  expertise 
through  advanced  education  and  professional  symposiums 
and  seminars. 

You'll  hove  on  established  group  practice — with 
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As  on  Air  Force  officer,  you'll  hove  a combination  of  pay, 
benefits  and  privileges  that  may  surprise  you . . . including 
regular  working  hours  and  30  days  of  vocation  with  pay  each 
year.  And,  you'll  serve  your  country. 

You'll  learn  that  Air  Force  dentistry  really  is  a Great  Way 
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MU  School  Of 
Medicine  News 


Compiled  from  material  furnished  by  the  Of- 
fice of  University  Relations.  Marshall 
University. 


VA  Awards  $400,000 
For  Year’s  Research 

For  the  1987-88  fiscal  year,  the 
Veterans  Administration  has  awarded 
approximately  $400,000  in  research 
funds  to  MU  School  of  Medicine 
faculty  members  working  at  the 
Huntington  VA  Medical  Center,  ac- 
cording to  Dr.  Maurice  Mufson. 

The  funding  puts  the  program’s 
five-year  total  over  the  $2  million 
mark,  said  Doctor  Mufson,  who  is 
both  Marshall’s  Chairman  of 
Medicine  and  the  VA’s  Associate 
Chief  of  Staff  for  Research  and 
Development. 

MU  President  Dale  F.  Nitzschke 
called  the  joint  research  program  a 
“silent,  steady  contributor  to  the 
economy  of  West  Virginia  and  the 
Tri-State  area.” 

“In  addition  to  the  health  benefits 
it  provides  to  the  area,  the  program 
has  attracted  substantial  funding 
from  non-local  sources,”  he  said. 
“That  funding  supports  the  research 
projects  and  provides  for  the 
renovation  and  improvements  that 
go  along  with  them.” 

The  program  also  has  created  a 
number  of  research-related  jobs  for 
area  residents,  he  said. 

Currently  six  researchers  are 
working  on  seven  VA-funded  pro- 
jects relating  to  viral  diseases, 
diabetes,  growth  hormone  and 
cancer  treatment. 

The  numbers  rise  sharply  when 
the  research  program  as  a whole  is 
considered.  Doctor  Mufson  added. 

A number  of  VA  researchers  get 
research  funding  from  other 
sources.  In  Fiscal  Year  1986,  for  ex- 
ample, there  were  19  active  in- 
vestigators and  37  active  projects  at 
the  VA  Medical  Center.  The  total 
amount  of  research  funding  to  local 
VA  researchers  surpassed  $1  million. 


The  MU/VA  research  program  is 
essential  to  both  institutions.  Doctor 
Mufson  said. 

“The  VA  would  not  have  a research 
program  if  the  Medical  School  was 
not  here,”  he  said.  “On  the  other 
hand,  that  research  program  is 
crucial  to  the  research  program  of 
the  whole  school  of  Medicine. 

“The  VA  needed  Marshall,  Mar- 
shall needed  the  VA.  The  VA  has 
resources,  Marshall  has  expertise, 
and  together  it’s  a very  nice  mar- 
riage.” 

He  noted  that  one  of  the  fun- 
damental reasons  for  creating  a 
medical  school  affiliated  with  the 
Veterans  Administration  was  to  im- 
prove health  care  for  veterans.  As 
part  of  that  partnership,  many  Mar- 
shall physicians  work  for  both  the 
medical  school  and  the  VA,  caring 
for  both  veterans  and  members  of 
the  general  public.  Anything  that 
helps  attract  quality  physicians  to 
either  institution  has  a direct  payoff 
in  patient  care. 


‘Doc-In-The-Box’ 
Answers  Questions 

Personal  computer  users  can  get 
free,  confidential  answers  to  their 
medical  questions  from  the  Micro 
Medical  Center,  a new  service  of- 
fered by  MU  School  of  Medicine. 

The  service,  nicknamed  “Doc-in- 
the-Box,”  can  be  used  with  nearly 
every  personal  computer  that  has  a 
modem,  a device  which  allows  the 
computer  to  communicate  over 
telephone  lines.  Callers  simply  type 
in  their  question,  then  call  back  the 
next  day  for  the  doctor’s  reply. 

The  telephone  number  for  the 
service  is  696-7358. 

“To  our  knowledge  there  is  only 
one  other  university  program  like 
this  one,  and  it  has  proved  tremen- 
dously successful,”  said  MU  Presi- 
dent Dale  F.  Nitzschke.  “We  think 
the  concept  will  be  particularly 
helpful  here  in  our  area  because 


MARSHALIM3NIVERSITY 


distance  often  makes  it  difficult  for 
people  to  get  health  information 
quickly  and  easily.” 

Marshall  hopes  especially  to 
become  a source  of  reliable  health 
information  for  teen-agers,  accor- 
ding to  Dr.  Andrew  Burger  of  Mar- 
shall’s Department  of  Medicine. 

“We  certainly  want  to  serve 
adults,  but  we  also  want  teenagers 
to  know  they  can  turn  to  us  for  in- 
formation about  drugs,  alcohol, 
eating  disorders  and  the  many  other 
issues  that  directly  affect  them,”  he 
said. 

The  program  is  designed  to  pro- 
vide health  information,  not  to 
diagnose  problems  and  prescribe 
treatment,  school  officials  stress. 

In  addition  to  asking  questions, 
users  can  read  the  answers  to  other 
questions  as  well.  Doctors  can  con- 
fer with  one  another  and  request 
medical  literature  searches. 

Doc-in-the-Box  is  based  on  a 
pioneering  program  at  Case  Western 
Review  University.  Doctor  Burger 
and  computer  programmer  Keith 
Wechsler  designed  Marshall’s 
program. 


‘Powerful  Economic 
Stimulus’  For  State 

Citing  MU  School  of  Medicine  as 
a “powerful  economic  stimulus  for 
West  Virginia,”  MU  President  Dale  F. 
Nitzschke  said  he  is  making  the 
medical  school’s  further  develop- 
ment-his  “number  one  priority”  for 
the  1987-88  academic  year. 

“We’re  looking  at  $51.4  million 
coming  into  West  Virginia  in  the  im- 
mediate future  as  a result  of  the 
Marshall  University  School  of 
Medicine  being  here,”  Nitzschke 
said,  “and  that’s  only  the  tip  of  the 
iceberg. 

“As  a result  of  the  school  of 
Medicine,  the  Veterans  Administra- 
tion Medical  Center  here  is  on  line 
for  a $47.5  million  clinical  addition,” 
Nitzschke  said. 
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THE  WHEELING  CLINIC 

WHEELING,  WEST  VIRGINIA  26003 

L.  L.  CLINE,  Executive  Director 

Wheeling,  234-2000  • St.  Clairsville,  695-2511  • New  Martinsville  area,  455-4588  • Wellsburg-Steubenville  area,  527-1230 


INTERNAL  MEDICINE 
General 

B.  L.  VanPelt,  M.  D. 

P.  R.  Hedges,  M.  D. 

R.  N.  Lewis,  M.  D.  (St,  Clairsville) 

M.  J.  Lohne,  M.  D.  (St.  Clairsville) 

R.  D.  Morris,  D,  0.  (New  Martinsville) 

C.  McCool,  M,  D.  (St.  Clairsville) 

Peripheral  Vascular  Disease 

J,  D.  Holloway,  M.  D. 

Cardiovascular 

A.  M.  Valentine,  M.  D. 

W.  E.  Noble,  M.  D. 

Gastroenterology 

T.  E.  Chvasta,  M.  D. 

L.  R.  Cain,  M.  D. 

Hematology/Oncology 
C.  A.  Vasquez,  M.  D. 

Nephrology  Associates,  Inc. 

Pulmonary 

T.  V.  Burke,  M.  D. 

Rheumatology 

M.  A.  Stevens,  M.  D. 

GENERAL  SURGERY 

E.  C.  Voss,  M.  D. 

J.  H.  Mahan,  M.  D.  (St.  Clairsville) 

R.  L.  Cross,  M.  D.  (Martins  Ferry) 

THORACIC  AND 
CARDIOVASCULAR  SURGERY 

H.  Shackelford,  M.  D. 


ORTHOPEDICS 

E.  L.  Barrett,  M.  D. 

R.  S.  Glass,  M.  D. 

UROLOGY 

D.  C.  Trapp,  M.  D. 

B.  M.  McCuskey,  M.  D. 

GYNECOLOGY 

R.  W.  Leibold,  M.  D. 

R.  T.  Brandtass,  M.  D. 

OBSTETRICS  & GYNECOLOGY 

T.  A.  Athari,  M.  D. 

J.  W.  Campbell,  M.  D. 

C.  V.  Porter,  M.  D. 

OPHTHALMOLOGY 

W.  F.  Park,  M.  D. 

M.  E.  Nugent,  M.  D. 

R.  V.  Pangillnan,  M.  D. 

C.  G.  Kirby,  M.  D. 

otolaryngology; 

MAXILLO  FACIAL  SURGERY 

W.  A.  Tiu,  M.  D. 

RADIOLOGY 

Valley  Radiologists,  Inc. 

FAMILY  PRACTICE 

R.  A.  Porterfield,  M.  D.  (St.  Clairsville) 
G.  L.  Cholak,  M.  D.  (St.  Clairsville) 

E.  L.  Coffield,  M.  D.  (St.  Clairsville) 

J.  D.  Smith,  D.  O.  (Wheeling) 

DERMATOLOGY 

M.  Baron,  M.  D. 


NEUROLOGY 

H.  L.  Kettler,  M.  D. 

S.  G.  Christopher,  M.  D. 

W.  Zyznewsky,  M.  D. 

S.  Govindan,  M.  D. 
Neuropathology 
S.  Govindan,  M.  D. 

PSYCHIATRY 

S.  D.  Ward,  M.  D. 

D.  H.  Smith,  M.  D, 

D.  P.  Hill,  M.  D. 

Pediatric  Psychiatry 
V.  Stein,  M.  D. 

ANCILLARY  SERVICES 
Optical 

Speech  TherapyfAudiology 

Counseling/Group  Therapy 

Biofeedback  Laboratory 

Electrology/Cosmetic  Therapy 

Electrocardiography 

Electroencephalography 

Neurological  Studies  (Non-Invasive) 

Roentgenology 

Pulmonary  Diagnostics  Lab 

Nutrition  Therapy 

24°  A/EEG  Scanning  Service 


If  You  Want  to  Improve  the  Business  of  Your  Practice, 

See  the  Professionals. 


It's  sound  advice.  These  days,  it’s  hard  to  keep  up  with  all  the  changes  taking  place  ...  tax  revision  . . . rising 
insurance  costs . . . government  regulations  . . . tougher  competition  . . . and  have  enough  time  to  practice. 

For  more  than  30  years  we’ve  been  successfully  providing  medical  practitioners  with  management  services  tailored 
to  their  special  needs  . . . services  designed  to  improve  business  performance  and  productivity.  We  can  do  the  same 
for  you: 


• Install  Computer  Systems 

• Tram  Personnel 

• Develop  Accounting  Systems 

• Develop  Personnel  and  Accounting 
Procedures 

• Prepare  Employee  Compensation 
Summaries 

• Review  Specific  Office  Records 
On  Surprise  Basis 

With  our  Medical  Practice  Management  Group  taking 
for  your  practice.  Call,  write,  or  see  the  professionals. 


• Maximize  Revenue.  Review 

Third  Party  Claim  Payer  Participation 

• Employee  Benefit  Planning 

• Budgeting  and  Planning 

• Allocating  Compensation 

• Operations  Review  of  Practice 

• Tax  Planning 


of  the  business  of  your  practice,  you’ll  have  more  time 


urnHI&'lbsIfr 


certified  public  accountants 


Bill  McKee,  Coordinator 

Medical  Practice  Management  Group 

500  Lee  Street,  P.O.  Box  2629 

Charleston,  West  Virginia  25329 

(304)  346-0441 

1-800-642-3601 
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ORTHOPAEDIC 

SURGEON 

★ 

Clermont  Mercy  Hospital,  a 1 51 
bed  community  hospital  located 
20  miles  east  of  downtown  Cin- 
cinnati, Ohio,  wants  to  assist  an 
Orthopaedic  Surgeon  in  estab- 
lishing a private  practice  in  the 
Clermont  County,  Ohio  area. 
Clermont  County  has  a popula- 
tion of  156,000  and  is  one  of 
the  fastest  growing  counties  in 
the  state  of  Ohio.  The  hospital  is 
very  well  equipped  and  has  a 
very  active  emergency  room, 
seeing  21,000  visits  in  1986. 
The  Emergency  Room  has  a 
substantial  amount  of  trauma.  If 
you  are  interested  in  knowing 
more  about  this  opportunity, 
please  write  or  call: 

★ 

Mr.  Allen  L.  Sexton 
Clermont  Mercy  Hospital 
3000  Hospital  Drive 
Batavia,  Ohio  45103 
(513)  732-8312 


r\RAFATE‘ 

(sucralfate) 


BRIEF  SUMMARY 


CONTRAINDICATIONS 

There  are  no  known  contraindications  to  the  use  of  sucralfate. 

PRECAUTIONS 

Duodenal  ulcer  is  a chronic,  recurrent  disease.  While  short-term  treatment 
with  sucralfate  can  result  in  complete  healing  of  the  ulcer,  a successful 
course  of  treatment  with  sucralfate  should  not  be  expected  to  alter  the 
post-healing  frequency  or  severity  of  duodenal  ulceration. 

Drug  I nteractions:  Animal  studies  have  shown  that  the  simultaneous 
administration  of  CARAFATE  with  tetracycline,  phenytoin,  or  cimetidine  will 
result  in  a statistically  significant  reduction  in  the  bioavailability  of  these 
agents.  This  interaction  appears  to  be  nonsystemic  in  origin,  presumably 
resulting  from  these  agents  being  bound  by  CARAFATE  in  the  gastrointesti- 
nal tract.  The  bioavailability  of  these  agents  may  be  restored  simply  by 
separating  the  administration  of  these  agents  from  that  of  CARAFATE  by 
two  hours.  The  clinical  significance  of  these  animal  studies  is  yet  to  be 
defined. 

Carcinogenesis,  Mutagenesis,  Impairment  of  Fertility:  No  evi- 
dence of  drug-related  tumorigenicity  was  found  in  chronic  oral  toxicity 
studies  of  24  months'  duration  conducted  in  mice  and  rats  at  doses  up  to  1 
gm/kg  (12  times  the  human  dose).  A reproduction  study  in  rats  at  doses  up 
to  38  times  the  human  dose  did  not  reveal  any  indication  of  fertility  impair- 
ment. Mutagenicity  studies  have  not  been  conducted. 

Pregnancy:  Pregnancy  Category  B Teratogenicity  studies  have  been 
performed  in  mice,  rats,  and  rabbits  at  doses  up  to  50  times  the  human  dose 
and  have  revealed  no  evidence  of  harm  to  the  fetus  due  to  sucralfate.  There 
are,  however,  no  adequate  and  well-controlled  studies  in  pregnant  women. 
Because  animal  reproduction  studies  are  not  always  predictive  of  human 
response,  this  drug  should  be  used  during  pregnancy  only  if  clearly  needed. 

Nursing  Mothers:  It  is  not  known  whether  this  drug  is  excreted  in 
human  milk.  Because  many  drugs  are  excreted  in  human  milk,  caution 
should  be  exercised  when  sucralfate  is  administered  to  a nursing  woman. 

Pediatric  Use:  Safety  and  effectiveness  in  children  have  not  been 
established. 

ADVERSE  REACTIONS 

Adverse  reactions  to  sucralfate  in  clinical  trials  were  minor  and  only  rarely  led 
to  discontinuation  of  the  drug.  In  studies  involving  over  2,500  patients, 
adverse  effects  were  reported  in  121  (4.7%).  Constipation  was  the  most 
frequent  complaint  (2.2%).  Other  adverse  effects,  reported  in  no  more  than 
one  of  every  350  patients,  were  diarrhea,  nausea,  gastric  discomfort,  indi- 
gestion, dry  mouth,  rash,  pruritus,  back  pain,  dizziness,  sleepiness,  and  vertigo. 

DOSAGE  AND  ADMINISTRATION 

The  recommended  adult  oral  dosage  for  duodenal  ulcer  is  1 gm  four  times  a 
day  on  an  empty  stomach. 

Antacids  may  be  prescribed  as  needed  for  relief  of  pain  but  should  not 
be  taken  within  one-half  hour  before  or  after  sucralfate. 

While  healing  with  sucralfate  may  occur  during  the  first  week  or  two, 
treatment  should  be  continued  for  4 to  8 weeks  unless  healing  has  been 
demonstrated  by  x-ray  or  endoscopic  examination. 

HOW  SUPPLIED 

CARAFATE  (sucralfate)  1-gm  pink  tablets  are  supplied  in  bottles  of  100  and 
in  Unit  Dose  Identification  Paks  of  100.  The  tablets  are  embossed  with 
MARION/1712.  Issued  3/84 
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Ulcer  therai^ 
that  won’t  yield, 
even  to  smoking 


What  do  you  do  for  duodenal  ulcer  patients  who  should 
stop  smoking,  but  won't?  Both  cimetidine'  and  ranitidine^ 
have  been  shown  less  effective  in  smokers  than 
nonsmokers. 

Choose  CARAFATE®  (sucralfate/Marion).  Two  recent 
studies  show  Carafate  to  be  as  effective  in  smokers  as 
nonsmokers.^'’  A difference  further  illustrated  in  a 
283-patient  study  comparing  sucralfate  to  cimetidine^: 

Ulcer  healing  rates: 

(at  four  weeks  of  therapy)^ 

Sucralfate: 


All  patients 


79.4% 


Smokers 


81.6%’ 


Cimetidine: 


All  patients 


76.3% 


Smokers 


62.5% 


Carafate  has  a unique,  nonsystemic  mode  of  action 
that  enhances  the  body's  own  ulcer  healing  ability  and 
protects  the  damaged  mucosa  from  further  injury. 

When  your  ulcer  patient  is  a smoker,  prescribe  the 
ulcer  medication  that  won't  go  up  in  smoke:  safe, 
nonsystemic  Carafate. 

Nothing  works  like 


ARAFATE 

sucralfate/Marion 

Please  see  adjoining  page  for  references  and  brief  summary  of  prescribing  information. 

1594H7 


'Significantly  greater  than  cimetidine  smoker  group  (P<.05). 


There’s  never  been  a better  time  for  her... 


Proven  benefits  beyond  relief 
of  vasomotor  symptoms 


No  other  estrogen  proven 
effective  for  osteoporosis 

Only  conjugated  estrogens  tablets  have 
established  efficacy  in  both  osteoporosis'  and 
vasomotor  symptoms*  at  0.625  mg/day.  No 
other  estrogen,  oral  or  transdermal,  has  estab- 
lished clinical  evidence  or  minimum  effective 
dose  in  both  indications. 

No  estrogen  proven  safer 

PREMARIN  is  the  most  extensively  tested 
estrogen,  with  an  unsurpassed  record  of 
long-  term  safety. 

And  clinical  evidence  shows  a significantly 
reduced  risk  of  endometrial  hyperplasia  when 
cycled  with  a progestin.'^ 


PREMARIN' 

(conjugated  estrogens  tablets) 

Most  trusted  for  more  reasons 


♦PREMARIN  is  indicated  for  moderate-to-severe  vasomotor  symptoms. 


Please  see  following  page  for  brief  summary 
of  prescribing  information. 


For  moderate-to-severe 
vasomotor  syrnptoms  and 
for  osteoporosis 


PREMARIN’ 

(conjugated  estrogens  tablets) 


0.3  mg  0.625  mg  0.9  mg  1.25  mg 


2.5  mg 


The  appearance  of  these  tablets  is  a trademark  of  Ayerst  Laboratories. 


For  atrophic  vaginitis 


PREMARIN* 

(conjugated  estrogens) 


Vaginal 

Cream 

0.625  mg/g 


Premarin 

vaginal  CBEAM 


ir'jj! 

a n-  fit 


BRIEF  SUMMARY  (FOR  FULL  PRESCRIBING  INFORMATION  AND  PATIENT  INFORMATION.  SEE  PACKAGE 
CIRCULARS ) 

PREMARIN*  Brand  ot  conjugated  estrogens  tablets.  USP 

PREMARIN*  Brand  ot  conjugated  estrogens  Vaginal  Cream.  In  a nonllquelying  base 


1 ESTROGENS  HAVE  BEEN  REPORTED  TO  INCREASE  THE  RISK  OF  ENDOMETRIAt  CARCINOMA 
Three  independent,  case-controlled  studies  have  reporled  an  increased  risk  ol  endometrial  cancer  in 
posimenopausal  women  exposed  to  exogenous  estrogens  lor  more  than  one  year  This  risk  was  independent 
ot  the  other  known  risk  lactors  lor  endometrial  cancer  These  studies  are  lurther  supported  by  the  finding 
that  incidence  rales  ol  endometrial  cancer  have  increased  sharply  since  1969  in  eight  dittereni  areas  ot  the 
United  States  with  population-based  cancer  reporting  systems,  an  increase  which  may  be  related  to  the 
rapidly  expanding  use  ol  estrogens  during  the  last  decade  The  three  case-controlled  studies  reported  that 
the  risk  ol  endometrial  cancer  in  estrogen  users  was  about  4 5 to  13  9 times  greater  than  in  nonusers  The 
risk  appears  to  depend  on  both  duration  ol  treatment  and  on  estrogen  dose  In  view  ol  these  lindings,  when 
estrogens  are  used  lor  the  treatment  of  menopausal  symptoms,  the  lowest  dose  that  will  control  symptoms 
should  be  utilized  and  medication  should  be  discontinued  as  soon  as  possible  When  prolonged  treatment 
IS  medically  indicated,  the  patient  should  be  reassessed  on  at  least  a semi-annual  basis  to  determine  the 
need  tor  continued  therapy  Although  the  evidence  must  be  considered  preliminary,  one  study  suggests  that 
cyclic  administration  ol  low  doses  ol  estrogen  may  carry  less  risk  than  continuous  administration,  it 
therefore  appears  prudent  to  utilize  such  a regimen  Close  clinical  surveillance  of  all  women  taking 
estrogens  is  important  In  all  cases  ol  undiagnosed  persistent  or  recurring  abnormal  vaginal  bleeding, 
adequate  diagnostic  measures  should  be  undertaken  to  rule  out  malignancy  There  is  no  evidence  at  present 
that  "natural  ' estrogens  are  more  or  less  hazardous  than ' synthetic " estrogens  at  equi-estrogemc  doses 

2 ESTROGENS  SHOULD  NOT  BE  USED  DURING  PREGNANCY 

The  use  ol  female  sex  hormones,  both  estrogens  and  progeslogens.  during  early  pregnancy  may  seriously 
damage  the  offspring  It  has  been  shown  that  females  exposed  in  utero  lo  diethylstilbestrol.  a nonsteroidal 
estrogen,  have  an  increased  risk  ol  developing,  in  later  life,  a form  ol  vaginal  or  cervical  cancer  that  is 
ordinarily  extremely  rare  This  risk  has  been  estimated  as  not  greater  than  4 per  1 000  exposures 
Furthermore,  a high  percentage  ol  such  exposed  women  (from  30%  to  90%)  have  been  found  lo  have 
vaginal  adenosis,  epithelial  changes  of  the  vagina  and  cervix  Although  these  changes  are  histologically 
benign,  it  is  not  known  whether  they  are  precursors  ol  malignancy  Although  similar  data  are  not  available 
with  the  use  ol  other  estrogens,  it  cannot  be  presumed  they  would  not  induce  similar  changes  Several 
reports  suggest  an  association  between  intrauterine  exposure  to  lemale  sex  hormones  and  congenital 
anomalies,  including  congenital  heart  defects  and  limb-reduclion  defects  One  case-controlled  study 
estimated  a 4 7-lold  increased  risk  ol  limb-reduction  delects  in  infants  exposed  in  utero  to  sex  hormones 
(oral  contraceptives,  hormone  withdrawal  tests  lor  pregnancy,  or  attempted  treatment  lor  threatened 
abortion)  Some  ol  these  exposures  were  very  short  and  involved  only  a lew  days  of  Irealment  The  data 
suggest  that  the  risk  ol  limb-reduclion  delects  in  exposed  fetuses  is  somewhat  less  than  1 per  1.000  In  the 
past,  female  sex  hormones  have  been  used  during  pregnancy  in  an  attempt  to  treat  threatened  or  habitual 
abortion  There  is  considerable  evidence  that  estrogens  are  ineffective  lor  these  indications,  and  there  is  no 
evidence  from  well-controlled  studies  that  progestogens  are  effective  lor  these  uses  It  PREMARIN  is  used 
during  pregnancy,  or  It  the  patient  becomes  pregnant  while  taking  this  drug,  she  should  be  apprised  ol  the 
potential  risks  to  the  fetus,  and  the  advisability  of  pregnahcy  continuation 


DESCRIPTION:  PREMARIN  (coniugated  estrogens.  USP)  contains  a mixture  ol  estrogens,  obtained  exclusively 
from  natural  sources,  blended  to  represent  the  average  composition  of  material  derived  from  pregnant  mares 
urine  It  contains  estrone,  equilin,  and  17a-dihydroequilin,  together  with  smaller  amounts  ol  17a-estradiol 
equilenin.  and  17a-dihydroequilenin  as  salts  ot  their  sultate  esters  Tablets  ate  available  in  0 3 mg,  0 625  mg.  0 9 
mg.  1 25  mg,  and  2 5 mg  strengths  dt  conjugated  estrogens  Cream  is  available  as  0 625  mg  coniugated 
estrogens  per  gram 

INDICATIONS  AND  USAGE:  PREMARIN  (conjugated  estrogens  tablets.  USP)  Moderate-to-severe  vasomolor 
symptoms  associated  with  the  menopause  (There  is  no  evidence  that  estrogens  ate  etiective  lot  nervous 
symptoms  or  depression  without  associated  vasomotor  symptoms  and  they  should  not  be  used  to  treat  such 
conditions ) Osteoporosis  (abnormally  low  bone  mass)  Atrophic  vaginitis  Kraurosis  vulvae  Female  castration 

PREMARIN  (coniugated  estrogens)  Vaginal  Cream  is  indicated  in  the  treatment  ot  atrophic  vaginitis  and 
kraurosis  vulvae 

PREMARIN  HAS  NOT  BEEN  SHOWN  TO  BE  EFFECTIVE  FOR  ANY  PURPOSE  DURING  PREGNANCY  AND  ITS 
USE  MAY  CAUSE  SEVERE  HARM  TO  THE  FETUS  (SEE  BOXED  WARNING) 

Concomitant  Progestin  Use:  The  lowest  effective  dose  appropriate  tor  the  specific  indication  should  be 
utilized  Studies  ol  the  addition  ot  a progestin  lor  7 or  more  days  ot  a cycle  ol  estrogen  administration  have 
reported  a lowered  incidence  ot  endometrial  hyperplasia  Morphological  and  biochemical  studies  ol  the 
endometrium  suggest  that  10  lo  13  days  ol  progestin  are  needed  to  provide  maximal  maturation  ol  the 
endometrium  and  lo  eliminate  any  hyperplastic  changes  Whether  this  will  provide  protection  from  endometrial 
carcinoma  has  not  been  clearly  established  There  are  possible  additional  risks  which  may  be  associated  with  the 
inclusion  ol  progestin  in  estrogen  replacement  regimens  (See  PRECAUTIONS ) The  choice  of  progestin  and 
dosage  may  be  iinporlanl.  product  labeling  should  be  reviewed  to  minimize  possible  adverse  effects 
CONTRAINDICATIONS:  Estrogens  should  not  be  used  in  women  (or  men)  with  any  of  the  lollowing  conditions 
1 Known  or  suspected  cancer  ol  the  breast  except  in  appropriately  selected  patients  being  treated  lor  metastatic 
disease  2 Known  or  suspected  estrogen-dependent  neoplasia  3 Known  or  suspected  pregnancy  (see  Boxed 
Warning)  4 Undiagnosed  abnormal  genital  bleeding  5 Active  thrombophlebitis  ot  thromboembolic  disorders 
6 A past  history  ol  thrombophlebitis,  thrombosis,  or  thromboembolic  disorders  associated  with  previous 
estrogen  use  (except  when  used  in  treatment  ol  breast  or  prostatic  malignancy) 

WARNINGS:  Estrogens  have  been  reported  to  increase  the  risk  ol  endometrial  carcinoma  (see  Boxed  Warning) 
However,  a recent  large,  case-controlled  study  indicated  no  increase  in  risk  ol  breast  cancer  in  postmenopausal 
women  A recent  study  has  reporled  a 2-  lo  3-fold  increase  in  the  risk  of  surgically  confirmed  gallbladder  disease 
in  women  receiving  postmenopausal  estrogens 

Adverse  ellecis  ol  oral  contraceptives  may  be  expected  at  the  larger  doses  of  estrogen  used  lo  treat  prostatic  or 
breast  cancer  or  postpartum  breast  engorgement,  it  has  been  shown  that  there  is  an  increased  risk  ol  thrombosis 
in  men  receiving  estrogens  lor  prostatic  cancer  and  women  for  posiparlum  breast  engorgement  Users  ol  oral 
contraceptives  have  an  increased  risk  ol  diseases,  such  as  thrombophlebitis,  pulmonary  embolism,  stroke,  and 
myocardial  infarction  Cases  ol  retinal  thrombosis,  mesenteric  thrombosis,  and  optic  neuritis  have  been  reporled 
in  oral  contraceptive  users  An  increased  risk  ol  postsurgery  thromboembolic  complications  has  also  been 
reporled  in  users  ot  oral  contraceptives  If  feasible,  estrogen  should  be  discontinued  at  least  4 weeks  before 
surgery  ol  the  type  associated  with  an  increased  risk  ol  thromboembolism,  or  during  periods  ol  prolonged 
immobilization  Estrogens  should  not  be  used  in  persons  with  active  thrombophlebitis,  thromboembolic 
disorders,  or  in  persons  with  a history  ol  such  disorders  in  association  with  estrogen  use  They  should  be  used 
with  caution  in  patients  with  cerebral  vascular  or  coronary  artery  disease  Large  doses  (5  mg  coniugated 
estrogens  per  day),  comparable  lo  those  used  to  treat  cancer  ol  the  prostate  and  breast,  have  been  shown  lo 
increase  the  risk  ol  nonlatal  myocardial  inlarction.  pulmonary  embolism,  and  thrombophlebitis  When  doses  of 
this  size  are  used,  any  ol  the  thromboembolic  and  thrombotic  adverse  ellects  should  be  considered  a clear  risk 


Benign  hepatic  adenomas  should  be  considered  in  estrogen  users  having  abdominal  pain  and  tenderness, 
abdominal  mass,  or  hypovolemic  shock  Hepatocellular  carcinoma  has  been  reporled  in  women  taking  estrogen- 
containing  oral  contraceptives  Increased  blood  pressure  may  occur  with  use  ol  estrogens  in  the  menopause  and 
blood  pressure  should  be  monitored  with  estrogen  use  A worsening  ot  glucose  tolerance  has  been  observed  in 
patients  on  estrogen-conlaining  oral  contraceptives  For  this  reason,  diabetic  patients  should  be  carefully 
observed  Estrogens  may  lead  lo  severe  hypercalcemia  in  patients  with  breast  cancer  and  bone  metaslases 
PRECAUTIONS:  Physical  examination  and  a complete  medical  and  family  history  should  be  taken  prior  to  the 
initiation  ot  any  estrogen  therapy  with  special  reference  to  blood  pressure,  breasts,  abdomen,  and  pelvic  organs, 
and  should  include  a Papanicolaou  smear  As  a general  rule,  estrogen  should  not  be  prescribed  lor  longer  than 
one  year  without  another  physical  examination  being  performed  Conditions  influenced  by  lluid  retention,  such 
as  asthma,  epilepsy,  migraine,  and  cardiac  or  renal  dyslunction.  require  careful  observation  Certain  patients  may 
develop  manilestations  ol  excessive  estrogenic  stimulation,  such  as  abnormal  or  excessive  uterine  bleeding, 
mastodynia,  etc  Prolonged  administration  ol  unopposed  estrogen  therapy  has  been  reported  to  increase  the  risk 
ot  endometrial  hyperplasia  in  some  patients  Oral  contraceptives  appear  lo  be  associated  with  an  increased 
incidence  ol  mental  depression  Patients  with  a history  ol  depression  should  be  carefully  observed  Pre-existing 
uterine  leiomyomata  may  increase  in  size  during  estrogen  use  The  pathologist  should  be  advised  ol  estrogen 
therapy  when  relevant  specimens  are  submitted  If  laundice  develops  in  any  patient  receiving  estrogen,  the 
medication  should  be  discontinued  while  the  cause  is  investigated  Estrogens  should  be  used  with  care  in 
patients  with  impaired  liver  lunction,  renal  msulliciency  metabolic  bone  diseases  associated  with  hypercalcemia, 
or  in  young  patients  in  whom  bone  growth  is  not  yet  complete  It  concomitant  progestin  therapy  is  used,  potential 
risks  may  include  adverse  ellecis  on  carbohydrate  and  lipid  metabolism 
The  lollowing  changes  may  be  expected  with  larger  doses  ol  estrogen 
a Increased  sultobromophihalem  retention 

b Increased  prothrombin  and  lactors  VII.  VIII,  IX,  and  X,  decreased  anlilhrombin  3,  increased  norepmephrine- 
induced  platelet  aggregability 

c Increased  thyroid  binding  globulin  (TBG)  leading  to  increased  circulating  total  thyroid  hormone,  as 
measured  by  PBI.  T,  by  column,  or  Tj  by  radioimmunoassay  Free  T3  resin  uptake  is  decreased,  rellecling  the 
elevated  TBG,  free  fj  concentration  is  unaltered 
d Impaired  glucose  tolerance 
e Decreased  pregnanediol  excretion 
t Reduced  response  to  metyrapone  lest 
g Reduced  serum  tolale  concentration 
h Increased  serum  triglyceride  and  phospholipid  cohcentration 

As  a general  principle,  the  administration  ol  any  drug  to  nursing  mothers  should  be  done  only  when  clearly 
necessary  since  many  drugs  are  excreted  in  human  milk 
Long-term,  continuous  administration  ol  natural  and  synthetic  estrogens  in  certain  animal  species  increases 
the  Irequency  ot  carcinomas  ol  the  breast,  cervix,  vagina,  and  liver  However,  in  a recent,  large  case-controlled 
study  ol  posimenopausal  women  there  was  no  increase  in  risk  ol  breast  cancer  with  use  ol  conjugated  estrogens 
ADVERSE  REACTIONS:  The  lollowing  have  been  reported  with  estrogenic  therapy,  including  oral  con- 
traceptives breakthrough  bleeding,  spotting,  change  in  menstrual  flow,  dysmenorrhea,  premenstrual-like 
syndrome,  amenorrhea  during  and  alter  treatment,  increase  in  size  ol  uterine  fibromyomata,  vaginal  candidiasis, 
change  in  cervical  erosion  and  in  degree  ol  cervical  secretion,  cystitis-like  syndrome,  tenderness,  enlargement, 
secretion  (ot  breasts),  nausea,  vomiting  abdominal  cramps,  bloating,  cholestatic  jaundice,  chloasma  or 
melasma  which  may  persist  when  drug  is  discontinued,  erythema  multilorme,  erythema  nodosum,  hemorrhagic 
eruption,  loss  ol  scalp  hair,  hirsutism,  steepening  ol  corneal  curvature,  intolerance  to  contact  lenses,  headache, 
migraine,  dizziness,  mental  depression,  chorea,  increase  or  decrease  in  weight,  reduced  carbohydrate  tolerance, 
aggravation  ol  porphyria,  edema,  changes  in  libido 

ACUTE  OVERDOSAGE:  May  cause  nausea,  and  withdrawal  bleeding  may  occur  in  females 

DOSAGE  AND  ADMINISTRATION: 

PREMARIN'  Brand  of  conjugated  estrogens  tablets.  USP 

1 Given  cyclically  lor  shoR-term  use  only  For  treatment  ot  moderate-to-severe  vasomolor  symptoms,  atrophic 
vaginitis,  or  kraurosis  vulvae  associated  with  the  menopause  (0  3 mg  to  1 25  mg  or  more  daily)  The  lowest  dose 
that  will  control  symptoms  should  be  chosen  and  medication  should  be  discontinued  as  promptly  as  possible 
Administration  should  be  cyclic  (eg,  three  weeks  on  and  one  week  oft).  Attempts  lo  discontinue  or  taper 
medication  should  be  made  at  three-  to  six-month  intervals 

2 Given  cyclically  Osteoporosis  Female  castration  Osteoporosis — 0 625  mg  daily  Administration  should  be 
cyclic  (eg.  three  weeks  on  and  one  week  off)  Female  castration— 1 25  mg  daily  cyclically  Adjust  upward  or 
downward  according  lo  response  ol  the  patient  For  maintenance,  adjust  dosage  to  lowest  level  that  will  provide 
effective  control 

Patients  with  an  intact  uterus  should  be  monitored  lor  signs  ol  endometrial  cancer  and  appropriate  measures 
taken  lo  rule  out  malignancy  in  the  event  ot  persistent  or  recurring  abnormal  vaginal  bleeding 
PREMARIN*  Brand  of  conjugated  estrogens  Vaginal  Cream 
Given  cyclically  lor  shorl-lerm  use  only  For  Irealment  ol  atrophic  vaginitis  or  kraurosis  vulvae 
The  lowest  dose  that  will  control  symptoms  should  be  chosen  and  medication  should  be  discohlinued  as 
promptly  as  possible 

Administration  should  be  cyclic  (eg,  three  weeks  on  and  one  week  oil) 

Attempts  to  discontinue  or  taper  medication  should  be  made  at  three-  to  six-month  intervals 
Usual  dosage  range  2 g lo  4 g daily  iniravaginally,  depending  on  the  severity  ol  the  condition 
Treated  patients  with  an  intact  uterus  should  be  monitored  closely  lor  signs  of  endometrial  cancer  and 
appropriate  diagnostic  measures  should  be  laken  to  rule  out  malignancy  in  the  event  of  persistent  or  recurring 
abnormal  vaginal  bleeding 
References: 

1.  Lindsay  R.  Hart  DM,  Clark  DM  The  minimum  effective  dose  ol  estrogen  lor  prevention  ot  postmenopausal 
bone  loss  Obslel  Gynecol  1984.63  759-763  2.  Studd  JWW,  Thom  MH,  Paterson  MEL.  el  al  The  prevention  and 
treatment  ol  endometrial  pathology  in  postmenopausal  women  receiving  exogenous  estrogens,  in  Pasetto  N, 
Paolelli  R,  Ambrus  JL  (eds):  The  Menopause  and  Poslmenopause  Lancaster,  England,  MTP  Press  Ltd.  1980. 
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LOOK  NO  FURTHER 
FOR  FINANCIAL 
DIRECTION! 


Members  FDIC 


ALL  THE  PROFESSIONAL  FINANCIAL  AND  TRUST  SERVICES  ' 
FOR  YOUR  PERSONAL  AND  BUSINESS  NEEDS 
ARE  IN  ONE  PLACE  . . . 

ONE  FINANCIAL  PL7\CE. 

NOW  AT  ALL  THE  ONE  VALLEY  BANKS  IN  WEST  VIRGINIA. 


Our  Financial  and  Trust  Services  include: 

• Personal  Asset  Management 

• Corporate  Funds  Management 

• Trusts  and  Estates 

• Estate  Settlement  for  Personal 
Executors 


• Private  Investment  Services 

• Financial  and  Estate  Planning 

• Corporate  Trusteeship  Services 

• Employee  Benefit  and  Retirement 
Plan  Administration 


For  Financial  & Trust  Services  it’s  ONE  FINANCIAL  PLACE  ONEWALLEY 

BANK 


Athens  • Charleston  • Craigsville  • Cross  Lanes  • Hedgesville  • Huntington 
Hurricane  • Kingwood  • Lewisburg  • Martinsburg  • Morgantown  • Nettie 
Oak  Hill  • Princeton  • Reedsville  • Ronceverte  • St.  Albans  • Summersville  • Terra  Alta 


HIGHLAND  HOSPITAL 

300  56th  Street,  S.E.,  P.  O.  Box  4359 
Charleston,  West  Virginia  25364 


Crisis  intervention  • Group  therapy  • Family  therapy  • Marital  counseling  • Individual 
therapy  • Occupational  therapy  • Recreational  therapy  • Special  care  for  the  acutely 
disturbed  patient  • Schooling  provided  on  Children’s  Pavilion  • Staffed  by  qualified 
psychiatrists  and  medical  consultants. 


MEDICAL  STAFF 


ADULT  PSYCHIATRY 


Charles  C.  Weise.  M.  D 925-2159 

Pablo  M.  Pauig,  M.  D 343-8843 

Ralph  s.  Smith,  Jr.,  M.  D 925-0349 

Lee  L.  Neilan,  M.  D 925-3430 

Edmund  C.  Settle,  Jr.,  M.  D 925-0624 


ADULT  PSYCHIATRY 

Gina  Puzzuoli,  M.  D 925-6914 

John  P.  MacCallum,  M D 925-6966 

Sid  Lerfald,  M.  D 925-0004 

Elma  Bernardo,  M.  D 768-1212 

Steve  Kissinger.  M.  D 925-6966 

Jerome  Massenburg,  M.  D 925-0349 


CHILD  PSYCHIATRY 


Pablo  M.  Pauig,  M.  D 343-8843 

Ralph  S.  Smith,  Jr„  M.  D 925-0349 

John  P.  MacCallum.  M.  D 925-6966 


Serving  the  community  for  over  30  years 
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New 

Members 


The  following  physicians  were 
welcomed  in  July  as  new  members  of 
the  West  Virginia  State  Medical 
Association: 

Central 

Kheyrolah  Abedi,  M.D.,  Avenue  A, 
Riverside  Addition,  Richwood  26261 
Clyde  P.  Mitchell,  M.D.,  52 

Clarksburg  Road,  Buckhannon  26201 
Joseph  M.  Petersen,  Rt.  4,  PO  Box  10, 
Physicians  Building  #2,  Weston  26452 
Pete  N.  Poulos,  M.D.,  4 Allman 
Avenue,  Buckhannon  26201 

Mason 

Breton  Morgan,  M.D.,  Valley  Drive, 
Pt.  Pleasant  25550,  General  Practice 

McDowell 

Roger  Edwards,  M.D.,  PO  Box  224, 
Crab  Orchard  25827 

Mercer 

In  Young  Park,  M.D.,  PO  Box  6254, 
Bluefield  24701 

Monongalia 

John  C.  Baker,  M.D.,  WVU  Medical 
Center,  Morgantown  26506,  Pediatrics 
John  C.  Cunningham,  M.D.,  WVU 
Medical  Center,  Morgantown  26506, 
Radiology 

William  David  Cutlip,  M.D.,  WVU 
Medical  Center,  Morgantown  26506, 
Neurology 

Mary  Beth  Hummel,  M.D.,  WVU 
Medical  Center,  Morgantown  26506, 
Pediatrics 

Chet  D.  Johnson,  M.D.,  WVU 
Medical  Center,  Morgantown  26506, 
Pediatrics 

Robert  W.  Keefover,  M.D.,  WVU 
Medical  Center,  Morgantown  26506, 
Neurology 

Theodore  A.  Kotchen,  M.D.,  WVU 
Medical  Center,  Morgantown  26506, 
Internal  Medicine 

Francis  Oliver,  M.D.,  WVU  Medical 
Center,  Morgantown  26506,  Car- 
diology 

Richard  Smith,  M.D.,  WVU  Medical 
Center,  Morgantown  26506,  Pediatrics. 


Preston 

Roger  A.  Lewis,  M.D.,  510  W.  State 
Street,  Terra  Alta  26764,  Family 
Practice 

Residents 

Kathleen  P Bors,  M.D.,  Apartment 
10,  101-29th  Street,  Charleston 
25304 

John  Stuart  Dirksen,  M.D.,  47 
Estate  Drive,  Morgantown  26505 
Deborah  Lynn  Hogan,  M.D.,  101 
33rd  Street,  SE,  Charleston  25304 
Thomas  Ross  Jackson,  M.D.,  142 
Lorentz  Avenue,  Morgantown  26505 
Lisa  C.  Martin,  M.D.,  245 
Oakwood  Road  #6,  Charleston 
25314. 

J.  Layne  Moore,  M.D.,  1227-11 
Pineview  Drive,  Morgantown  26505 
Louise  Ann  Thielen,  M.D.,  Apart- 
ment J-10,  3601  Collins  Ferry  Road, 
Morgantown  26505 

Students 

James  D.  Kirk,  6205  Country  Club 
Drive,  Huntington  25705 


What  Does  It 
TaheTo  Practice 
InV^inia? 


Good  Form. 


The  curriculuin  vitae  form  from  the 
Virginia  Health  Council  is  the  smart 
way  to  locate  practice  opportunities 
in  Virginia.  After  all,  the  Council  has 
been  helping  place  physicians  for 
nearly  40  years.  To  receive  a form, 
contact  the  Virginia  Health  Council 
at  3312  W.  Cary  St,  Richmond,  Va. 
23221;  (804)  358-9946. 

Virginia  Health  Council 


LIBRIUM®  (S 

chlordiazepoxide  HCI/Roche 
5-mg,  10-mg,  25-mg  capsules 
Before  prescribing,  please  consult  complete 
product  information,  a summary  of  which  follows: 
Indications:  Management  of  anxiety  disorders: 
short-term  relief  of  anxiety  symptoms,  acute  alcohol 
withdrawal  symptoms,  preoperative  apprehension 
and  anxiety.  Usually  not  required  for  anxiety  or 
tension  associated  with  stress  of  everyday  life.  Effi- 
cacy beyond  four  months  not  established  by  sys- 
tematic clinical  studies.  Periodic  reassessment  of 
therapy  recommended. 

Contraindications:  Known  hypersensitivity  to  the 
drug. 

Warnings:  Warn  patients  that  mental  and/or  physical 
abilities  required  for  tasks  such  as  driving  or  operat- 
ing machinery  may  be  impaired,  as  may  be  mental 
alertness  in  children,  and  that  concomitant  use  with 
alcohol  or  CNS  depressants  may  hove  an  additive 
effect.  Though  physical  and  psychological  depen- 
dence hove  rarely  been  reported  on  recom- 
mended doses,  use  caution  in  administering  to 
addiction-prone  individuals  or  those  who  might 
increase  dosage.  Withdrawal  symptoms  (including 
convulsions)  reported  after  abrupt  cessation  of 
extended  use  of  excessive  doses  are  similar  to  those 
seen  with  barbiturates.  Milder  symptoms  reported 
infrequently  when  continuous  therapy  is  abruptly 
ended.  Avoid  abrupt  discontinuation:  gradually 
taper  dosage 

Usage  in  Pregnancy:  Use  of  minor  tran- 
quilizers during  the  first  trimester  should 
almost  always  be  avoided  because  of 
increased  risk  of  congenital  malformatiorrs 
as  suggested  in  several  studies.  Consider 
F>os$ibility  of  pregnancy  when  instituting 
therapy:  advise  patients  to  discuss  therapy 
it  they  intend  to  or  do  become  pregnant. 
Precautions:  In  the  elderly  and  debilitated,  and  in 
children  over  six  limit  to  smallest  effective  dosage 
(initially  10  mg  or  less  per  day)  to  preclude  ataxia  or 
oversedation,  increasing  gradually  as  needed  and 
tolerated.  Not  recommended  in  children  under  six. 
Though  generally  nat  recommended,  if  combina- 
fion  therapy  with  other  psychotropics  seems  indi- 
cated, carefully  consider  individual  pharmacologic 
effects,  particularly  in  use  of  potentiating  drugs  such 
as  MAO  inhibitors  and  phenothiazines.  Observe 
usual  precautions  in  presence  of  impaired  renal  or 
hepatic  functicn.  Paradoxical  reactions  (e  g.,  excite- 
ment, stimulation  and  acute  rage)  hove  been 
reported  in  psychiatric  patients  and  hyperactive 
aggressive  children.  Employ  usual  precautions  in 
treatment  of  anxiety  states  with  evidence  of 
impending  depression:  suicidal  tendencies  may  be 
present  and  protective  measures  necessary.  Vari- 
able effects  on  blood  coagulation  have  been 
reported  very  rarely  in  patients  receiving  the  drug 
and  oral  anticoagulants;  causal  relationship  has  not 
been  established  clinically.  Due  to  isolated  reports 
of  exacerbation,  use  with  caution  in  patients  with 
porphyria. 

Adverse  Reactions:  Drowsiness,  ataxia  and  confu- 
sion may  occur,  especially  in  the  elderly  and  debili- 
tated. These  are  reversible  in  mast  instances  by 
proper  dosage  adjustment  but  are  also  occasion- 
ally observed  at  the  lower  dosage  ranges.  In  a few 
instances  syncope  has  been  reported  Also 
encountered  are  isolated  instances  of  skin  eruptions, 
edema,  minor  menstrual  irregularities,  nausea  and 
constipation,  extrapyramidal  symptoms,  increased 
and  decreased  libido-all  infrequent  and  generally 
controlled  with  dosage  reduction;  changes  in  EEG 
patterns  (low-voltage  fast  activity)  may  appear 
during  and  after  treatment  blood  dyscrasias 
(including  agranulocytosis),  jaundice  and  hepatic 
dysfunction  have  been  reported  occasionally, 
making  periodic  blood  counts  and  liver  function 
tests  advisable  during  protracted  therapy. 

Usual  Doily  Dosage:  Individualize  for  maximum 
beneficial  effects.  Oral-Adults  Mild  and  moderate 
anxiety  disorders  and  symptoms,  5 or  10  mg  t.i.d.  or 
q / d.,  severe  states,  20  or  25  mg  t i d.  or  q./.d.  Geriatric 
giants:  5 mg  b id  to  q./.d  (See  Precautions) 
Supplied:  Librium®  (chlordiazepoxide  HCI/Roche) 
Capsules.  5 mg  10  mg  and  25  mg- bottles  of  100 
and  500;  Tel-E-Dose*  packages  of  100,  available  in 
baxes  of  4 reverse-numbered  cards  of  25.  and  in 
boxes  containing  10  strips  of  10.  Librrtabs®  (chlor- 
diazepoxide/Roche)  Tablets.  5 mg  and  10  mg-bottles 
of  100  and  500;  25  mg-bottles  of  100.  With  respect 
to  clinical  activity,  capsules  and  tablets  are  indistin- 
guishable P I.  0286 

Roche  Products  Inc. 

Manoti,  Puerto  Rico  00701 
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^"brandof  " ■ ■ 5-mg,  10-mg,  25-mg  capsules 

chlordiazepoxide  HCI/Roche® 

nobody  does  it  better! 


Copyright  <6  1987  by  Roche  Products  Inc.  All  rights  reserved 


Please  see  adjacent  page  for  a summary  of  product  information 


In  West  Virginia,  whi 

Toproti 

en  you  decide  to  prescribe  Librium, 
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What  You  Didn’t  Learn 
In  Medical  School. 


Making  sound  business  decisions  is  a 
big  part  of  building  a successful  practice. 
However,  business  administration  isn’t  part 
of  most  mediccil  school  curriculums. 

Now  M.D.s  can  call  on  the  experience  of 
an  M.B.A.  Mountain  Run  Health  Services 
Management  specializes  in  managing  the 
good  health  of  medical  practices.  Our 
management  experts  have  helped  many 
practices: 


■ choose  cost-efficient  computer  equipment 

■ establish  fee  schedules 

■ develop  billing  and  collection  systems 

■ design  employee  benefit  plans 

■ write  personnel  policy  manuals. 

Let  Mountain  Run  Health  Services 
Management  keep  your  practice  healthy 
while  you  take  care  of  your  patients.  Call 
us  today  for  an  initicil  consultation  with 
no  obligation. 


Mountain  Run  Health  Services  Management 

663  Sunset  Lane,  Culpeper,  VA  22701 
(703)825-1229 


Dx: 

recurrent 

herpes  labialis 

“HERPECIN-L  is  my  treatment  of  choice  for 
perioral  herpes.”  GP,  NY 

Tor- 

“HERPECIN-L  appears  to  actually  prevent  the 
blisters  . . . used  soon  enough.”  DOS,  MN 

k 

, 4 

“HERPECIN-Lf . . . a conservative  approach 
with  low  risk/high  benefits.”  MD,  FL 

“Used  at  prodromal  symptoms  . . . blisters 
never  formed  . . . remarkable.”  DH,  MA 

79’,  , 

“(In  clinical  trials) . . . response  was  dramatic. 
HERPECIN-L  . .proven  far  superior.”  DDS,  PA 

“All  patients  claimed  shorter  duration  ...  at 
prodromal  symptoms  . . . HERPECIN-L 
averted  the  attacks.”  MD,  AK 

OTC.  See  P.D.R.  for  information.  For  samples  to  make 

HeRpecin-L^ 

your  own  clinical  evaluation,  write:  Campbell  Laboratories, 
Inc.,  P.O.  box  812-MD,  FDR  STATION,  NEW  YORK,  N.Y. 
10150 

In  West  Virginia  HERPECIN-L  is  available  at  all  Fruth,  Nelson, 
Revco,  RiteAid  and  SupeRx  and  other  select  pharmacies. 

THE  MYERS  CLINIC 


Radiology: 

Halberto  G.  Cruz,  M.  D. 

Pathology: 

Fulvio  Franyutti,  M.  D. 


Philippi,  West  Virginia 

Surgery: 

J.  W.  Woodford,  M.  D. 
Boyd  R.  Wickizer,  M.  D. 

Internal  Medicine: 

Karl  J.  Myers,  Jr.,  M.  D. 
Wm.  A.  SanPablo,  M D. 
Gregg  J.  Fromell,  M.  D. 


Pediatrics: 

E.  G.  Kreider,  M.  D. 
Beth  E.  Rezet,  M.  D. 

Family  Practice: 

Charles  L Arnett,  M.  D. 
James  A.  Arnett,  M.  D. 


Notice:  Seeking  Ob/Gyn  Board  Certified  or  Board  Eligible  and  Family  Practice  with  Ob. 
Seeking  Locum  Tenen— Ob/Gyn. 

Contact:  Lonnie  L.  Crane,  112  North  Woods  Street,  Philippi,  WV  26416.  (304)  457-2800. 


rrTf 


JAMES  T.  SPENCER,  JR.,  M.D. 

ROGER  P.  NICHOLS,  M.D. 

RONALD  L.  WILKINSON,  M.D.,  F.A.C.S. 
F.  THOMAS  SPORCK,  M.D.,  F.A.C.S. 
CHARLES  D.  CRIGGER,  M.D. 


AUDIOLOGY  SERVICES 
VINCENT  LUSTIG,  PH.D. 
GARY  HARRIS,  PH.D. 


EAR,  NOSE  & 
THROAT  ASSOCIATES 

OF  CHARLESTON,  INC. 


HEAD  AND  NECK 
MEDICINE  AND  SURGERY 
OTORHINOLARYNGOLOGY 
OTOLARYNGIC  ALLERGY 
FACIAL  PLASTIC  AND 
RECONSTRUCTIVE  SURGERY 
BRONCHOESOPHAGOLOGY 
FORENSIC  OTOLOGY 


1314  VIRGINIA  ST,  EAST  — P.  O.  BOX  1628 
CHARLESTON,  WEST  VIRGINIA  25326-1628 
PHONE  342-0124 


SAINT  MARY’S  HOSPITAL 

2900  First  Avenue  — Huntington,  WV  25701  — Telephone:  304-526-1234 

Psychiatric  treatment  for  the  emotionally  disturbed.  Qualified  psychologists  and  social  workers  on  staff. 
Program  Includes:  Group  Therapy,  Psychotherapy,  Crisis  Intervention,  Care  for  the  Acutely  Disturbed, 
Substance  Abuse  and  Recreational  Therapy.  Well  trained  staff.  Forty-seven  beds. 


Medical  Staff  Members 


R.  A.  Edwards,  M.  D 697-7036 

K.  M.  Fink,  M.  D 525-8191 

R.  W.  Hibbard,  M.  D 525-9355 

D.  H.  Webb,  M.  D 525-9355 

J.  Gallemore,  M.  D 526-0580 

J.  Corcella,  M.  D 525-7851 

J.  V.  Ottaviano,  M.  D 525-7851 


L.  C.  Smith,  M.  D 522-4422 

M.  M.  Bateman,  M.  D 526-0580 

R.  A.  Kayser,  M.  D 529-1289 

C.  L.  McGahee,  M.  D 526-0580 

B.  M.  Hirani,  M.  D 523-2625 

R.  Kumar,  M.  D 529-2090 

S.  Y.  Marca,  M.  D 736-2216 
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Surprise!  U.S.  Savings  Bonds  give 
you  market-based  interest  rates— like  the 
money  markets— plus  a guaranteed 
return.  What's  more.  Savings  Bonds 
give  you  big  tax  advantages,  cost  as  little 
as  $25  and  are  easy  to  buy.  For  more  in- 
formation, call  tolFfree 
1-800-US-BONDS. 

us.  SAVINGS  BONDsSi. 

Paying  Better  Than  Ever  ’ 

Market-based  rates  apply  to  Bonds  purchased  on  and  after 
11  1 82  and  held  at  least  five  years.  Bonds  purchased  before  11  1 82 
earn  market-based  rates  when  held  beyona  10/31'87.  Bonds  held 
less  than  five  years  earn  lower  rates. 

A public  service  of  this  publication. 


Huntington  Ear  Clinic,  inc. 

2537  THIRD  AVENUE  HUNTINGTON,  WV  25703-1692 

J 


JOSEPH  B.  TOUMA,  M.D.,  FACS 

Practice  Limited  to  Ear  and 
Balance  Disorders 


OTOLOGIC  SERVICES 

Ear  diseases  and  surgery 
Deafness 


AUDIOLOGY 

Robert  Shumate,  M.Ed.,  CCCA 

Certified  Clinical  Audiologist 

Lena  S.  Shumate,  M.Ed.,  CCCA 

Certified  Clinical  Audiologist 


Balance  Disorders 
Facial  Nerve  Disorders 
Tinnitus 

Forensic  Otology 


AUDIOLOGIC  SERVICES 

Complete  audiometric 
testing 

Newborn  & children 
testing 

Hearing  aid  evaluation, 
dispensing  & counseling 

Compensation  & 

Rehabilitation  testing 

Industrial  hearing  screening 

Central  Auditory  testing 


HUNTINGTON  TELEPHONE  NUMBER 
304-529-2407  — 304-522-8800 


PUTNAM/TEAYS  VALLEY  TELEPHONE  NUMBER 
304-757-8877 


CharlestoHy^^^^ 

Ey6  Care  I George  E.  Toma,  M.D.,  TAGS 

Associates  Inc.v//# 


SURGICAL  CARE 
AND  TREATMENT 
FOR  DISEASES 
OF  THE  EYE 

311  Laidley  Street,  Suite  102 
Charleston,  WV  25301 
344-3937 


CATARACT  REMOVAL 

INTRAOCULAR  LENS  IMPLANT 
SURGICAL  CORRECTION  FOR 
NEARSIGHTEDNESS 

MEDICARE  ASSIGNMENT  ACCEPTED 
CHARGING  ONLY  WHAT  MEDICARE 
APPROVES  FOR  COVERED  SERVICES 


LASER  SURGERY  & THERAPY 

CORNEAL  TRANSPLANTS 

PERMANENT  COSMETIC 
EYELINER 

4430  Kanawha  Turnpike 
South  Charleston,  WV  25309 
768-0068 


CALL  TOLL  FREE  8:00  A.M.  - 4:00  P.M.  (800)  344-3993 
24  HOUR  ANSWERING  SERVICE  — FREE  PARKING  AT  BOTH  LOCATIONS 
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Give  your  angina  patients 
nrhat  they're  missing... 


CARUOM:  FEW  SIDE  EFFKTS 

diltiazem  HCI/Marion 


Antianginal  a€fion  includes  dilafation  of 
coronary arteHes,a  decrease  in  vascular  resis~ 
fance/afferioad,  and  a reduction  in  heart  rate 

Proven  efficacy  when  used  alone  in  angina’ 

Compatible  vrith  other  antianginals^^* 

A safe  choice  for  angina  patients  with  coexisting 
hypertension,  asthma,  CORD,  or  PVD^^ 

""See  Warnings  and  Precautions. 

Please  see  brief  summary  af  prescribing  infarmafian  an  the  next  page. 


CARDOBIII  FEW  SIDE  EFKCTS 

dilliazem Ha/Marion  IN ANTUUKINAllllBIAFr 


60  mg  fid  or  qid 

Brief  Summary 

Professional  Use  Information 

CARDIZEM" 

(diltiozem  HCI) 

30  mg,  60  mg,  90  mg,  and  120  mg  Tablets 

CONTRAINDICATIONS 

CARDIZEM  Is  contraindicated  In  (I ) patients  with  sick 
sinus  syndrome  except  In  the  presence  of  a functioning 
ventricular  pacemaker,  (2)  patients  with  second-  or 
Ibird-degree  AV  block  except  in  the  presence  of  a func- 
tioning ventncutar  pacemaker,  and  (3)  patients  with 
hypotension  (less  than  90  mm  Hg  systolic) 

WARNINGS 

1 Cardiac  Conduction.  CARDIZEM  prolongs  AV  node 
refractory  periods  without  significantly  prolonging 
sinus  node  recovery  time,  except  In  ^lents  with 
sick  sinus  syndrome  This  effect  may  rarely  result 
In  abnormally  slow  heart  rates  (particularly  In 
patients  with  sick  sinus  syndrome)  or  second-  or 
third-degree  AV  block  (six  of  1,243  patients  for 
048%)  Concomitant  use  of  dittlazem  with 
beta-blockers  or  digitalis  may  result  In  additive 
effects  on  cardiac  conduction  A patient  with 
Prinzmetal's  angina  developed  ^nods  ot  asystole 
(2  to  5 seconds)  after  a single  dose  of  60  mg  ot 
diltiozem 

2 Congestive  Heart  Failure.  Although  diltiozem  has 
a negative  inotropic  effect  In  Isolated  animal  tissue 
preparations,  hemodynamic  studies  In  humans 
with  normal  ventricular  function  have  not  shown  a 
reduction  in  cardiac  index  nor  consistent  negative 
effects  on  contractility  (dp/dt). 

Experience  with  the  use  of  CARDIZEM 
alone  or  In  combination  with  beta-blockers  in 
patients  with  impaired  ventricular  function  is  very 
limited  Caution  should  be  exercised  when  using 
the  daig  In  such  patients 

3 Hypotension.  D^reases  In  blood  pressure  asso- 
ciated with  CARDIZEM  therapy  may  occasionally 
result  In  symptomatic  hypotension 

4 Acute  Hepatic  Injury.  In  rare  instances,  significant 
elevations  In  enzymes  such  as  alkaline  phospha- 
tase, CPK,  LDH,  SCOT  SGPl  and  other  symptoms 
consistent  with  acute  hepatic  injury  have  been 
noted  These  reactions  have  been  reversible  upon 
discontinuation  of  drug  therapy  The  relationship  to 
CARDIZEM  IS  uncertain  in  most  coses,  but  prob- 
able In  some  (See  PRECAUTIONS  ) 

PRECAUTIONS 

General.  CARDIZEM  (diltiozem  hydrochloride)  Is 
extensively  metabolized  by  the  liver  and  excreted  by  the 
kidneys  and  In  bile  /4s  with  any  new  drug  given  over 
prolonged  penods.  laboratory  parameters  should  be 
monitored  at  regular  intervals  The  dnig  should  be  used 
with  caution  in  patients  with  Impaired  renal  or  hepatic 


function  In  subacute  and  chronic  dog  and  rat  studies 
designed  to  produce  toxicity,  high  doses  ot  diltiozem 
were  associated  with  hepatic  damage  In  special 
subacute  hepatic  studies,  oral  doses  of  125  mg/kg  and 
higher  In  rats  were  associated  with  histological  changes 
In  the  liver  which  were  reversible  when  the  drug  was 
discontinued.  In  dogs,  doses  ot  20  mg/kg  were  also 
associated  with  hepatic  changes,  however,  these 
changes  were  reversible  with  continued  dosing 
Drug  Interaction.  Pharmacologic  studies  indicate  that 
there  may  be  additive  effects  in  prolonging  AV  conduction 
when  using  beta-blockers  or  digitalis  concomitantly  with 
CARDIZEM  (See  WARNINGS  ) 

Controlled  and  uncontrolled  domestic  studies  suggest 
that  concomitant  use  of  CARDIZEM  and  beta-blockers  or 
digitalis  is  usually  well  tolerated  Available  data  are  not 
sufficient,  however,  to  predict  the  effects  ot  concomitant 
treatment  particularly  in  patients  with  left  ventricular 
dysfunction  or  cardiac  conduction  abnormalities  In 
healthy  volunteers,  diltiozem  has  been  shown  to  increase 
serum  digoxin  levels  up  to  20% 

Carcinogenesis,  Mutagenesis,  Impairment  of 
Fertility.  A 24  -month  study  in  rats  and  a 21  -month  study 
in  mice  showed  no  evidence  of  carcinogenicity  There 
was  also  no  mutagenic  response  In  in  vitro  bacterial 
tests  No  intrinsic  effect  on  fertility  was  observed  In  rats 
Pregnancy.  Category  C Reproduction  studies  have 
been  conducted  in  mice,  rats,  and  rabbits.  Administration 
of  doses  ranging  from  five  to  ten  times  greater  (on  a 
mg/kg  basis)  than  the  dally  recommended  therapeutic 
dose  has  resulted  in  embryo  and  fetal  lethality.  These 
doses.  In  some  studies,  have  been  reported  to  cause 
skeletal  abnormalities  In  the  perinatal/postnatal  studies, 
there  was  some  reduction  In  early  individual  pup  weights 
and  survival  rates  There  was  an  increased  Incidence  ot 
stillbirths  at  doses  of  20  times  the  human  dose  or  greater 
There  are  no  well-controlled  studies  In  pregnant 
women,  therefore,  use  CARDIZEM  In  pregnant  women 
only  if  the  potential  benefit  justifies  the  potential  risk  to  the 
fetus. 

Nursing  Mothers.  Diffiazem  Is  excreted  In  human 
milk.  One  report  suggests  that  concentrations  in  breast 
milk  may  approximate  serum  levels  It  use  of  CARDIZEM 
is  deemed  essential,  an  alternative  method  ot  infant 
feeding  should  be  instituled 
Pediatric  Use.  Safety  and  effectiveness  in  children 
have  not  been  established. 

ADVERSE  REACTIONS 

Serious  adverse  reactions  have  been  rare  in  studies 
carried  out  to  date,  but  It  should  be  recognized  that 
patients  with  impaired  ventricular  function  and  cardiac 
conduction  abnormalities  have  usually  been  excluded 
In  domestic  placebo-controlled  trials,  the  incidence  ot 
adverse  reactions  reported  during  CARDIZEM  therapy  nos 
not  greater  than  that  reported  during  placebo  therapy 
The  following  represent  occurrences  observed  In 
clinical  studies  which  can  be  at  least  reasonably  asso- 


ciated with  the  pharmacology  ot  calcium  Influx  Inhibition 
In  many  cases,  the  relationship  to  CARDIZEM  has  not 
been  established  The  most  common  occurrences  as  well 
as  their  frequency  ot  presentation  are:  edema  (2.4%), 
headache  (2  1 %),  nausea  (19%),  dizziness  (1.5%), 
rash(l  3%),  asthenia (1.2%)  InaddItion,  thetoHowing 
events  were  reported  tnfrequentty  (less  than  1 %). 

Angina,  arrhythmia,  AV  block  (first 
degree),  AV  block  (second  or  third 
degree  — see  conduction  warning), 
bradycardia,  congestive  heart 
failure,  flushing,  hypotension,  palpi- 
tations, syncope 

Amnesia,  gait  abnormality  halluci- 
nations, insomnia,  nen/ousness, 
paresthesia,  personality  change, 
somnolence,  tinnitus,  tremor. 
Anorexia,  constipation,  diarrhea, 
dysgeusla,  dyspepsia,  mild 
elevations  of  alkaline  phosphatase, 
SGOT  SGPl  and  LDH  (see  hepatic 
warnings),  vomiting,  weight 
increase 

Pelechiae,  pruritus,  photosensitivity, 
urticoria. 

Amblyopia,  dyspnea,  epistaxis,  eye 
irritation,  hyperglycemia,  nasal 
congestion,  nocturia,  osleoarticular 
pain,  polyuria,  sexual  dtHicuffies. 

The  following  postmarketing  events  hove  been 
reported  Infrequently  in  patients  receiving  CARDIZEM 
alopecia,  gingival  hypeqilosia,  erythema  muffiforme,  and 
leukopenia  However,  a definitive  cause  and  effect 
between  these  events  and  CARDIZEM  therapy  is  yet  to  be 
established  Issued  9/86 

See  complete  Professional  Use  Information  before 
prescribing 


References:  1.  PepIneCJ,  EeldmanRL,  HilIJA  etal: 
Clinical  outcome  after  Irealment  of  rest  angina  with 
calcium  blockers  Comparative  experience  dunng  the 
initial  year  of  therapy  with  diffiazem,  nifedipine,  and 
verapamil  Am  Heart  J 1983,  106(6)  1341-1347 
2.  Shapiro  W:  Calcium  channel  blockers  Actions  on  the 
heart  and  uses  In  ischemic  heart  disease  Consultant 
1984,24(Dec)  150-159  3.  Johnston  DL,  LesowayR, 
Humen  DP,  et  at  Clinical  and  hemodynamic  evaluation  ot 
propranolol  In  combination  with  verapamil,  nifedipine 
and  diffiazem  in  exertional  angina  pectoris.  A placebo- 
controlled,  double-blind,  randomized,  crossover  study 
Am  J Cardiol  1985:55  680-687  4.  Cohn  PE  Brounwald 
E:  Chronic  ischemic  heart  disease,  in  Brounwald  E (ed). 
Heart  Disease:  A Textbook  ot  Cardiovascular  Medicine, 
ed2  Philadelphia,  WB  Saunders  Co,  1984,  chap  39 
5.  SchroederJS:  dale  turn  and  beta  blockers  in  Ischemic 
heart  disease:  When  to  use  which.  Mod  Med 
1982:50(Sept)  94-116 


Cardiovascular 

Nervous  System 
Gastrointestinal: 

Dermatologic: 

Other 


Another  patient  benefit  product  from 


PHARMACEUTICAL  DIVISION 


M MARION 

LABORATORIES.  INC 


KANSAS  CITY  MO  64137 


1403E7 


Classified 


FAMILY  PRACTICE— NO  IMMEDIATE  IN- 
VESTMENT: Salary  guarantees,  financial  and 
other  incentives  offered.  One  physician  prac- 
ticing, seeking  second,  possible  third,  physi- 
cian to  own  and  operate  own  clinic.  Modern, 
well-equiped,  financially  sound  20-bed 
hospital  with  attached  clinic  and  ICF  facili- 
ty. Excellent  EMT  rescue  unit.  Strong  market 
area  with  tremendous  potential.  Ambitious, 
supportive  community  proud  of  its  medical 
services.  Recreation  includes  golf,  tennis, 
racquetball,  fishing,  hunting,  water  skiing, 
movie  theatre,  supper  club,  and  civic 
organizations.  North  Central  Accredited 
public  school  systems.  Fine  family  communi- 
ty. Contact  Mike  Shafer,  Administrator,  Fritzer 
Memorial  Hospital,  P.  C.  Box  218,  Cxford, 
Nebraska  68967.  Phone  (308)  824-3271. 


MEDSTAFF  is  a multi-specialty  locum  tenens 
and  permanent  placement  service.  The  most 
respected  physician  staffing  group  in  the 
Southeast  can  provide  you  with  coverage  or 
work  as  our  staff  physician.  Call  US 
800-833-3465  (NC  800-672-5770);  or  write 
Medstaff,  P.  C.  Box  15538,  Durham  NC  27704. 


MARTINSBURG,  WEST  VIRGINIA— Seeking 
director,  board  prepared  or  certified  in 
emergency  medicine,  for  busy  268  bed 
hospital  within  l-Va  hour  drive  of  Washington, 
D.C.  Attractive  compensation  and  malprac- 
tice insurance  provided.  Please  submit 
resume  to  Emergency  Consultants,  Inc.,  Cne 
WIndemere  Place,  Room  37,  Petoskey,  Ml 
49770;  1-800-253-7092  or  in  Michigan 
1-800-632-9650. 


PRIVATE 

PRACTICE 

Practice  opportunity  for  Board 
Eligible/Board  Certified 
Psychiatrist  in  a dynamic,  in- 
novative and  well  established 
private  psychiatric  practice  in 
Huntington,  WV.  Beautiful 
community  on  the  Ohio  River 
provides  great  cultural  and 
educational  facilities.  Multi- 
discipline staff  of  two  MD’s 
and  four  master  level 
therapists.  Both  in-patient 
and  out-patient  services  re- 
quired. Send  CV  and  starting 
salary  expectations  to: 

401  11th  Street 
Suite  701 

Huntington,  WV  25701 


GENERAL  INTERNIST— Associate  with 
3-man,  single-speciaLty  group  in  Richmond 
Virginia.  Supported  by  300-1-  bed,  for-profit 
hospital.  This  metropolitan  community  of 
250K  offers  good  schools/nearby  medical 
university/cultural  and  recreational  amenities. 
Board  eligible/board  certified  with  2+  years 
experience  a plus.  Good  compensa- 
tion/benefit package.  Partnership  after  1-yr. 
Contact  Mary,  TYLER  & CO.,  9040  Roswell 
Road,  Atlanta,  GA  30350.  Call  404-641-6411. 


PHYSICIAN’S  ASSISTANT  — Free  advertis- 
ing and  information  available  to  those  in- 
terested in  employing  a Physician’s  Assis- 
tant. CONTACT:  PA  Placement  Service,  West 
Virginia  Association  of  Physician’s 
Assistants,  c/o  Michael  W.  Holt,  PA-C,  P.  O. 
Box  1365,  Alderson-Broaddus  College,  Philip- 
pi, West  Virginia  26416,  or  call  (304)  457-1700, 
X.  230. 


DISCOUNT  HOLTER  SCANNING  SERVICE 

Scanning  starting  at  $35.00  • Spacelab 
Holters  available  at  $1,275.00  • Turn  over  time 
is  24-48  hours  • Hook  up  kits  available  at 
$4.95  • Stress  test  electrodes  available 
at  .29*  • Scanning  paper  available  at  $18.95 
• One  free  test  is  offered  at  no  obligation  on 
trial  basis  • Blood  pressure  monitoring  ser- 
vice will  be  available  in  eight  weeks  and  our 
prices  start  at  $75.00  per  test.  If  interested 
call  1-800-248-0153 


HNALLY, 
VmiEGIVINGA 
KILLER  DISEASE 
SOMEOFITS 
OWN  MEDICINE. 


A disease  that  once  put  an  end  to 
its  victims,  may  soon  he  put  to  an 
end  itself. 

The  disease,  carnitine  defi- 
ciency, destroys  the  body’s  ability 
to  prtiduce  carnitine,  a muscle-fuel- 
ing substance.  Until  recently,  car- 
nitine deficiency  meant  certain 
disability.  Often,  it  meant  death. 

In  the  past  year,  though,  car- 
nitine teplacement  therapy — devel- 
oped with  funding  from  the 
Muscular  Dystrophy  Association — 
has  allowed  fully  half  the  patients 
treated  to  resume  normal  lives. 

Carnitine  replacement  ther- 
apy is  one  of  the  most  encouraging 
developments  in  MDA’s  fight 
against  40  neuromuscular  diseases. 
And  for  one  of  those  dread  diseases, 
it  could  be  the  beginning  of  the  end. 


SECOND  PEDIATRICIAN  NEEDED  — for  ac- 
tive general  practice.  Drawing  population  of 
40,000.  Three  obstetricians.  Salary  with  incen- 
tive first  year.  Contact:  Edward  F.  Arnett,  M.D., 
F.A.A.P.  2000  Professional  Ct.  Suite  C,  Mar- 
tinsburg,  WV  25401. 


PRACTICE  OPPORTUNITIES  IN  VIRGINIA— 

Near  or  in  Richmond.  Solo  or  partnership 
available.  Attractive  financial  terms 
negotiable,  excellent  hospital  and  community 
support.  BC/BE,  Family  Practice,  Internal 
Medicine  preferred.  Contact  Amy  G.  O’Bryan, 
Director,  Physician  Referral  Service,  Virginia 
Health  Council,  3312  W.  Cary  Street,  Rich- 
mond, Virginia  23221,  (804)  358-9944. 


FOR  SALE  —Established  physical  medicine 
and  rehabilitation  practice  with  very  high  in- 
come in  tri-state  area  with  no  other  such 
specialists.  Price  negotiable.  Call  (304) 
263-8411. 


CLASSIFIED  RATES:  $10  for  10  lines;  for 
every  line  over  10  lines  there  will  be  an  ad- 
ditional charge  of  $2  per  line.  Cost  to  be 
figured  after  ad  has  been  set  by  the 
printer.  $15  for  confidential  ad  (10  lines). 

DEADLINE:  Copy  must  be  received  by  the 
10th  of  the  month  preceding  the  month  of 
issue:  e.g.,  copy  for  the  August  issue  is 
due  by  July  10.  Send  copy  to:  West  Virginia 
Medical  Journal,  P.  O.  Box  4106, 
Charleston,  WV  25364.  Telephone:  (304) 
925-0342. 
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PHONE  341-0676 
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See  the  difference  in  the  first  week' 


• Sleep  Improvement  In  74%  of  patients 
after  first  h.s.  dose^ 

• Significantly  faster  relief-62%  of 
total  four-week  improvement 
evident  in  first  week  versus  44% 
with  amitriptyline  alone' 

• Dramatic  first-week  reduction 
in  somatic  complaints^ 

% Reduction  in  Somatic  Symptoms^ 


Vomiting  | Nausea  | Headache  | Anorexia  | Constipation  I 


• Only  Vs  the  dropout  rate  due  to  side 
effects  of  amitriptyline  alone,  although 
the  incidence  of  side  effects  is  similar' 

Caution  patients  about  the  combined  effects  of  Limbitroi  with  aicohol  or 
other  CNS  depressants  and  about  activities  requiring  compiete  mentai 
aiertness,  such  as  operating  machinery  or  driving  a car.  In  general,  limit 
dosage  to  the  lowest  effective  amount  in  elderly  patients. 


Copyright  ©1987  by  Roche  Products  Inc.  All  rights  reserved. 


Protect  your  decision. 
Write  "Do  not  substitute" 


In  moderate  depression 
and  anxiety 

Limbitror 

Each  tablet  contains  5 mg  chlordiazepoxide  and 
12.5  mg  amitriptyline  (as  the  hydrocnioride  salt) 

Limbitrol^DS 

Each  tablet  contains  10  mg  chlordiazepoxide  and  /jy 
25  mg  amitriptyline  (as  the  hydrocnioride  salt) 


References:  1.  Feighner  JR  etal:  Psychopharmocotogy  61 :2M-27b,  Mar  22,  1979  2.  Data  on  file, 
Hoffmann-La  Roche  Inc  , Nutley,  NJ 


Limbitroi  * (g 

Uronquilizer— Antidepressont 

Before  prescribing,  please  consult  complete  product  information,  o summary  of  which  follows: 
Indications:  Relief  of  moderate  to  severe  depression  associoted  with  moderate  to  severe  anxiety, 
Controindicotions:  Known  hypersensitivity  to  benzodiazepines  or  tricyclic  antidepressants.  Do  not  use 
with  monoamine  oxidase  (MAO)  inhibitars  or  within  14  days  following  discontinuation  of  MAO  inhibitors 
since  hyperpyretic  crises,  severe  convulsions  and  deaths  have  occurred  with  concomitant  use;  then 
initiate  cautiously,  gradually  increasing  dosage  until  optimal  response  is  achieved  Contraindicated 
during  acute  recovery  phose  following  myocardial  infarction. 

Warnings:  Use  with  great  care  in  patients  with  history  ot  urinary  retention  or  angle-closure  glaucoma. 
Severe  constipation  may  occur  in  patients  taking  tricyclic  antidepressants  and  anticholinergic-type 
drugs.  Closely  supervise  cardiovascular  patients.  (Arrhythmias,  sinus  tachycardia  and  prolongation  of 
conduction  time  reported  with  use  of  tricyclic  antidepressants,  especially  high  doses.  Myocardial 
infarction  and  stroke  reported  with  use  of  this  class  of  drugs  ) Coutlon  patients  about  possible  combined 
effects  with  alcohol  and  other  CNS  depressants  and  ogainst  hazardous  occupations  requiring  complete 
mental  alertness  {e  g.,  operating  machinery,  driving) 

Usage  in  Pregnancy:  Use  ot  minor  tranquilizers  during  the  first  trimester  should  almost 
always  be  avoided  because  ot  increased  risk  ot  congenital  malformations  os  suggested 
in  several  studies.  Consider  possibility  ot  pregnancy  when  instituting  therapy;  advise 
patients  to  discuss  therapy  if  they  intend  to  or  do  become  pregnant. 

Since  physical  and  psychological  dependence  to  chlordiazepoxide  have  been  reported  rarely,  use 
caution  in  odministering  Limbitroi  to  addiction-prone  individuals  or  those  who  might  increase  dosage, 
withdrawal  symptoms  following  discontinuation  ot  either  component  alone  have  been  reported 
(nausea,  headache  and  malaise  for  amitriptyline,  symptoms  [including  convulsions]  similar  to  those 
of  barbiturate  withdrawal  for  chlordiazepoxide). 

Precautions:  Use  with  caution  in  patients  with  a history  of  seizures,  in  hyperthyroid  patients  or  those 
on  thyroid  medication,  and  in  potients  with  impoired  renal  or  hepatic  function.  Because  of  the  possibility 
of  suicide  in  depressed  patients,  do  not  permit  easy  access  to  large  quontities  in  these  patients  Periodic 
liver  function  tests  and  blood  counts  are  recommended  during  prolonged  treatment  Amitriptyline 
component  may  block  action  ot  guonethidine  or  similar  antihypertensives  When  tricyclic  antidepres- 
sants are  used  concomitantly  with  cimetidine  (Tagamet),  clinicolly  significant  effects  have  been  reported 
involving  delayed  elimination  and  increasing  steady  state  concentrations  ot  the  tricyclic  drugs, 
Concomitont  use  of  Limbitroi  with  other  psychotropic  drugs  has  not  been  evaluated,  sedative  effects 
may  be  additive  Discontinue  several  doys  before  surgery  Limit  concomitant  administration  of  ECT  to 
essential  treatment  See  Warnings  for  precautions  about  pregnancy  Limbitroi  should  not  be  taken 
during  the  nursing  periad.  Not  recommended  in  children  under  1 2.  In  the  elderly  and  debilitated,  limit  to 
smallest  effective  dosage  to  preclude  ataxia,  oversedation,  confusion  or  anticholinergic  effects 
Adverse  Reactions:  Most  frequently  reported  are  those  associated  with  either  component  alone 
drowsiness,  dry  mouth,  constipation,  blurred  vision,  dizziness  and  bloating  Less  frequently  occurring 


reactions  include  vivid  dreams,  impotence,  tremor,  contusion  and  nasal  congestion  Many  depressive 
symptoms  including  anorexia,  fatigue,  weakness,  restlessness  and  lethargy  have  been  reported  as 
side  effects  of  both  Limbitroi  ond  amitriptyline  Gronulocytopenia,  jaundice  and  hepatic  dysfunction 
have  been  observed  rarely 

The  following  list  includes  adverse  reactions  not  reported  with  Limbitroi  but  requiring  consideration 
because  they  have  been  reported  with  one  or  both  components  or  closely  related  drugs 
Cardiovascular  Hypotension,  hypertension,  tachycardia,  palpitations,  myocardial  infarction, 
arrhythmias,  heart  block,  stroke. 

Psychiatric  Euphoria,  apprehension,  poor  concentrotion,  delusions,  hallucinations,  hypomania  and 
increased  or  decreased  libido 

Neurologic:  Incoordination,  ataxia,  numbness,  tingling  and  paresthesias  of  the  extremities,  extra- 
pyramidal  symptoms,  syncope,  changes  in  EEG  patterns 

Anticholinergic  Disturbance  of  accommodotion,  paralytic  ileus,  urinary  retention,  dilotation  of  urinary 
tract 

Allergic:  Skin  rash,  urticaria,  photosensitization,  edema  of  face  and  tongue,  pruritus 
Hemalologic.  Bone  marrow  depression  including  agranulocytosis,  eosinophilia,  purpura,  thrombocy- 
topenia 

Gaslroinleslinal  Nausea,  epigastric  distress,  vomiting,  anorexia,  stamafitis,  peculiar  taste,  diarrhea, 
black  tongue 

Endocrine:  Testicular  swelling  and  gynecomastia  in  the  male,  breast  enlargement,  galactorrhea  and 
minor  menstrual  irregularities  in  the  female,  elevation  and  lowering  ot  blood  sugar  levels,  and  syndrome 
ot  inappropriate  ADH  (antidiuretic  hormone)  secretion 

Other  Headache,  weight  gam  or  loss,  increosed  perspiration,  urinary  frequency  mydriasis,  jaundice, 
alopecia,  paratid  swelling 

Overdosuge:  Immediately  hospitalize  patient  suspected  of  having  taken  an  overdose  Treatment  is 
symptomatic  and  supportive  I V.  administration  of  1 to  3 mg  physostigmine  salicylate  has  been 
reported  to  reverse  the  symptoms  of  omitriptyline  poisoning  See  complete  product  information  for 
manifestation  ond  treatment 

Dosage:  Individualize  according  to  symptom  seventy  ond  patient  response  Reduce  to  smallest  effective 
dosage  when  satisfactory  response  is  obtained  Larger  portion  of  daily  dose  may  be  taken  at  bedtime 
Single  h s dose  moy  suffice  for  some  patients.  Lower  dosages  ore  recommended  for  the  elderly 
Limbitroi  OS  (double  strength)  Tablets,  initial  dosage  of  three  or  tour  tablets  daily  in  divided  doses, 
increased  up  to  six  tablets  or  decreased  to  two  tablets  daily  as  required  Limbitroi  Tablets,  initial  dosage 
of  three  or  four  tablets  daily  in  divided  doses,  for  patients  who  do  not  tolerate  higher  doses 
How  Supplied:  Double  strength  (DS)  Tablets,  white,  film-coated,  each  containing  10  mg  chlordioze- 
poxide  and  25  mg  amitriptyline  (as  the  hydrochloride  salt),  and  Tablets,  blue,  film-coated,  each 
containing  5 mg  chlordiazepoxide  and  12  5 mg  amitriptyline  (as  the  hydrochloride  salt)  Available  in 
bottles  of  100  and  500,  Tel-E-Dose  " pockages  of  100,  Prescription  Poks  of  50 
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The  rewards  of  Limbitrol 


e both  smiling  again! 


See  the  difference 
in  the  first  week' 

In  depressed  and  anxious 
patients,  you  can  see  the  dif- 
ference sooner— 62%  of  total 
four-week  improvement 
achieved  in  the  first  week  with 
Limbitrol  versus  44%  with  ami- 
triptylineJ 


In  moderate 
depression 
and  anxiety 


Each  tablet  contains  5 mg  chlordiazei 
12.5  mg  amitriptyline  (as  the  hydrocf 


EoAtablet  contains  10  mg  chlordiazepoxide  and 
25  ^ amitriptyline  (as  the  hydrochloride  salt) 
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October  1987 


Imagine 

A MACHINE 
THAT  CAN 
DO  THIS  TO 


We're  proud  to  announce  the  introduction  of  Extra- 
corporeal Shock  Wave  Litliotripsy  as  a new  feature  of  our 
kidney  stone  treatment  program.  This  new  device  makes 
it  possible  to  pulverize  and  eliminate  kidney  stones  witli- 
out  invasive  surgery.  Now  you  have  the  opportunity  to 
participate  in  this  state-of-the-art  procedure  at  CAMC's 
High  Tech  Center  here  in  Charleston,  West  Virginia. 

The  Lithotripter  uses  shock  waves  to  bombard  kid- 
ney stones  into  sand-like  particles  inside  the  body.  The 
residue  is  then  easily  passed.  Although  the  theory 
behind  Lithotripsy  is  simple,  the  process  is  precise.  The 
stone  is  pinpointed  inside  the  body  with  fluoroscopy 
and  shock  wave  firing  is  synchronized  witli  tlie  patient's 
heartbeat  by  electrocardiogram.  Usually,  the  entire  pro- 
cess takes  about  an  hour. 


As  you  can  imagine.  Lithotripsy  offers  many  benefits 
to  kidney  stone  patients.  The  process  is  less  painful, 
entails  fewer  side  effects,  and  recuperation  is  quicker 
than  with  conventional  surgery.  It's  even  less  expensive 
than  surgery. 

We're  encouraging  all  area  urologists  to  apply  for 
privileges  in  Extracorporeal  Shock  Wave  Litliotripsy  We 
invite  you  to  visit  CAMC  and  see  the  lithotripter  in 
action.  Come  and  learn  about  this  revolutionary  ther- 
apy which  is  the  wave  of  the  future  in  kidney  stone 
treatment.  We  will  happily  provide  you  with  a brochure 
for  your  use  as  well  as  brochures  for  your  patients. 

for  your  brochures  or  other  information  about 
Lithotripsy  and  our  kidney  stone  treatment  program, 
call  CAMC  at  1-800-654-0159. 


CAMC 

Charleston  Area  Medical  Center 
1-800-654-0159 
We  Care  For  West  Virginia 


The  Rehabilitation  Center 

at  Mon  General 

1 000  J,  D Anderson  Dr,,  Morgantown,  WV  26505 


Pain  Syndromes:  Reflex  Sympathetic  Dystrophy 

A reflex  sympathetic  dystrophy  is  a specific  pain 
syndrome  caused  by  trauma.  The  trauma  may  be  ma- 
jor or  minor.  The  pain  usually  is  intense  and  describ- 
ed as  burning.  Characteristic  of  this  syndrome  is  the 
development  of  hyperesthesia.  This  means  that  non- 
noxious  stimulation  can  cause  pain.  Light  touch  or 
even  the  slight  pressure  of  clothing  can  produce  ex- 
cruciating pain. 

As  implied  by  the  name,  the  sympathetic  nervous 
system  is  involved  in  the  development  and 
maintenance  of  this  syndrome.  Initially  there  may  be 
vasodilatation  with  red  warm  skin.  But  within  a few 
weeks  the  clinical  picture  changes  to  sympathetic 
hyperactivity  with  vasoconstriction  resulting  in  cool 
pale  skin.  As  the  condition  persists  trophic  changes 
occur  including  loss  of  hair,  skin  changes,  and 
osteoporosis  (Sudeck’s  atrophy).  Muscle  atrophy  can 
occur  as  the  patient  attempts  to  prevent  pain  by  not 
using  the  extremity. 


Prompt  appropriate  treatment  can  eliminate  the 
pain.  Regional  anesthetic  nerve  block  techniques  are 
utilized  to  block  the  sympathetic  hyperactivity.  Com- 
plete relief  of  pain  is  diagnostic  as  well  as  therapeutic. 

When  a reflex  sympathetic  dystrophy  is  recogniz- 
ed and  treated  appropriately  within  several  weeks  of 
onset,  complete  pain  relief  can  be  expected  in  90% 
of  the  patients.  Intensive  physical  reconditioning 
helps  restore  function  and  prevent  complications.  The 
efficacy  of  sympathetic  blockade  decreases  as  the 
duration  of  the  disorder  increases.  Therefore  early 
diagnosis  and  treatment  are  essential. 

The  MASTER  Program  helps  physicians  help  their 
patients.  The  program  provides  evaluation,  recommen- 
dations, intervention  if  needed  and  suggestions  for 
the  physicians’  continuing  management  of  their 
patients. 

For  information  on  The  MASTER  Program  please 
contact  David  Colvin,  M.D.,  at  304-598-1411.  Or  write: 
The  MASTER  Program,  The  Rehabilitation  Center  at 
Mon  General  Hospital,  1000  J.  D.  Anderson  Dr., 
Morgantown,  WV  26505. 


the  m ASTER  program"" 

Muscular  And  SkeletalTreatmeni/Exercise/Rehabilltation 


McDonough 

Caperton 

Systems 


Now  serving  over  120  physicians 

We  offer  the  iargest,  most  complete  selection  of  medical  office  management  systems 
and  services  available  to  physicians  in  West  Virginia.  Our  efforts  mean  you  have  a 
choice  . . . 

^of  programs  including 

• Patient  Past  History/Lab 
Results/Treatment  Information 

• Statistical  Retrieval  and  Analysis 
of  Medical  Information 

• Patient  Billing  Preparation 

• Aged  Account  Information 

• Complete  Financial  and 
Management  Reporting 

• Insurance  Forms  Preparation 

of  hardware  including  IBM,  AT  & T,  and  IMS 

^ of  investment  levels  beginning  at  $9,995  with  upgrade  opportunity 

^ of  purchase  or  lease  arrangements  to  meet  your  individual  business  needs 

^ of  total  hardware  and  software  for  the  life  of  the  system  provided  by  our 
own  trained  technicians 

IJJ^of  a company  sincerely  interested  in  your  satisfaction  and  success  in  the  day- 
-to-day use  of  our  systems. 

We’re  your  systems  consultant  and  welcome  the  opportunity  to  discuss  your  individual 
concerns  and  questions.  Our  job  and  our  commitment  is  to  help  you  reduce  your  paper- 
work, increase  your  productivity  and  improve  your  cash  flow. 

MAKE  US  YOUR  CHOICE 

Call  us  at  744-2583 
or  write 

325  Sixth  Avenue 

South  Charleston,  West  Virginia  25303 
Bradley  E.  Layne,  President 


Authon;ed 
Value  Added 
Dealer 


Pefsonal 

Computefs 


• Scheduling  Functions 

• Hospital  Census 

• Electronic  Claims  Submission 

• Word  Processing 

• Tailoring  by  Specialty 

• “Password”  Security  Protection 

• Remote  access,  including 
master  CN/CFF  capability. 


PLEASE  REMOVE  THIS  PORTION  BEFORE  MAILING 


The  System 
Works 

I.C.  SYSTEM,  INC. 

444  East  Highway 
P.O.  Box  64444 
St.  Paul.  MN  55164-0444 
Phone:  612/483-8201 
(WATS:  800/328-9595) 
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McDonough  Caperton  Insurance  Group's  new  corporate  office  building,  located  in  Charleston,  West  Virginia,  houses  over  150 
employees  and  serves  as  the  home  base  for  all  McDonough  Caperton  Insurance  Group  activity.  McDonough  Caperton  Insurance 
Group  also  maintains  office  facilities  in  eight  cities  throughout  West  Virginia,  Ohio,  Pennsylvania  and  Kentucky. 


McDonough 

Caperton 

Insurance 

Group 


Uniquely  capable  . . . Professionally  competent  . . . 

Serving  others  . . . Through  excellence. 


providing  a broad  range 
of  insurance  and  financial  services 
to  the  business  community, 
associations,  institutions, 
and  individuals. 


Among  the  10  Largest  Privately  Owned  Insurance  Brokers  in  the  United  States. 


Corporate  Headquarters:  One  Hillcrest  Drive,  East,  P.O.  Box  1551,  Charleston,  WV  25326.  Telephone:  (304)  346-0611. 
With  offices  in:  Beckley,  Charleston,  Fairmont,  Parkersburg,  Wheeling,  Pittsburgh,  Cleveland  and  Lexington,  KY. 


state  flag  of  West  Virginia 


Flagl. 

To  complete  your  prescription, 
be  sure  to  sign  on  the  left, 
on  the  “Brand  Necessary”  line. 

This  “flags”  both  pharmacist  and  patient 
that  you  want  the  brand  to  be  dispensed. 
And  it  protects  your  decision. 


scored  tablets 

2 mg  5 mg  10  mg 

The  one  you  know  best. 


Seated,  left  to  right,  Neil  P.  Dubner,  M.D.,  Medical  Director;  D.  Wilfred  Abse,  M.D.; 
James  K.  Barnes,  M.D.;  Ronald  L.  Myers,  M.D.  Standing,  left  to  right,  Orren  LeRoyce 
Royal,  M.D.;  Morgan  E.  Scott,  M.D.;  Don  L.  Weston,  M.D.;  Arthur  E.  Kelley,  M.D.; 
G.  Paul  Hlusko,  M.D.;  Hal  G.  Gillespie,  M.D.;  Basil  E.  Roebuck,  M.D. 


Not  Just  A Name 

Without  A Faco 


For  over  70  years,  Saint  Albans  Hospital  has 
offered  the  highest  quality  of  psychiatric  care. 

At  the  center  of  this  care  are  the  fine 
physicians  on  the  Active  Medical  Staff  of  Saint 
Albans  Hospital.  Their  concern  is  reflected  in 
the  treatment  given  each  and  every  patient. 
Through  specialized  programs  for  adolescents, 
senior  adults,  those  with  chemical 
dependencies  and  those  with  eating  disorders, 
our  physicians  work  to  restore  their  patients  to 
full  recovery. 


When  you  have  a patient  in  need  of 
psychiatric  help,  call  one  of  our  doctors, 
knowing  your  patient  will  receive  the  best  care 
possible. 


Saint  Albans 
fcychbtfic  Hospital 


P.O.  Box  3608  Radford,  Virginia  24143 
In  Virginia:  1-800-572-3120 

Outside  Virginia:  1-800-368-3468 

Virginia's  only  private,  full-service,  nut-for-profn  psychiatric  hospital. 
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How  MoreThan 3000  Doctors 
Have  Eased  The  Pain 
Of  Managing  A Practice. 


If  your  practice  is  like  a lot  of  others, 
you  often  spend  more  time  on  office 
problems  than  on  the  health  problems  of 
your  patients. 

Our  one  easy-to-use,  fully-integrated 
computer  system  can  take  care  of  billing, 
provide  financial  updates,  help  you  market 
your  practice.  And  give  you  more  time  to  do 
what  you  went  to  medical  school  for. 

“We’ve  found  that  Medic  saves  us 
many  hours  of  paperwork  every  week. 
It  has  cut  our  overtime  for  the  business 
office  staff  75%.” 

Leona  Neal,  office  manager,  Tri-State  Allergy 
Inc.,  Huntington,  West  Virginia 

With  Medic,  jobs  that  once  took  a 
large  part  of  the  business  day  can  be  done 
in  minutes.  And  that’s  only  one  of  the  ways 
that  Medic  makes  the  medical  office  run 
more  smoothly. 

“It’s  helped  our  cash  flow 
tremendously.” 

George  Toma,  M.D.,  Charleston  Eye  Care 
Associates,  Charleston,  West  Virginia 
The  Medic  system  can  ease  the  pro- 
cess of  sending  statements  and  reduce  the 
number  of  uncollected  bills.  Plus,  our  easy- 
to-understand  printouts  help  you  keep 
better  track  of  your  financial  condition. 


“Our  practice  has  doubled  and  we  have 
not  had  to  add  additional  billing  per- 
sonnel. Medic  has  been  able  to  handle 
whatever  we’ve  asked  of  it.” 

Nancy  Psimas,  office  coordinator, 
Portsmouth  Orthopaedic  Associates, 
Portsmouth,  Virginia 

We’ll  do  whatever  it  takes  to  keep  your 
system  working.  Day  or  night.  We  have  a 
toll-free  STAT  line  to  handle  questions  and 
problems.  And  there’s  a STAT  PLUS  line  from 
our  support  center  to  your  system  for  soft- 
ware updates  and  diagnoses. 

“Their  software  updates  are  timely  and 
they’ve  gone  out  of  their  way  to  add 
programs  to  meet  our  needs.” 

Richard  I.  Tapper,  M.D.,  Toledo,  Ohio 

Not  only  do  we  make  program  changes 
for  individual  medical  practices,  we  also 
provide  our  customers  with  software 
enhancements,  which  often  result  from 
customer  suggestions. 


“Medic’s  extensive  training  program 
for  our  staff  made  it  easy  to  introduce 
the  system.  We  recommend  it  highly.” 

Tessa  Horne,  administrator,  Morgantown 
Ear,  Nose  & Throat  Clinic,  Morgantown, 
West  Virginia 

“We  love  the  training  program.  And  the 
updates  they  do  really  help,”  Ms.  Horne 
said.  When  a practice  brings  in  over  200 
patients  a day  as  this  one  does,  the  busi- 
ness office  has  to  run  smoothly.  “Medic 
does  everything  we  need.  It’s  great.” 

So  if  you  want  to  increase  the  efficiency, 
productivity  and  profitability  of  your  practice, 
take  a look  at  the  Medic  Computer  System. 

Over  3000  physicians  in  more  than 
800  practices  throughout  the  U.S.  are 
calling  it  a minor  medical  miracle. 


meMc 

computer  systems 

8601  Six  Forks  Road,  Suite  300 
Raleigh,  North  Carolina  27615 
Telephone  Toll-Free:  1-800-334-8534 
In  North  Carolina  Call:  919-847-8102 

Other  Offices:  Orlando,  Ann  Arbor,  Chicago, 
Cincinnati,  Pittsburgh,  Richmond,  Atlanta 


No-fuss,  no-fcrms 

group  covera^ 


700  Market  Square  PO  Box  1948 
Parkersburg  WV  26102 


We  make  it  easy  to  give  your  group 
complete  health  care  coverage  — 
plus  a lot  more. 

Blue  Cross  and  Blue  Shield  of  West  Central 
West  Virginia  has  taken  a lot  of  the  paper- 
work out  of  administering  the  nation’s  #1 
medical/surgical  coverage  — and  that 
means  less  time  and  cost  for  you.  In  fact, 
we’ve  made  the  claims  process  so  simple 
that  there’s  no  need  for  you  to  assign  an 
employee  to  handle  it.  When  one  of  your 
group  has  a claim,  he  or  she  fills  out  a 
simple  9 -line  flap  on  the  back  of  our  pre- 
addressed envelope,  then  mails  it  along 
with  the  bill  or  receipt.  Claims  are  proc- 
essed quickly  — right  here  in  West 
Virginia  — with  less  need  for  follow-up 
or  handling  on  your  part. 


prescription,  AD&D,  short-  and  long-term 
disability  and  dental  coverage.  Your  Blue 
Cross  and  Blue  Shield  plan  can  also  be 
custom-designed,  with  the  options  and 
deductibles  that  fit  your  needs  and  your 
budget.  And  because  we’re  constantly 
working  with  employers  and  health  care 
providers  to  keep  costs  down,  we’re  able 
to  offer  a 15-month  rate  guarantee  to 
groups  of  20  or  more. 

Service  thats  part  of  the  package. 

Y)ur  group  will  have  a Customer  Service 
Representative  assigned  to  work  with  you, 
to  answer  your  questions  and  provide  any 
help  you  need.  So  you  always  have  one 
person  to  call  about  any  of  your  group 
coverage. 

Find  out  more  about  the  easiest,  most 
complete  insurance  package  available  to 
your  group.  Call  us  toll-free  or  contact 
your  local  independent  agent. 

In  WV  call  1-800-344-5514  or 
1-800-654-5013. 


One-stop  service  for  all  your  group 
insurance. 

Along  with  our  subsidiary.  Combined 
Services,  Inc.,  we  can  design  a package 
for  your  group  that  includes  life,  paid 


Blue  Cross 
Blue  Shield 

of  West  Central  West  Virginia 
Parkersburg 


'^9  Registered  Marks  Blue  Cross  and  Blue  Shield  Association 


Muhib  S.  Tarakji,  M.D.  Herbert  A.  Tipler,  M.D.  G.  Geoffrey  Miller,  M.D. 


Richard  C.  Rashid,  M.D. 

IS  PROUD  TO  ANNOUNCE 
THE  ASSOCIATION  OF 


G.  GEOFFREY  MILLER,  M.D 


IN  THEIR  PRACTICE 
OF  OPHTHALMOLOGY 

offering  Saturday  and  evening  appointments 
for  the  convenience  of  your  patients 


Our  WV  Eye  Center  Offers  Your 
Patients  Many  Advantages: 


CONVENIENCE 


LESS  COST 


FRIENDLY  CARE 


SAFE 


Same  Day  Surgery  ...  in  and  out  in  just  a few 
hours. 

The  Surgery  Center,  The  Anesthesia  Service 
and  the  Doctors  of  EP&S  ...  all  accept 
Medicare  Assignment.  So,  you  pay  much  less. 

Familiar  faces  . . . Family  involvement  before 
and  after  surgery  . . . Free  Transportation. 

The  WV  Eye  Surgery  Center  is  a certified 
surgery  facility.  Staff  and  Equipment  meets  or 
exceeds  government  standards. 


Eye 
©Physicians 
^Surgeons 

Keeping  Your 
Family  In  Sight 

For  Information 
CALL 

(304)  768-7371 

TOLL  FREE  IN  WV 

1-800-642-3937 


A comprehensive  update  on 
the  biophysics  and  uses  of 
various  lasers  in  surgery 

EYE  • ENT  • GYN  • G1 
GENERAL  SURGERY  • DERM 
VASCULAR  • ENDOSCOPY 


SATURDAY  NOVEMBER  7,  1987 
CHARLESTON  MARRIOH 


FACULTY 


Firas  K.  Al-Kawas,  MD 
James  P.  Boland,  MD 
James  W.  Caudill,  MD 
James  A.  Duncavage,  MD 
Richard  C.  Haydon,  MD 
Carl  M.  Herbert,  MD 
Catherine  L.  Kenney,  CRNA 
N.  LeRoy  Lapp,  MD 


Romeo  Y.  Lim,  MD 
Robert  E.  O’Connor,  MD 
Nabil  A.  Ragheb,  MD 
John  L.  Ratz,  MD 
Joseph  T.  Skaggs,  MD 
Edward  H.  Tiley,  MD 
Stafford  G.  Warren,  MD 
Moseley  H.  Winkler,  MD 


J.  Zeb  Wright,  Ph.D. 


SPONSOR 


THE  EYE  AND  EAR  CLINIC  OF  CHARLESTON,  INC. 
THE  LASER  SURGERY  CENTER 


CO-SPONSORS 


DEPARTMENT  OF  SURGERY,  WVU  MEDICAL  CENTER 
CHARLESTON  DIVISION 
CHARLESTON  AREA  MEDICAL  CENTER 
Six  (6)  Hours  CME  Credit 
Six  (6)  CE  Credit  Hours  AANA 

For  further  information  contact: 

Romeo  Y.  Lim,  MD,  Seminar  Director 
1306  Kanawha  Blvd.,  E.,  Charleston,  WV  25301 
(304)  343-4371 

TOLL  FREE:  1-800-642-3049  (WV) 
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To  showyou  how  many 
hypertensives  stayed  on 

INDERAE  LA 

(PROPRANOLOL  HCl) 

after  a major  nationwide  trial... 


60,073 patients  (90%)  who  started  on 
INDERAL  LA  stayed  on  INDERAL  LAI 


Surprising?  Not  really. 

Because  most  patients  on  INDERAL  LA  (propranolol  HCl)  don't  even  know 
it's  working. 

A recent  double-blind,  placebo-controlled,  crossover  study  in  138  hyper- 
tensive patients^  revealed  that  INDERAL  LA  has  a side  effects  profile 
unsurpassed  by  atenolol  or  metoprolol  — which  shows  how  well-tolerated 
once-daily  INDERAL  LA  can  be. 

Sole  therapy  or  concomitant  therapy? 

Fifty-nine  percent  of  the  time,  INDERAL  LA  stood  on  its  own. 

The  patients  in  the  nationwide  compliance  trial  were  no  different  from  yours. 
Generally  when  the  antihypertensive  regimen  is  complicated,  compliance 
may  become  a problem.  So,  the  effectiveness  of  INDERAL  LA  as  once-daily 
monotherapy  is  a big  plus.  Of  the  remaining  hypertensives  in  the  program, 

36%  were  treated  merely  with  the  addition  of  a diuretic  to  INDERAL  LA. 

For  the  noncompliant  patients  in  your  practice,  INDERAL  LA  may 
well  be  the  answer. 

Almost  20,000  of  the  patients  in  the  nationwide  compliance  trial  were  identi- 
fied as  having  been  noncompliant  with  their  previous  antihypertensive 
therapy.  Their  physicians  reported  that  88%  showed  improved  compliance 
when  placed  on  once-daily  INDERAL  LA. 


Control,  comfort,  cind  complicince 

H ONCE-DAILY  _ _ 

INDERAL  LA 


LONG  ACTING 
CAPSULES 


(PROPRANOLOL  HCl) 

Like  conventional  INDERAL  Tablets.  INDERAL  LA  should  not  be  used 
in  the  presence  of  congestive  heart  failure,  sinus  bradycardia,  cardio- 
genic shock,  heart  block  greater  than  first  degree,  and  bronchial  asthma. 

‘After  a 30-day  trial  with  INDERAL  LA,  physicians  reported  that  90% 
of  the  patients  would  remain  on  INDERAL  LA, 


The  one  you  know  best 
keeps  looking  better 


Please  see  next  page  lor  brief  summary  of  prescribing  information 


The  one  you  know  best  keeps  looking  better 


BRIEF  SUMMARY  (FOR  FULL  PRESCRIBING  INFORMATION.  SEE  PACKAGE  CIRCULAR ) 

INDERAL  LA  brand  ot  propranolol  Irydrochloride  (Long  Acting  Capsules) 

DESCRIPTION.  INDERAL  LA  is  lormulaled  to  provide  a sustained  release  ot  propranolol 
hydrochloride  INDERAL  LA  is  available  as  60  mg,  80  mg,  120  mg,  and  160  mg  capsules 

CLINICAL  PHARMACOLOGY.  iNDERAL  is  a nonselective,  beta-adrenergic  receptor- 
blocking  agent  possessing  no  other  autonomic  nervous  system  activity  It  specitically  com- 
petes with  beta-adrenergic  receptor-stimulating  agents  tor  available  receptor  sites  When 
access  to  beta-receptor  sites  is  blocked  by  INDERAL,  the  chronotropic,  inotropic,  and  vasodi- 
lator responses  to  beta-adrenergic  stimulation  are  decreased  proportionately 

INDERAL  LA  Capsules  (60, 80. 120.  and  160  mg)  release  propranolol  HCI  at  a controlled  and 
predictable  rate  Peak  blood  levels  lollowmg  dosing  with  INDERAL  LA  occur  at  about  6 hours 
and  the  apparent  plasma  halt-lite  is  about  10  hours  When  measured  at  steady  slate  over  a 
24-hour  period  the  areas  under  the  propranolol  plasma  conceniralion-time  curve  (AUCs)  tor 
the  capsules  are  approximately  60%  to  65%  ot  the  AUCs  tor  a comparable  divided  daily  dose 
ot  I NDERAL  Tablets  The  lower  AUCs  tor  the  capsules  are  due  to  greater  hepatic  metabolism  ot 
propranolol,  resulting  from  the  slower  rate  ot  absorption  ot  propranolol  Over  a twenty-tour  (24) 
hour  period,  blood  levels  are  tairly  constant  lor  about  twelve  (12)  hours  then  decline  exponen- 
tially 

INDERAL  LA  should  not  be  considered  a simple  mg-tor-mg  substitute  (or  conventional 
propranolol  and  the  blood  levels  achieved  do  not  match  (are  lower  than)  those  of  two  to  tour 
times  daily  dosing  with  the  same  dose  When  changing  to  INDERAL  LA  from  conventional 
propranolol,  a possible  need  for  retitralion  upwards  should  be  considered  especially  to  main- 
tain effectiveness  at  the  end  ot  the  dosing  interval  In  most  clinical  settings,  however,  such  as 
hypertension  or  angina  where  there  is  little  correlation  between  plasma  levels  and  clinical 
eftect.  INDERAL  LA  has  been  therapeutically  equivalent  to  the  same  mg  dose  of  conventional 
INDERAL  as  assessed  by  24-hour  effects  on  blood  pressure  and  on  24-hour  exercise  re- 
sponses of  heart  rate,  systolic  pressure  and  rale  pressure  product  INDERAL  LA  can  provide 
etfective  beta  blockade  for  a 24-hour  period 

INDICATIONS  AND  USAGE.  Hypertension;  ‘NDERAL  LA  is  indicated  in  the  manage- 
ment of  hypertension,  it  may  be  used  alone  or  used  in  combination  with  other  antihyperlensive 
agents,  particularly  a thiazide  diuretic  INDERAL  LA  is  not  indicated  in  the  management  of 
hypertensive  emer  lencies 

Angina  Pectoris  Due  to  Coronary  Atherosclerosis:  INDERAL  LA  is  indicated  for  the 
lor  i term  management  of  patients  with  angina  pectoris 

Migraine;  INDERAL  LA  is  indicated  (or  the  prophylaxis  of  common  migraine  headache 
The  eiticacy  of  propranolol  in  the  treatment  of  a migraine  attack  that  has  started  has  not  been 
established  and  propranolol  is  not  indicated  for  such  use 

Hypertrophic  Subaortic  Stenosis:  ‘NDERAL  LA  is  useful  in  the  management  of  hyper- 
trophic subaortic  stenosis,  especially  lor  treatment  of  exertional  or  other  stress-induced 
angina,  palpitations,  and  syncope  INDERAL  LA  also  improves  exercise  performance  The 
efteclivehess  of  propranolol  hydrochloride  in  this  disease  appears  to  be  due  to  a reduction  of 
the  elevated  outflow  pressure  gradient  which  is  exacerbated  by  beta-receptor  stimulatioh 
Clinical  improvement  may  be  temporary 

CONTRAINDICATIONS.  INDERAL  is  contraindicated  in  1)  cardiogenic  shock.  2)  sinus 
bradycardia  and  greater  than  first-degree 
block.  3)  bronchial  asthma.  4)  congestive  heart 
failure  (see  WARNINGS)  unless  the  failure  is 
secondary  to  a tachyarrhythmia  treatable  with 
INDERAL 

WARNINGS.  CARDIAC  FAILURE  Sympa- 
thetic stimulation  may  be  a vital  component 
supporting  circulatory  function  in  patients  with 
congestive  heart  failure,  and  its  inhibition  by 
beta  blockade  may  precipitate  more  severe 
failure  Although  beta  blockers  should  be 
avoided  in  overt  congestive  heart  failure,  if  nec- 
essary. they  can  be  used  with  close  follow-up  in 
patients  with  a history  of  failure  who  are  well 
compensated  and  are  receiving  digitalis  and 
diuretics  Beta-adrenergic  blocking  agents  do  not  abolish  the  inotropic  action  of  digitalis  on 
heart  muscle 

IN  PATIENTS  WITHOUT  A HISTORY  OF  HEART  FAILURE,  continued  use  of  beta  blockers 
can.  in  some  cases,  lead  to  cardiac  failure  Therefore,  at  the  first  sign  or  symptom  of  heart 
failure,  the  patient  should  be  digitalized  and  or  treated  with  diuretics,  and  the  response 
observed  closely,  or  INDERAL  should  be  discontinued  (gradually,  if  possible) 


IN  PATIENTS  WITH  ANGINA  PECTORIS,  there  have  been  reports  of  exacerbation  of 
angina  and,  in  some  cases,  myocardial  infarction,  following  abrupt  discontinuance  of 
INDERAL  therapy  Therefore,  when  discontinuance  of  INDERAL  is  planned,  the  dosage 
should  be  gracJually  reduced  over  at  least  a few  weeks,  and  the  patient  should  be 
cautioned  against  interruption  or  cessation  of  therapy  without  the  physician's  advice  If 
INDERAL  therapy  is  interrupted  and  exacerbation  of  angina  occurs,  it  usually  is  advisable 
to  reinstitute  INDERAL  therapy  and  take  other  measures  appropriate  for  the  management 
of  unstable  angina  pectoris  Since  coronary  artery  disease  may  be  unrecognized,  it  may 
be  prudent  to  follow  the  above  advice  in  patients  considered  at  risk  of  having  occult 
atherosclerotic  heart  disease  who  are  given  propranolol  tor  other  indications 


Nonallergic  Bronchospasm  (eg,  chronic  bronchitis,  emphysema)  PATIENTS 
WITH  BRONCHOSPASTIL  DISEASES  SHOULD  IN  GEN!  RAi.  NOT  RECEIVE  BETA 
BLOCKERS  INDERAL  should  be  administered  with  cautioh  since  it  may  block  bronchodilation 
produced  by  endogenous  and  exogenous  catecholamine  stimulation  of  beta  receptors 
MAJOR  SURGERY  The  necessity  or  desirability  of  withdrawal  of  beta-blocking  therapy  prior 
to  major  surgery  is  controversial  It  should  be  noted,  however,  that  the  impaired  ability  ot  the 
heart  to  respond  to  reflex  adrenergic  stimuli  may  augment  the  risks  of  general  anesthesia  and 
surgical  procedures 

INDERAL  (propranolol  HCI).  like  other  beta  blockers,  is  a competitive  inhibitor  ot  beta-recep- 
tor agonists  and  its  effects  can  be  reversed  by  administration  of  such  agents,  eg.  dobutamine 
or  isoproterenol  However,  such  patiehts  may  be  subject  to  protracted  severe  hypotension 
Difficulty  in  starting  and  maintaining  the  heartbeat  has  also  been  reported  with  beta  blockers. 

DIABETES  AND  HYPOGLYCEMIA  Beta  blockers  should  be  used  with  caution  in  diabetic 
patients  if  a beta-blocking  agent  is  required  Beta  blockers  may  mask  tachycardia  occurring 
with  hypoglycemia,  but  other  manifestations  such  as  dizziness  and  sweating  may  not  be 
significantly  affected  Following  insulin-induced  hypoglycemia,  propranolol  may  cause  a delay 
in  the  recovery  of  blood  glucose  to  normal  levels 
THYROTOXICOSIS  Beta  blockade  may  mask  certain  clinical  signs  of  hyperthyroidism. 
Therefore,  abrupt  withdrawal  of  propranolol  may  be  followed  by  an  exacerbation  of  symptoms 
of  hyperthyroidism,  including  thyroid  storm.  Propranolol  may  change  thyroid  function  tests, 
increasing  Ta  and  reverse  T3.  and  decreasing  T3 
IN  PATIENTS  WITH  WOLFF-PARKINSON-WHITE  SYNDROME,  several  cases  have  been 
reported  in  which,  after  propranolol,  the  tachycardia  was  replaced  by  a severe  bradycardia 
requiring  a demand  pacemaker  In  one  case,  this  resulted  after  an  initial  dose  of  5 mg 
propranolol. 


be  told  that  INDERAL  may  interfere  with  the  glaucoma  screening  test  Withdrawal  may  lead  to  a 
return  of  increased  intraocular  pressure 

CLINICAL  LABORATORY  TESTS  Elevated  blood  urea  levels  m patients  with  severe  heart 
disease,  elevated  serum  transaminase,  alkaline  phosphatase,  lactate  dehydrogenase 
DRUG  INTERACTIONS  Patients  receiving  catecholamine-depleting  drugs  such  as  reser- 
pine  should  be  closely  observed  if  INDERAL  is  administered  The  added  catecholamine- 
blocking action  may  produce  an  excessive  reduction  of  resting  sympathetic  nervous  activity 
which  may  result  m hypotension,  marked  bradycardia,  vertigo,  syncopal  attacks,  or  orthostatic 
hypotension 

Caution  should  be  exercised  when  patients  receiving  a beta  blocker  are  administered  a 
calcium-channel-blocking  drug,  especially  intravenous  verapamil,  for  both  agents  may  de- 
press myocardial  contractility  or  atrioventricular  conduction  On  rare  occasions,  the  concomi- 
tant intravenous  use  of  a beta  blocker  and  verapamil  has  resulted  in  serious  adverse  reactions, 
especially  in  patients  with  severe  cardiomyopathy,  congestive  heart  failure  or  recent  myocar- 
dial infarction 

Aluminum  hydroxide  get  greatly  reduces  intestinal  absorption  of  propranolol 
Ethanol  slows  the  rate  of  absorption  ot  propranolol 
Phenytoin.  phenobarbitone,  and  rilampin  accelerate  propranolol  clearance 
Chlorpromazine.  when  used  concomitantly  with  propranolol,  results  in  increased  plasma 
levels  of  both  drugs 

Antipynne  and  hdocame  have  reduced  clearance  when  used  concomitantly  with 
propranolol 

Thyroxine  may  result  in  a lower  than  expected  T3  concentration  when  used  concomitantly 
with  propranolol 

Cimetidine  decreases  the  hepatic  metabolism  of  propranolol,  delaying  elimination  and 
increasing  blood  levels 

Theophylline  clearance  is  reduced  when  used  concomitantly  with  propranolol 
CARCINOGENESIS,  MUTAGENESIS.  IMPAIRMENT  OF  FERTILITY  Long-term  studies  in 
animals  have  been  conducted  to  evaluate  toxic  effects  and  carcinogenic  potential  In  18- 
month  studies  in  both  rats  and  mice,  employing  doses  up  to  150  mg/kg.day,  there  was  no 
evidence  of  significant  drug-induced  toxicity  There  were  no  drug-related  tumorigenic  effects 
at  any  ot  the  dosage  levels  Reproductive  studies  in  animals  did  not  show  any  impairment  of 
fertility  that  was  attributable  to  the  drug 

PREGNANCY  Pregnancy  Category  C INDERAL  has  been  shown  to  be  embryotoxic  in 
animal  studies  at  doses  about  10  times  greater  than  the  maximum  recommended  human  dose 
There  are  no  adequate  and  well-controlled  studies  in  pregnant  women  INDERAL  should  be 
used  during  pregnancy  only  if  the  potential  benefit  justifies  the  potential  risk  to  the  fetus 
NURSING  MOTHERS  INDERAL  is  excreted  in  human  milk  Caution  should  be  exercised 
when  INDERAL  (propranolol  HCI)  is  administered  to  a nursing  woman 
PEDIATRIC  USE  Safety  and  effectiveness  in  children  have  not  been  established 

ADVERSE  REACTIONS.  Most  adverse  effects  have  been  mild  and  transient  and  have  rarely 
required  the  withdrawal  ot  therapy 

Cardiovascular  Bradycardia,  congestive  heart  failure,  intensification  of  AV  block,  hypoten- 
sion; paresthesia  ot  hands,  thrombocytopenic  purpura,  arterial  insufficiency,  usually  of  the 
Raynaud  type 

Central  Nervous  System  Light-headedness,  mental  depression  manifested  by  insomnia 
lassitude,  weakness,  fatigue;  reversible  mental  depression  progressing  to  catatonia,  visual 
disturbances;  hallucinations;  vivid  dreams;  an  acute  reversible  syndrome  characterized  by 

disorientation  for  time  and  place,  short-term 
memory  loss,  emotional  lability,  slightly 
clouded  sensorium,  and  decreased  perfor- 
mance on  neuropsychometrics  For  immediate 
formulations,  fatigue,  lethargy  and  vivid 
dreams  appear  dose  related 
Gastrointestinal  Nausea,  vomiting,  epigas- 
tric distress,  abdominal  cramping,  diarrhea 
constipatioh,  mesenteric  arterial  thrombosis, 
ischemic  colitis 

Allergic:  Pharyngitis  and  agranulocytosis, 
erythematous  rash,  fever  combined  with  ach- 
ing and  sore  throat,  laryngospasm  and  respira- 
tory distress 

Respiratory:  Bronchospasm 
Hematologic  Agranulocytosis,  nonthrombocytopenic  purpura,  thrombocytopenic  purpura 
Auto-Immune  In  extremely  rare  instances,  systemic  lupus  erythematosus  has  been 
reported 

Miscellaneous  Alopecia.  LE-like  reactions,  psoriasiform  rashes,  dry  eyes,  male  impotence, 
and  Peyronie  s disease  have  been  reported  rarely  Oculomucocutaneous  reactions  involving 
the  skin,  serous  membranes  and  conjunctivae  reported  for  a beta  blocker  (practolol)  have  not 
been  associated  with  propranolol 

DOSAGE  AND  ADMINISTRATION.  INDERAL  LA  provides  propranolol  hydrochloride  in  a 
sustained-release  capsule  tor  administration  once  daily  If  patients  are  switched  from  INDERAL 
Tablets  to  INDERAL  LA  Capsules,  care  should  be  taken  to  assure  that  the  desired  therapeutic 
etfect  IS  maintained  INDERAL  LA  should  not  be  considered  a simple  mg-for-mg  substitute  for 
INDERAL  INDERAL  LA  has  different  kinetics  and  produces  lower  blood  levels  Retitration  may 
be  necessary,  especially  to  maintain  effectiveness  at  the  end  of  the  24-hour  dosing  interval 
HYPERTENSION  — Dosage  must  be  individualized.  The  usual  initial  dosage  is  80  mg 
INDERAL  LA  once  daily,  whether  used  alone  or  added  to  a diuretic  The  dosage  may  be 
increased  to  120  mg  once  daily  or  higher  until  adequate  blood-pressure  control  is  achieved 
The  usual  maintenance  dosage  is  120  to  160  mg  once  daily  In  some  instances  a dosage  of  640 
mg  may  be  required  The  time  needed  for  full  hypertensive  response  to  a given  dosage  is 
variable  and  may  range  from  a few  days  to  several  weeks 
ANGINA  PECTORIS  — Dosage  must  be  individualized  Starting  with  80  mg  INDERAL  LA 
once  daily,  dosage  should  be  gradually  increased  at  three-  to  seven-day  intervals  until  optimal 
response  is  obtained  Although  individual  patients  may  respond  at  any  dosage  level,  the 
average  optimal  dosage  appears  to  be  160  mg  once  daily  In  angina  pectoris,  the  value  and 
safety  of  dosage  exceeding  320  mg  per  day  have  not  been  established 
It  treatment  is  to  be  discontinued,  reduce  dosage  gradually  over  a period  of  a few  weeks  (see 
WARNINGS). 

MIGRAINE  — Dosage  must  be  individualized  The  initial  oral  dose  is  80  mg  INDERAL  LA 
once  daily  The  usual  effective  dose  range  is  160-240  mg  once  daily  The  dosage  may  be 
increased  gradually  to  achieve  optimal  migraine  prophylaxis  If  a satisfactory  response  is  not 
obtained  within  four  to  six  weeks  after  reaching  the  maximal  dose.  I NDERAL  LA  therapy  should 
be  discontinued  It  may  be  advisable  to  withdraw  the  drug  gradually  over  a period  of  several 

HYPERTROPHIC  SUBAORTIC  STENOSIS  - 80-160  mg  INDERAL  LA  once  daily 
PEDIATRIC  DOSAGE  — At  this  time  the  data  on  the  use  ot  the  drug  in  this  age  group  are  too 
limited  to  permit  adequate  directions  for  use 
*The  appearance  of  these  capsules  is  a registered  trademark  of  Ayerst  Laboratories 
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PRECAUTIONS.  GENERAL  Propranolol  should  be  used  with  caution  in  patients  with  im- 
paired hepatic  or  renal  function  INDERAL  (propranolol  HCI)  is  not  indicated  for  the  treatment  of 
hypertensive  emergencies 

Beta-adrenoreceptor  blockade  can  cause  reduction  of  intraocular  pressure  Patients  should 
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Elcomp...the  best  medical  office 
computer  system  is  now  even 
better  with  the  Flexible  Package™ 


Would  you  treat  only  the  symptoms,  if  you  knew 
there  was  a proven  cure? 


It’s  hard  to  cure  chronic  ailments 
like  runaway  accounts  receivable, 
backlogged  claim  processing,  poor 
collection  ratio — by  treating  only  the 
symptoms.  The  Flexible  Package 
from  Elcomp  Systems,  combined 
with  Data  General’s  Desktop  Gener- 
ation computers,  has  been  a proven 
cure  for  more  than  500  physicians 
since  1978. 

The  Flexible  Package  is  modular, 
which  means  you  can  tailor  the 
system  to  fit  your  practice’s  specific 
needs  without  any  programming 
changes.  We  will  train  your  staff  in 
the  operation  of  your  system,  and 
show  you  how  your  practice  can 
most  benefit  from  all  the  features  in 
your  Flexible  Package. 


The  Flexible  Package  cure  for 
medical  office  ailments: 

• Improved  cash  flow  through 
advanced  collection  methods  and 
delinquency  reporting 

• Account  Inquiries — demographic, 
insurance,  and  financial  information 
at  a touch 

• Accounts  Receivable  and  Man- 
agement Reports,  whenever  you 
need  them 

• Instantaneous  retrieval  of  patients’ 
procedures  and  diagnoses 

• Appointment  Scheduler,  to  help 
organize  your  day 

• Automatic  preparation  of  recall 
letters 

• Flexibility  to  design  your  own 
reports  with  the  Report  Generator 

• and  many  more  benefits... 


Elcomp  Systems  can  supply  the 
cure  for  your  practice  management 
ailments.  The  treatment  is  singular 
and  straightforward — to  give  you 
hardware,  software,  training,  and 
after-purchase  support  as  one 
package. 

Focus  on  curing  your  office  problems, 
not  just  relieving  the  symptoms. 

Call  Elcomp  today— you’ll  never 
feel  better. 


IrDataGeneral 


^ Personal 
Computers 


ELSCHF"  s^sisms,  iriQ. 

Foster  Plaza  VII,  661  Andersen  Drive,  Pittsburgh,  PA  15220 
(800)  441  -8386 


CNA’s  commitment  to 
your  malpractice  protection 
goes  a long  way. 


Mcilpractice  insurance  from  CNA  carries 
with  it  this  important  commitment:  we  will  con- 
tinue to  provide  quality  malpractice  protection 
for  the  long  haul  throughout  the  United  States. 

For  over  30  years,  CNA  has  lived  up  to  this 
commitment  by  providing  professionals  with 
the  best  in  malpractice  protection.  These  years 
have  been  marked  by  stable,  responsibly-priced 
progTcims  attuned  to  professioncils’  changing 
needs. 

This  commitment  can  be  seen  in  many 
other  ways:  CNA’s  programs  include  comprehen- 
sive coverage,  loc^  claim  service,  and  mean- 


ingful loss  control  assistance.  CNA  also  believes 
in  vigorously  defending  against  cill  frivolous  law- 
suits, and  has  established  panels  of  defense  attor- 
neys that  specialize  in  legal  defense  for  malpractice 
cases.  To  make  sure  they  continue  to  meet  your 
needs,  CNA  maintains  ongoing  relationships 
with  medical  societies  and  individual  physicians. 

Learn  how  far  CNAs  commitment  to  your 
insurcince  protection  can  go. 

McDonough,  Caperton,  Association  Group 
One  Hillcrest  Dr.  E. 

Charleston,  WV  25332 
(304)  346-0611 


\!/ 


The  WVSMA  CNA  Physicians  Protection  Program  is  underwritten  by 
Continentcd  Casualty  Company,  one  of  the  CNA  Insurance  Companies. 
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For  .\11  the  Commitments  You  Make' 
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Special  Article 


I 


Our 

Presidents 

Speak 


Dr.  Charles  E.  Turner,  left,  1986-87  President  of  the  West  Virginia  State  Medical 
Association,  administers  the  Oath  of  Office  of  President  to  Dr.  Cordell  A.  De  La  Pena 
near  the  conclusion  of  the  1987  WVSMA  Annual  Meeting  (see  below). 


Formal  remarks  by  this  year’s  incoming  WVSMA  President  as  well  as 
the  traditional  Presidential  Address  by  the  outgoing  President  were 
heard  during  the  1987  Annual  Meeting  in  August  at  the  Greenbrier  in  White 
Sulphur  Springs.  Association  leaders  are  beginning  to  place  more  emphasis 
on  the  early  dissemination  of  the  program  and  philosophy  of  incoming 
presidents  while  the  remarks  of  the  out-going  president  continue  to  pro- 
vide a valuable  historical  record  of  the  previous  year’s  WVSMA  activities 
and  accomplishments.  Dr.  Charles  E.  Turner,  Huntington,  1986-87  Presi- 
dent, delivered  his  address  Sunday,  August  9,  during  the  first  session  of 
the  House  of  Delegates,  and  Dr.  Cordell  A.  De  La  Pena,  Clarksburg,  spoke 
following  his  installation  as  President  Tuesday,  August  1 1,  at  the  conclu- 
sion of  the  second  House  session.  Their  talks  are  reprinted  on  the  follow- 
ing pages. — Editor 
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special  Article,  '‘Our  Presidents  Speak”  (continued) 

The  Other  Issues 


CORDELL  A.  DE  LA  PENA,  M.  D. 
President.  West  Virginia 
State  Medical  Association 


The  West  Virginia  State  Medical 
Association  has  for  many  years 
been  fortunate  to  have  had 
dedicated  leaders.  Many  of  these 
leaders  are  in  this  very  room  today 
and  1 pay  tribute  to  them.  It  is  go- 
ing to  be  difficult  to  follow  the 
footsteps  of  these  men  but  1 am 
ready  to  give  it  my  best  shot. 

There  are  several  pressing  issues 
confronting  our  organization  today. 
It  is,  however,  clear  to  me  that  we 
need  legislative  relief  for  tort 
reform,  we  need  long-range  plan- 
ning for  liability  insurance  and  rein- 
surance, and  we  need  to  get  our 
PPO  off  and  running.  Your  Ex- 
ecutive Committee  and  Council 
have  spent  many  long  hours 
discussing  and  developing  strategies 
to  meet  these  needs.  This  coming 
year  I see  us  working  vigorously  to 
accomplish  our  objectives.  In  many 
areas  we  need  to  “fine  tune”  our 
efforts.  As  we  concentrate  to  fulfill 
these  objectives  there  are  other 
issues  at  hand. 

The  very  first  issue  I was  going  to 
present  to  you  involved  physician 
DRGs.  We  were  notified  just  last 
week  that  the  House  Ways  and 
Means  Committee  deleted  this  por- 
tion of  the  budget  reconciliation 
package  by  an  amendment.  The 
message  would  have  been:  Let’s  do 
everything  in  our  power  to  stop 
physician  DRGs  dead  in  its  tracks. 
Well,  the  proposal  was  defeated  and 
it  is  history  for  the  present. 
Radiologists,  anesthesiologists  and 
pathologists  can  breath  easier,  and 
so  may  the  rest  of  the  medical  pro- 
fession. Had  radiologists, 
anesthesiologists  and  pathologists 
been  mandated  under  the  RAPs- 
DRG  proposal,  it  would  have  just 
been  a matter  of  time  before  reim- 
bursements for  all  Medicare  physi- 
cian in-hospital  services  would 
follow.  During  this  process  there 
were  segments  of  organized 
medicine  who  distanced  themselves 


from  this  issue  and  fragmented  the 
effort  being  made  to  defeat  RAPs. 
With  RAPs  going  down  the  tubes, 
another  proposal  was  made  by  Con- 
gressman Henry  Waxman  of  Califor- 
nia. His  proposal  is  to  enact  specific 
payment  curbs  for  each  specialty. 
Here  again  is  an  attempt  to  divide 
and  conquer,  and  deal  with  the 
specialties  piece  meal.  The  wheels 
of  fortune  are  spinning  again.  Let  us 
all  stick  together  this  time. 

Second,  because  most  of  us  prac- 
tice in  hospitals  and  since  the  rela- 
tionship between  medical  staffs, 
governing  boards  and  hospital  ad- 
ministrations are  becoming  so  com- 
plex and  critical,  we  need  to  par- 
ticipate in  a forum  which  would 
help  us  understand  the  rapid 
changes  taking  place  in  the  health 
industry  today.  This  forum  is  the 
hospital  and  medical  staff  section  of 


( i Wt  is  difficult  for 
JL  many  of  us  to  em- 
brace the  concept  that  the 
deliberate  decision  not  to 
treat  mortally  sick  people 
is  morally  acceptable. 
Potential  victims  are 
everywhere,  and  as  we 
fight  AIDS  with  care, 
research  and  education,  a 
kind  of  sober  compassion 
should  emerge  from  our 
hearts,  y y 


the  AMA,  the  HMSS.  This  AMA  sec- 
tion was  created  in  1982  to  bring 
together  hospital  medical  staff 
representatives  from  all  parts  of  the 
country  to  discuss  issues  affecting 
their  hospital  practices.  Each 
hospital  medical  staff  is  entitled  to 
send  a delegate  to  a national 
assembly  which  meets  just  before 
the  AMA  House  of  Delegates.  United 
Hospital  Center  in  Clarksburg  will 


be  sending  their  first  delegate  to  the 
December,  1987,  meeting,  with  the 
hospital  agreeing  to  fund  fully  the 
delegate’s  expenses.  I will  be  issuing 
a call  to  all  hospital  medical  staffs  in 
West  Virginia  to  participate  in  this 
much  needed  activity. 

Third,  I want  to  make  a few  brief 
comments  regarding  the  FMG  issue. 
The  foreign  medical  graduates  are 
well  integrated  at  all  levels  of  the 
medical  environment  in  this  state. 
The  FMGs’  involvement  ranges 
from  membership  on  the  Board  of 
Medicine  to  serving  as  officers  of 
component  medical  societies, 
hospital  medical  staffs  and  speciality 
societies,  to  being  members  of  the 
Council  of  the  West  Virginia  State 
Medical  Association  to  even  its 
President.  This  mainstreaming  of 
FMGs  in  West  Virginia  was  ac- 
complished the  good  old-fashion 
way  — we  earned  it  by  joining  in, 
standing  up  and  speaking  out. 

This  should  send  home  a strong 
message  to  FMGs  everywhere. 
However,  FMGs  in  other  states 
believe  a special  AMA  section  is 
necessary  because  of  many  unique 
problems  they  have  in  their  states.  I 
don’t  have  any  difficulty  with  this, 
and  two  AMA  presidents  and  the 
Board  of  Trustees  of  the  AMA  also 
had  no  difficulty  with  this,  but  I 
have  great  concerns  of  rumors  that 
there  will  be  a decline  of  FMG 
membership  in  the  AMA  as  a result 
of  the  demise  of  the  AMA  resolution 
to  establish  a special  section. 

Now  more  than  ever,  American 
doctors  need  to  be  unified, 
regardless  from  where  they 
originated  or  where  they  graduated. 
To  quote  the  AMA  immediate  past 
President,  Dr.  Coury  of  Michigan, 
“We  need  unity  in  our  profession 
and  we  should  speak  in  one  voice 
to  the  government,  to  third-party 
carriers  and  to  corporations.”  To 
further  illustrate  the  need  for  us  to 
work  together  I also  quote  our 
current  AMA  President,  Doctor 
Hotchkiss,  in  his  closing  remarks  of 
his  inaugural  address.  It  was  taken 
from  Kipling’s  Rule  of  the  Jungle: 
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“For  the  strength  of  the  pack  is 
the  wolf, 

and  the  strength  of  the  wolf  is 
the  pack.’’ 

Fourth,  and  last,  is  the  issue 
regarding  AIDS.  Despite  the 
voluminous  material  being 
disseminated,  there  are  still  many 
physicians  who  have  very  limited 
understanding  of  this  disease.  Every 
physician  should  become  a resource 
person.  We  should  be  prepared  to 
advise  and  assist  our  communities, 
hospitals,  and  schools  in  developing 
proper  guidelines  and  standards.  We 
would  only  be  able  to  accomplish 
this  if  we  ourselves  are  experts. 
Nevertheless  there  are  many  doctors 
in  high-risk  areas  of  the  country 
who  are  knowledgeable  and  are 
doing  a heroic  job  treating  AIDS  pa- 
tients under  exhausting  cir- 
cumstances. It  will  be  expected  of 
us  to  bear  the  worsening  assault  of 
AIDS  as  the  number  of  cases  in- 
creases. Still,  however,  there  are 


powerful  negative  responses  to  this 
crisis  within  the  profession.  Quite 
possibly  because  of  the  tendency  to 
elevate  doctors  above  and  beyond 
other  professions,  these  responses 
are  quite  startling.  For  instance, 
doctors  queried  in  New  York  and 
San  Francisco  were  troubled  in  their 
feelings,  and  in  some  cases  seriously 
conflicting  in  their  views  about  how 
they  should  deal  with  the  AIDS  pa- 
tients. Twenty-five  per  cent  (25  per 
cent)  of  a group  of  doctors 
surveyed  in  a large  New  York  City 
hospital  did  not  believe  it  would  be 
unethical  for  them  to  refuse  treat- 
ment to  people  with  this  virus. 

Their  anxiety  is  understandable  but 
is  also  horrifying.  For  how  on  earth 
would  this  kind  of  cold  rejection 
square  with  the  public  who  expect 
that  we  take  care  of  the  sick  among 
us  even  if  it  isn’t  altogether  safe  to 
do  so?  It  is  difficult  for  many  of  us 
to  embrace  the  concept  that  the 
deliberate  decision  not  to  treat 


mortally  sick  people  is  morally  ac- 
ceptable. Potential  victims  are 
everywhere,  and  as  we  fight  AIDS 
with  care,  research,  and  education, 
a kind  of  sober  compassion  should 
emerge  from  our  hearts.  This  offers 
the  best  protection  to  us  all.  Let  us 
pledge  ourselves  to  our  professional 
ethic.  Let  us  recapture  some  of  the 
tributes  that  have  been  bestowed 
on  doctors  from  time  immemorial.  I 
will  close  by  sharing  with  you  the 
first  and  last  verses  of  Robert  Louis 
Stevenson’s  “Tribute  to  the 
Doctor”: 

“There  are  men  and  classes  of 
men  that  stand  above  the  common 
herd;  The  soldier,  the  sailor  and  the 
shepherd  not  infrequently;  the  artist 
rarely;  the  physician  almost  as  a 
rule. 

“So  it  is  that  he  brings  air  and 
cheer  into  the  sickroom,  and  often 
enough,  though  not  so  often  as  he 
wishes,  brings  healing.” 

Thank  You! 


Building  The  House  of  Medicine 


CHARLES  E.  TURNER,  M.  D. 
Immediate  Past  President, 
West  Virginia  State 
Medical  Association 


Some  jobs  are  never  done — 
the  jobs  of  keeping  house,  rais- 
ing children,  caring  for  sick,  and 
building  the  House  of  Medicine. 

Unlike  building  a new  home  or 
office  where  one  selects  the  proper- 
ty, develops  a plan,  clears  the  land 
and  builds,  the  House  of  Medicine 
must  be  remodeled  continually 
while  we  live  and  work  in  it.  Fur- 
thermore, this  rebuilding  must  be 
done  in  an  environment  of  tremen- 
dous change.  The  social,  economic 
and  scientific  changes  are  coming  so 
rapidly  and  are  of  such  sweeping 
order  that  it  seems  we  must  build 
the  house  in  which  we  live  while 
surviving  a storm.  But  build  and 
reconstruct  we  must.  We  do  not 
want  to  be  homeless  to  face  the 
storm  of  change.  But  before  I 
report  to  you  the  blocks  we  have 
laid,  let  me  remind  you  of  the  foun- 
dation and  the  process  involved  in 
building  the  House  of  Medicine. 


Each  of  you  has  an  appreciation 
of  the  history  of  medicine,  its  scien- 
tific achievements,  its  educational 
process,  and  its  social  structure. 
These  attributes  of  medicine  are  the 
bedrock  on  which  we  build.  The 
foundation  of  organized  medicine  in 
West  Virginia  is  120  years  old.  We 
have  had,  in  the  course  of  those 
years,  many  excellent  leaders,  and 
they  have  built  the  framework  in 
which  we  now  live. 

We  have  moved  from  a largely 
volunteer  staff  in  rented  offices  to  a 
full-time  staff  in  our  building.  We 
have  a constitution  and  bylaws 
recently  revised  which  gives  us  con- 
tinuity as  well  as  democratic 
representation.  The  continuity  is 
established  by  the  succession  based 
on  your  approval,  by  custom,  of  a 
six-year  term  of  leadership:  Vice 
President,  President  Elect,  President, 
Chariman  of  the  Council,  Senior 
Counselor,  and  Junior  Counselor. 
These  cycles  of  leadership  provide 
continuity  and  tremendous  support. 

I personally  have  benefited  greatly 
from  the  guidance  and  counsel  of 
the  two  presidents  who  preceded 
me,  Drs.  David  Morgan  and  Carl 
Roncaglione. 


We  have  a dedicated,  full-time 
staff,  and  I remind  you  of  how 
critical  they  are  to  the  success  of 
the  West  Virginia  State  Medical 
Association. 

When  one  is  given  the  opportuni- 
ty to  serve,  as  you  have  given  me, 
he  quickly  recognizes  that  if  he  is 
to  fulfill  that  role  adequately  while 
carrying  on  his  practice,  he  must 
have  lots  of  help.  I simply  cannot 
adequately  express  my  gratitude  to 
our  staff.  They  have  been,  and  con- 
tinue to  be,  magnificent.  To  me, 
they  are  the  magnificent  eight.  I 
would  like  to  introduce  to  you  our 
staff:  Sheri  Moore,  Receptionist  — 
Membership  Data;  Candy  Sayre, 
who  serves  as  a loss  control 
seminar  spokesperson  and  in  Jour- 
nal advertising;  Patty  Barnhart  — 
Secretary  to  Mr.  Scholten  and  Ms. 
Hamilton  and  Manager  of  Exhibits 
at  this  convention;  Sue  Shanklin, 
Financial  Manager;  Dee  Crabtree, 
Manager  of  Government  Relations 
and  Executive  to  the  Auxiliary; 
Custer  Holliday,  Managing  Editor  of 
the  Journal  and  Co-Editor  of 
WESGRAM,  and  Mary  Hamilton,  the 
Executive  Assistant  and  devoted 
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nerve  center  of  all  major  undertak- 
ings of  the  State  Association.  Will 
you  join  me  in  a round  of  applause 
noting  our  appreciation. 

With  his  cheerful  devotion  and 
dedicated  service  to  the  House  of 
Medicine,  we  have  a superb  Ex- 
ecutive Director,  Mr.  Mert  Scholten. 
This  transplanted  Michiganer  has 
been  reborn  as  a Mountaineer,  and 
he  is  the  hub  of  the  magnificent 
eight  who  performs  the  day-to-day 
operations  of  our  Association.  Of 
his  many  qualities,  I appreciate  in 
Mert  his  constancy  and  support  for 
organized  medicine,  and  his  cheer- 
fulness and  his  openess  to  new 
ideas.  The  willingness  to  take  a new' 
idea  and  rapidly  bring  it  to  reality  is 
a tremendous  asset  to  our  Associa- 
tion. Mert,  your  support  and 
management  of  Association  affairs  is 
much  appreciated  by  the  physicians 
of  West  Virginia,  and  your  friend- 
ship has  been  a bonus  for  me  this 
year. 

This  has  been  a wonderful  year 
for  me.  To  have  had  the  ex- 
perience, I owe  you  a great  debt  of 
thanks.  To  have  served  with  my 
w'ife,  Linda,  who  is  President  of  the 
Auxiliary,  has  been  the  cream  de  la 
creme.  It  has  provided  the  oppor- 
tunity to  show'  clearly  w'hat  a great 
asset  the  Auxiliary  is  to  the  House 
of  Medicine.  How  much  stronger  a 
house  w'e  can  build  when  w'e  use 
all  of  our  potential.  Linda,  the  miles 
have  gone  swiftly  and  pleasantly 
with  you  by  my  side.  Our  sincere 
wish  (Linda’s  and  mine)  has  been  to 
slow  the  clock  so  we  could  savor 
the  experiences  of  your  friendship 
and  the  joy  this  year. 

In  outlining  the  main  projects  of 
this  past  year  and  drawing  the  sket- 
ches for  the  major  decisions  we 
must  make  at  this  Annual  Meeting,  I 
know  you  appreciate  that  we  have 
arrived  at  this  point  only  by  the 
dedicated  work  of  many  of  the  past 
and  present  leaders  of  this 
Association. 

Association’s  PPO 

I am  especially  pleased  to  discuss 
the  Physicians  Medical  Care  Net- 
work, the  West  Virginia  State 
Medical  Association-sponsored  PPO. 
Our  PPO  has  submitted  a bid  to 
provide  medical  care  to  the  public 
employees  of  West  Virginia,  and  I 
have  confidence  based  on  personal 


contacts  and  negotiations  that  this 
contract  will  be  accepted.  This  PEIB 
contract  covers  91,000  individuals, 
and  if  all  those  individuals  and  their 
dependents  are  counted,  then 
250,000  people  are  included.  This 
represents  nearly  one  eighth  of  the 
people  of  our  state. 

If  this  PPO  contract  becomes  a 
reality,  it  will  be  only  by  the  enabl- 
ing vision  and  commitment  of  the 
House  of  Delegates  beginning  in 
1984.  The  PMCN  is  a strong 
organization  of  more  than 
1,400-plus  physicians  living  in  52  of 
our  55  counties.  We  will  be  able  to 
provide  excellent,  cost-effective 
medical  care  to  the  public 
employees  of  West  Virginia  and 
their  dependents. 

The  awarding  of  the  PEIB  con- 
tract to  our  PPO,  the  Physicians 
Medical  Care  Network,  will  have 
been  accomplished  through  many 
negotiations  and  adjustments.  While 
we  have  held  absolutely  the 
privilege  of  physician  profiling  for 
our  third-party  adminstrator,  we 
have  agreed  not  to  raise  the  fees  of 


i ^ conversion  of 

JL  the  insurance 
industry  to  claims-made 
policies  as  opposed  to  oc- 
currence has  created  its 
own  set  of  problems  for 
retirement  and  for 
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our  physicians  for  approximately 
one  year  after  the  contract  is  im- 
plemented. We  hope  the  contract 
will  be  implemented  in  the  fall  of 
1987,  and  we  will  submit  new  fee 
profiles  in  the  spring  of  1988  to  go 
in  place  in  the  fall  of  1988.  I have 
personally  assured  the  PEIB  Board 
members  that  there  will  be  an  in- 
crease in  physician  profile  at  that 
time  because  the  current  fee  profile 
was  established  in  early  1986. 

As  you  know,  our  PPO  does  not 
include  hospitals,  and  we  proposed 
to  control  hospital  costs  by  ne- 
gotiating physicians  fees  and  pro- 


viding tight  utilization  review. 

While  these  principles  are  very  im- 
portant, they  have  not  proven  to  be 
sufficient.  We  have  had  to  develop 
a hospital  arm  for  the  PPO  in  order 
to  compete  for  the  PEIB  contract. 

To  accomplish  that,  we  have 
entered  a working  agreement  with 
McDonough-Caperton  to  develop 
for  the  PEIB  Board  the  hospital 
arm.  This  hospital  arm  does  not 
favor  or  produce  exclusivity  for  any 
hospital.  We  are  not  in  the  business 
to  put  out  of  business  any  hospital 
in  our  state  and,  in  my  judgment, 
small  rural  hospitals  are  as  impor- 
tant to  community  integrity  as  are 
the  churches  and  schools  of  those 
communities.  We  must  find  a way 
to  maintain  most  of  them.  Surely, 
some  small  rural  hospitals  will  fail, 
but  hopefully  most  will  survive  and 
adapt.  We  have  insisted  that  the 
PMCN  not  favor  one  hospital  over 
others  by  contracts  of  exclusivity. 

Hospitals  will  be  asked  to  bid  for 
the  PMCN  hospital  services,  and  the 
low  bid  will  determine  the  hospital 
fee  profile  for  that  region  and  the 
PPO  affiliated  hospital  of  that 
region.  Other  hospitals  may  receive 
PMCN  (PPO)  patients  if  they  agree 
to  that  profile. 

As  important  as  the  PEIB  contract 
is  to  our  PMCN,  what  it  will  enable 
our  PPO  to  do  in  the  coming 
months  is  equally  as  important.  We 
will  be  able  to  market  successfully 
the  PPO  to  the  private  sector.  This 
will  be  particularly  important  in 
areas  of  our  state  where  HMOs  or 
PPOs  other  than  ours  are 
operating — particularly  in  border 
areas.  It  is  my  sincere  belief  that  the 
physician-owned  and  directed  PPO 
will  assist  in  our  long-term  efforts 
to  maintain  physician  autonomy  in 
medical  practice  and  medical  deci- 
sion making. 

Professional  Liability 

Professional  liability — where  are 
we  now  and  where  are  we  going?  I 
don’t  have  to  tell  you  that  you  are 
in  a very  difficult  place.  There  has 
been  serious  erosion  of  the 
availability  of  care  in  our  state.  The 
conversion  of  the  insurance  in- 
dustry to  claims-made  policies  as 
opposed  to  occurrence  has  created 
its  own  set  of  problems  for  retire- 
ment and  for  recruitment  of  young 
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physicians.  The  premiums  for 
malpractice  insurance  in  West 
Virginia  are  higher  than  surrounding 
states.  All  of  these  problems  are 
very  serious.  What  are  we  to  do? 
This  problem  has  occupied  a large 
portion  of  my  time  as  your  Presi- 
dent, and  the  time  of  the  Executive 
Committee  and  Council.  We  con- 
tinue to  grapple  with  this  problem, 
and  there  are  no  dramatic  solutions 
evident. 

You  have  received  the  results  of 
our  membership  survey.  More  than 
650  physicians  responded  to  that 
survey,  a good  sampling  of  our 
membership.  This  illustrates  a diver- 
sity of  opinions.  Approximately  40 
per  cent  favor  staying  with  a major 
commercial  carrier.  Approximately 
40  per  cent  favor  the  formation  of  a 
reciprocal  either  independently  or 
with  the  hospital  association,  and 
approximately  20  per  cent  would 
back  as  their  primary  choice  the 
Governor’s  plan.  The  Governor’s 
plan  is  not  really  a possibility  at  this 
time  since  it  has  not  been  passed  by 
the  Legislature  or  pursued  vigorous- 
ly by  our  Governor.  Clearly,  there 
was  no  overwhelming  mandate  in 
any  direction  provided  by  our 
membership. 

In  all  candor,  1 must  tell  you  that 
until  very  recently  1 felt  that  we 
should  form  our  own  reciprocal  in 
order  to  build  for  the  long-term 
stability  of  our  profession.  But 
careful  analysis  of  the  current  en- 
vironment reveals  the  following; 

1 . There  is  no  crisis  of  availabili- 
ty. There  are  four  commercial 
carriers  in  the  market  now, 
and  it  appears  that  there  will 
be  more  on  the  way. 

2.  There  is  one  carrier,  P.I.E., 
which  is  considerably  lower 
in  price  than  others,  but 
whose  financial  well-being  re- 
mains a matter  of  serious 
concern. 

3.  CNA  has  responded  in  a 
meaningful  way  to  our 
strongly-voiced  concerns. 
There  has  been  a moderation 
of  the  rate  of  increase  re- 
quested. CNA  is  requesting  a 
9.9-per  cent  increase  at  this 
time.  There  has  been  a signifi- 
cant reduction  in  the 
extended-coverage  factor 


(used  in  calculating  so-called 
“tail”  coverage).  There  is  a 
decrease  in  the  retirement  age 
qualification  for  automatic  tail 
coverage  to  60.  If  a member 
has  been  covered  for  five 
years  by  CNA,  either  under  a 
current  claims-made  or  occur- 
rence or  any  combination 
thereof,  and  has  reached  the 
age  of  60,  he  may  retire 
without  having  to  fund  or 
purchase  extended  coverage 
(tail  coverage).  We  are  now  in 
our  second  round  of  serious 
negotiation  for  coverage 
which  begins  January,  1988, 
and  we  have  asked  for  a 
modification  of  the  step  fac- 
tors in  calculating  claims-made 
coverage  premiums.  We  have 
asked  for  special  modifications 
for  family  practitioners  who 
deliver  babies.  Negotiations 
continue. 


i i ibatte  inaugu- 
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AMA  Leadership  Con- 
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ponent societies  to  send 
their  presidents  to  the 
AMA  Leadership  Con- 
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4.  If  we  were  to  set  up  our 
reciprocal  in  this  current  environ- 
ment, we  would  have  to  set  a rate 
very  near  the  current  and  proposed 
CNA  rates.  This  rate  setting  would 
be  based  on  the  Tillinghast  analysis 
of  our  current  medical  liablility 
situation,  as  requested  by  the  State 
Medical  Association.  In  addition,  we 
would  have  to  ask  the  physicians 
for  between  $7,000  to  $15,000  for 
capitalization  for  our  new  company. 

Given  this  set  of  circumstances, 
we  would,  in  my  judgment,  have  a 


difficult  time  enlisting  the  necessary 
membership  to  insure  a reasonable 
chance  of  success. 

Therefore,  the  Executive  Commit- 
tee and  Council  are  recommending 
that  our  shelf  company,  which  is 
ready  to  be  activated  within  four  to 
six  weeks,  if  needed,  remain  in  a 
state  or  readiness  but  on  the  shelf. 
And,  that  if  the  final  rates,  step  fac- 
tors and  underwriting  prinicples  are 
justified  and  acceptable  to  our  Ex- 
ecutive Committee,  Council  and  In- 
surance Committee,  that  we  as  a 
State  Medical  Association  endorse 
CNA  for  another  year  as  our  spon- 
sored carrier. 

Legislative  Program 

Whatever  our  final  decision  is  in 
regard  to  malpractice  insurance,  we 
need  to  return  to  the  Legislature 
with  a vigorous  legislative  program. 
With  the  able  leadership  of  Dave 
Morgan,  we  have  been  building  a 
lobbying  program  for  all  West 
Virginia  physicians.  This  has  not 
been  an  easy  task.  We  have  learned 
more  each  session.  Our  proposals 
for  this  year  should  improve  our  ef- 
fectiveness. First,  we  will  have  as 
the  basis  of  our  program  the  resolu- 
tions which  you  provide  for  us  at 
this  Annual  Meeting.  Secondly,  we 
will  have  a proposed  legislative 
workshop  for  early  fall,  patterned 
somewhat  after  our  successful 
leadership  conference  held  this 
spring.  The  conference  would  focus 
and  define  our  legislative  goals, 
develop  supportive  literature  and 
give  sample  legislative  bills  for  each 
goal.  Furthermore,  the  conference 
will  provide  a sample  program  of 
“How  to  meet  with  your 
legislators.” 

We  will  then  give  the  challenge 
to  each  of  our  component  societies 
and  their  members  to  meet  early  in 
the  fall  with  all  of  their  represen- 
tatives to  outline  these  programs 
and  goals  so  that  the  legislators  will 
be  familiar  wtih  our  full  program 
well  before  the  legislative  session 
begins  in  January.  It  is  the  Excutive 
Committee,  Council  and  the  lob- 
byists’ responsibility  to  have  these 
programs  placed  in  bill  form  and  to 
find  friends  of  medicine  to  in- 
troduce these  bills  early  in  the  com- 
ing session. 

(Continued  on  Next  Page) 
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If  we  can  follow  these  proposals, 

I believe  we  will  have  a stronger 
and  more  effective  presence  in  the 
Legislature  in  1988. 

Leadership  Development 

Finally,  a few  words  about  the 
leadership  development  and  par- 
ticipation. I am  concerned  that  we 
have  not  systematically  developed 
leadership  on  the  state  level.  We 
have  addressed  this  problem  in 
several  ways.  We  have  established  a 
series  of  component  society  presi- 
dent breakfasts  to  stimulate  ex- 
changes of  concerns  and  oppor- 
tunities of  leadership  development. 
We  have  inaugurated  what  I hope 
will  be  an  annual  West  Virginia 


State  Medical  Association  Leadership 
Conference  patterned  after  the  very 
successful  AMA  Leadership  Con- 
ference. We  have  challenged  the 
larger  component  societies  to  send 
their  presidents  to  the  AMA  Leader- 
ship Conference,  and  established 
grants  to  send  one  or  two  of  the 
smaller  counties’  presidents  to  this 
conference.  These  presidents  are  to 
be  selected  by  Council. 

The  building  and  maintenance  of 
the  House  of  Medicine  require 
leadership  on  the  county  and  state 
levels  as  well  as  national  level.  You 
are  that  leadership — join  in  this  pro- 
cess. On  Tuesday  I will  have  the 
privilege  of  administering  the  oath 
of  office  to  my  friend.  Dr.  Cordell 


De  La  Pena.  We  have  worked 
together  on  many  projects  this  year, 
and  when  one  works  for  the  good 
of  the  House  of  Medicine,  friend- 
ships deepen  quickly.  The  Associa- 
tion will  be  in  good  hands  when 
Cordell  assumes  the  position  of 
President  of  West  Virginia  State 
Medical  Association. 

I can  tell  you  from  first-hand  ex- 
perience that  “the  job  is  never 
finished.’’  The  pay  is  low,  but  the 
personal  rewards  are  substantial.  To 
know  that  your  have  put  your 
shoulder  to  this  task,  to  remodeling 
and  building  the  House  of  Medicine, 
has  been  a great  experience,  and  I 
thank  you  most  sincerely  for  that 
privilege. 


Teaching  Hospitals  Said  Heading  For  Financial  Crisis 

The  nation’s  1,300  teaching  hospitals  are  heading  for  a financial  crisis,  accor- 
ding to  a recent  nationwide  survey  of  hospitals. 

The  study,  conducted  by  Arthur  Young,  the  international  accounting  and  con- 
sulting firm,  was  commissioned  by  the  Department  of  Health  and  Human  Services 
to  examine  the  costs  of  training  interns  and  residents  in  the  nation’s  teaching 
hospitals.  Recent  federal  government  proposals  would  reduce  payment  ot  these 
hospitals,  creating  a net  saving  to  Medicare  of  approximately  $800  million  each  year. 

Fundamental  changes  in  government  funding  policies  and  price  competition 
among  health  care  providers  have  converged  to  paint  a bleak  view  of  the  future 
for  teaching  hospitals. 

For  example,  these  changes  are  now  proposed: 

• an  end  to  federal  reimbursement  to  hospitals  for  unpaid  Medicare  debts.  This 
would  hurt  teaching  hospitals  badly  since  these  hospitals  care  for  more  of  the 
nation’s  indigents  than  any  other  providers, 

• a reduction  in  federal  Medicare  reimbursement  for  the  indirect  costs  of  medical 
education  in  teaching  hospitals,  and 

• pending  legislation  in  New  York  and  California  that  would  limit  the  length 
of  shifts  for  interns  and  residents,  thereby  eliminating  an  inexpensive  source  of 
skilled  labor  for  teaching  hospitals. 
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Although  the  incidence  of 
primary  hyperaldosteronism  is  less 
than  one  per  cent  in  the  hyperten- 
sive population,  it  is  important  for 
the  clinician  to  be  aware  of  the 
manner  in  which  it  presents.  Dif- 
ferentiating between  the  two  major 
causes  of  this  syndrome,  adenoma 
and  hyperplasia,  is  crucial  since 
the  former  is  surgically  curable  in 
50  per  cent  of  patients  while  the 
latter  responds  to  medical  therapy. 
This  article  presents  a patient  with 
adenocarcinoma  of  the  adrenal 
gland  with  hyperaldosteronism, 
and  discusses  several  diagnostic 
procedures  and  various  therapeutic 
modalities. 

Case  Report 

A 37-year-old  white  male  was 
referred  to  the  Medicine  Clinic  from 
the  emergency  room  for  a blood 
pressure  of  218/110  mmHg.  He  had 
not  been  seen  by  a physician  for 
the  previous  four  years,  but  was 
having  prescriptions  for 
hydrochlorothiazide  and  KCL  elixir 
written  for  him  by  a physician 
friend  of  his  sister.  However,  he 
had  not  taken  any  hydro- 
chlorothiazide for  three  months 
prior  to  coming  to  the  clinic.  His 
only  symptoms  were  fatigue,  diz- 
ziness, epistaxis,  and  frontal 
headaches.  He  had  no  visual  symp- 
toms. He  had  had  hypertension  for 
1 1 years  and  had  recently  quit 
smoking  (30  pack  year  history).  He 
continued  to  drink  35  cups  of 


coffee  a day.  His  family  history  was 
significant  for  hypertension. 

Physicial  examination  revealed  a 
young,  healthy  appearing,  muscular 
male.  Blood  pressure  supine  and 
erect  was  180/132  mmHg.  Pulse  rate 
supine  and  erect  was  80/min  and 
regular.  Fundoscopic  examination 
was  significant  for  bilateral  arteriolar 
narrowing.  Cardiovascular  examina- 
tion was  normal.  Lung  examination 
revealed  minimal  bibasilar  in- 
spiratory crackles.  There  were  no 
renal  bruits.  There  was  trace  pedal 
edema  bilaterally.  The  rest  of  the 
physical  examination  was  normal. 
Serum  electrolytes,  BUN  and 
creatinine  were  normal  except  for  a 
serum  potassium  of  2.8  mmoles/1. 
The  urinalysis  was  normal. 

In  view  of  his  unprovoked 
hypokalemia  (without 
hydrochlorothiazide  for  three 
months),  hyperaldosteronism  was 
suspected,  and  simultaneous  plasma 
aldosterone  and  renin  levels  were 
obtained.  Aldosterone  (erect)  was 
1 1 .8  ng/dl  (nl  = 4-30)  and  renin  was 
0.5  ng/ml/hour  (nl  = 0.6-1.9)  yielding 
an  aldosterone: renin  ratio  of  23.6. 

His  diastolic  blood  pressures  rang- 
ed between  85  and  95  while  on 
clonidine,  hydrochlorothiazide,  pro- 


Figure  1.  The  adrenal  cortical  car- 
cinoma is  seen  adjacent  to  kidney  with 
invasion  of  the  inferior  vena  cava. 


pranolol  and  KCL  elixir.  Due  to  side 
effects,  prazocin  was  substituted  for 
clonidine.  Serum  potassium  remain- 
ed in  the  low  normal  range. 

Five  months  later,  he  developed 
leg  edema  and  exacerbation  of  his 
hypertension  and  hypokalemia. 
Physical  examination  was 
remarkable  for  a blood  pressure  of 
215/130  mmHg  and  pitting  pretibial 
edema  worse  on  the  left  than  the 
right.  He  was  admitted  to  the 
hospital. 

Diagnostic  studies  included  a 
white  blood  cell  count  of  8100/ul 
with  one  per  cent  bands,  75  per 
cent  polys,  three  per  cent  eos,  20 
per  cent  lymphs,  one  per  cent 
monos  and  adequate  platelets. 
Peripheral  smear  revealed 
hypochromic  red  blood  cells  with 
anisocytosis,  burr  cells,  ovalocytes, 
schistocytes,  and  occasional  target 
cells.  Hemoglobin  was  11.4  g/dl 
with  MCV  76  fl;  MCH  25  pg; 
reticulocyte  count  0.4  per  cent  (cor- 
rected for  hemoglobin),  Fe  33  ug/dl 
(nl  60-150),  TIBC  324  ug/dl  (nl 
280-400);  Fe  saturation  10  per  cent; 
ferritin  63  ng/ml  (nl  26-250).  Other 
laboratory  values  were:  K 3.2 
mmoles/1;  CO2  30  mmoles/1,  BUN 
15  mg/dl,  creatinine  1.1  mg/dl; 
GOT  65  lU/1;  LDH  278  lU/1; 
albumin  3.3  g/dl.  Other  liver  en- 
zymes were  normal.  Thyroid  studies 
included  T4  7.9  ug/dl  (nl  5.5-11.5) 
and  T3  Uptake  34  per  cent  (nl 
30-40). 

During  his  hospital  course,  his 
diastolic  blood  pressure  ranged 
from  110-115  mmHg.  Clonidine 
(Catapres)  was  reinstituted.  A bone 
marrow  biopsy  revealed  stainable 
iron,  some  erythroid  hyperplasia, 
and  slight  plasmacytosis  but  no 
overt  evidence  of  malignancy.  A 
renal  arteriogram  revealed  normal 
renal  arteries,  a web  in  the  right 


OCTOBER,  1987,  VOL.  83  481 


Figure  2.  Histologically,  adrenal  cortical  carcinomas  contain  pleomorphic  nuclei 
with  large  nuclei.  Lipid  material  can  be  seen  in  the  cytoplasm.  They  are  differentiated 
from  adrenal  cortical  adenomas  by  capsular  invasion,  vascular  invasion  or  other 
evidence  of  metastasis.  Necrosis  and/or  calcification  are  more  frequently  seen  in  the 
carcinomas  than  in  the  adenomas. — Anderson’s  Pathology,  Edited  by  Kissane,  John,  M.  D.,  C.  V.  Mosby 
Co.,  1985:  I44J-44. 


iliac  artery,  splaying  of  the  right 
renal  vessels  superiorly  with  small 
tumor  vessels  on  the  right.  A saline 
infusion  suppression  test  (two  liters 
NS/four  hours)  revealed:  pre-saline 
aldosterone  42.2  ng/dl  (nl  3-9),  post- 
saline aldosterone  37.9  ng/dl  (nl  3-9) 
and  post-saline  renin  0.3  ng/ml/hour 
(nl  0.6-1. 9).  The  presaline  renin  sam- 
ple was  lost.  A CT  scan  of  the  ab- 
domen revealed  a 15xl5xlO-cm 
heterogeneous  mass  with  dystrophic 
calcification  in  the  right  suprarenal 
area  extending  to  the  liver  superior- 
ly and  into  the  kidney  inferiorly. 
There  was  extensive  involvement  of 
the  portal  region  but  no  definite 
evidence  of  portal  obstruction.  The 
mass  appeared  to  extend  into  the 
right  posterior  abdominal  wall. 

Other  findings  included  thrombosis 
of  the  inferior  vena  cava, 
retroperitoneal  adenopathy,  ascitic 
fluid  and  a small  right  pleural  effu- 
sion. Urine  cortisol  was  1000  ug/24° 
(nl  10-100),  urine  17-Ketosteroids 
were  30.6  mg/24 ° (nl  5-23,  and 
urine  aldosterone  was  36.8  mcg/24° 
(nl  25/100).  Plasma  cortisol  was  43 
ug/dl  at  1:00  PM  (nl  2-25).  Urinary 
free  catecholamines  were  17 
mcg/24°  (less  than  103  meg  per  24 
hours  nl). 

He  was  treated  preoperatively 
with  aminoglutethamide  (Cytadren) 
and  metyrapone  (Metopirone),  and 
serum  cortisol  fell  to  4.7  ug/dl 
within  two  days.  Aldactone  50  mg 
po  tid  was  begun.  He  underwent 
resection  of  the  right  adrenal  gland 


and  mass,  right  kidney  and  the  in- 
ferior vena  cava.  His  operative 
course  was  complicated  by  massive 
hemorrhage  necessitating  aortic 
clamping,  hypoxemia,  ventricular 
tachycardia,  and  two  episodes  of 
cardiac  arrest.  He  suffered  cardiac 
arrest  36  hours  postoperatively  and 
was  not  successfully  resuscitated. 
Surgical  pathology  revealed  malig- 
nant adrenocortical  adenocarcinoma 
with  invasion  of  the  inferior  vena 
cava.  The  right  kidney  was  com- 
pressed by  adrenal  tumor  and  focal 
mild  chronic  pyelonephritis  was 
present. 

Discussion 

Primary  hyperaldosteronism,  an 
uncommon  condition  accounting 
for  less  than  one  per  cent  of  all 
hypertension,  is  usually  associated 
with  an  aldosterone-producing 
adenoma  (Conn’s  syndrome). 
However,  in  one  third  of  the  cases  it 
is  due  to  nodular  hyperplasia  of  the 
zona  glomerulosa  (idiopathic 
hyperaldosteronism). 
Hyperaldosteronism  secondary  to  an 
adrenal  carcinoma  is  an  even  rarer 
occurrence.  Primary 
hyperaldosteronism  can  occur  in  all 
age  groups  but  is  most  common 
between  30  and  50  years.  Adenomas 
are  more  common  in  females  and 
occur  more  frequently  in  the  left 
gland  but  idiopathic 
hyperaldosteronism  occurs  with 
equal  frequency  in  both  sexes.  ‘ 


Primary  hyperaldosteronism  is 
characterized  by  hypertension, 
hypokalemia,  hypernatremia, 
elevated  blood  and  urinary 
aldosterone  levels,  and  decreased 
plasma  renin  levels.  The 
hypokalemia  gives  rise  to  a 
nephropathy  manifested  by 
polyuria,  polydipsia,  and  a 
hypokalemic  alkalosis  which  in  turn 
gives  rise  to  episodic  weakness, 
paresthesias,  transient  paralysis,  and 
tetany. 

Physiology 

The  renin-angiotensin  mechanism 
regulates  aldosterone.  The  jux- 
taglomerular cells  of  the  kidney 
store  renin,  which  is  secreted  in 
response  to  a drop  in  blood  volume 
and  flow  in  the  afferent  renal 
arterioles.  Renin  converts  angioten- 
sinogen  to  angiotensin  I which  is 
converted  to  angiotensin  II  by  the 
angiotensin  converting  enzyme. 
Angiotensin  II  leads  to  vasoconstric- 
tion and  stimulation  of  aldosterone. 
Sodium  and  water  retention  in- 
creases blood  volume,  which  in  turn 
decreases  renin  and  aldosterone. 

The  renin  angiotensin  system  is 
the  primary  stimulant  of  aldosterone 
production  in  normal  persons. 
Potassium,  adrenocorticotrophin,  or 
both,  may  stimulate  the  production 
of  aldosterone  when  the  renin- 
angiotensin  system  is  disrupted  such 
as  by  nephrectomy  or  when  sup- 
pressed by  high  salt  load.  In  pa- 
tients with  primay  hyperaldoster- 
onism increased  extracellular  fluid 


Figure  3.  The  CT  abdomen  reveals  a 
15  X 15  X 15-cm  heterogeneous 
suprarenal  mass  extending  into  the  liver, 
right  kidney,  and  possibly  the  right 
posterior  abdominal  wall. 


482  THE  WEST  VIRGINIA  MEDICAL  JOURNAL 


volume  and  decreased  serum 
potassium  concentration  result  in 
renin  suppression;  thus  the  major 
stimuli  for  aldosterone  production 
are  removed.  It  is  this  dissociation 
of  aldosterone  production  from  the 
renin-angiotensin  system  that  has 
been  the  basis  for  most  diagnostic 
tests  for  primary 
hyperaldosteronism. ^ 

Diagnostic  Evaluation 

Before  measuring  aldosterone  and 
renin,  the  metabolic  consequences 
of  increased  aldosterone  production 
can  be  used  in  the  clinical  workup 
of  patients  with  primary 
hyperaldosteronism.  The  following 
observations  are  often  useful: 

1.  Urinary  potassium  loss  greater 
than  40  mmol/24  hours  at  a 
time  when  plasma  potassium  is 
low  (less  than  3.5  mmol/1). 

2.  An  exaggerated  kaliuresis  with 
diuretic  therapy  or  sodium 
loading,  often  with  a fall  in 
plasma  potassium. 

3.  A rise  in  plasma  potassium 
with  sodium  restriction.^ 

Hiramatsu  et  al.  measured  serum 
sodium,  potassium,  plasma  renin  ac- 
tivity (PRA),  plasma  aldosterone 
concentration  and  aldosterone-PRA 
ratio  in  348  patients  with  hyperten- 
sion. Although  characteristic  find- 
ings in  patients  with  aldosterone- 
producing  adenomas  include 
hypertension,  hypokalemia,  increas- 
ed plasma  aldosterone  concentration 
and  suppressed  PRA,  there  have 
been  exceptions.  Normokalemia  is 
well  documented  in  some  patients 
with  aldosterone-producing 
adenoma.  Although  a suppressed 
PRA  is  found  in  association  with 
aldosterone-producing  adenoma,  30 
per  cent  of  essential  hypertensives 
have  “low  renin  hypertension.” 
Testing  the  unresponsiveness  of  PRA 
after  administration  of  diuretics 
and/or  salt  restriction  is  of  limited 
diagnostic  value  since  some  patients 
with  aldosterone-producing 
adenoma  show  an  increase  of 
plasma  renin  activity  in  response  to 
the  aforementioned  stimuli.  Also, 
the  diurnal  and  day-to-day  variations 
of  the  plasma  aldosterone  concen- 
tration hinder  its  usefulness  as  a 
diagnostic  test."^ 

Streeten  et  al.  measured  plasma 
aldosterone  concentration  after  two 


liters  of  a 0.9  per  cent  NaCl  solu- 
tion were  infused  intravenously  over 
four  hours.  Preinfusion  and  postin- 
fusion aldosterone  levels  were  ob- 
tained. They  found  a plasma 
aldosterone  concentration  greater 
than  8.5  ng/dl  after  the  saline  infu- 
sion in  17  of  their  22  patients  with 
primary  hyperaldosteronism. ^ 

Spironolactone  has  also  been  used 
to  establish  the  diagnosis  of  primary 
hyperaldosteronism  via  a long  test 
and  a short  test: 

The  long  test  consists  of  giving 
400  mg  daily  for  four  weeks. 
Presumptive  evidence  for  mak- 
ing a diagnosis  is  correction  of 
hypokalemia  and  hypertension. 
In  the  short  test  400  mg  is  ad- 
ministered daily  for  four  days. 
Presumptive  evidence  for  mak- 
ing a diagnosis  is  present  if  the 


^ 4 rimary  hyper- 
Mr  aldosteronism  is 
characterized  by  hyperten- 
sion, hypokalemia,  hyper- 
natremia, elevated  blood 
and  urinary  aldosterone 
levels,  and  decreased 
plasma  renin  levels,  y y 


serum  potassium  increases  during 
therapy  but  decreases  when 
discontinued.^ 

Adenoma  vs.  Hyperplasia 

While  primary  hyperaldosteronism 
associated  with  an  aldosterone- 
producing  adenoma  is  a distinct 
clinical  entity,  idiopathic  adrenal 
hyperplasia  is  a variant  of  essential 
hypertension.  Differentiating  these 
two  forms  is  of  clinical  importance 
because  of  therapeutic  implications. 
An  adenoma  removed  surgically 
results  in  cure  in  about  50  per  cent 
while  surgical  intervention  in 
idiopathic  adrenal  hyperplasia  is 
seldom  curative.  Patients  with 
primary  aldosteronism  and  those 
with  essential  benign  hypertension 
can  be  distinguished  from  patients 
with  aldosterone-producing 
adenoma  by  their  responses  to 
postural  changes  after  extracellular 
fluid  volume  expansion.  A sup- 
pressive stimulus  consisting  of  high 
salt  intake  and  fludrocortisone  ad- 


ministration was  used  to  minimize 
the  known  enhancement  of  sodium 
excretory  capacity  seen  in  hyperten- 
sion. The  renin  angiotensin  system 
is  the  major  influence  in  hyperplasia 
whereas  adenomas  are  governed 
primarily  by  adrenocorticotrophin. 
This  has  enabled  a biomedical 
separation  of  these  patients  to  be 
made  on  the  basis  of  their  response 
to  a change  in  upright  posture  dur- 
ing the  morning,  when  plasma  cor- 
ticotrophin  concentration  is  falling. 
Plasma  aldosterone  rose  in  patients 
with  hyperplasia  and  essential 
hypertension  and  fell  in  those  with 
adenomas.  The  different  behavior  of 
patients  with  hyperplasia  to  pro- 
longed erect  posture  cannot  be  ex- 
plained by  insensitivity  to 
adrenocorticotrophin  but  could  be 
due  to  a relative  increase  in  sen- 
sitivity to  angiotensin. 

In  patients  with  adenomas  the 
aldosterone:cortisol  ratio  is  higher 
in  the  affected  gland  and  lower  in 
the  non-affected  gland  than  in  the 
inferior  vena  cava,  indicative  of 
aldosterone  secretion  causing  con- 
tralateral adrenal  suppression.  The 
ratio  from  both  adrenals  was  higher 
than  that  in  the  lower  inferior  vena 
cava  in  patients  with  idiopathic 
adrenal  hyperplasia  and  essential 
hypertension.  The  use  of  this  ratio 
provides  not  only  correct  lateraliza- 
tion in  adenomas  but  also  sustan- 
tiates  the  provisional  biochemical 
diagnosis  of  hyperplasia  or  adenoma 
as  made  from  the  suppression  study 
mentioned  above.^ 

In  patients  with  aldosterone- 
producing  adenoma,  administration 
of  diuretics  and  salt  restriction 
significantly  elevates  plasma  renin 
activity  (PRA).  The  plasma 
aldosterone-PRA  ratio  was  always 
elevated  inappropriately,  i.e.  greater 
than  400,  in  patients  with 
aldosterone-producing  adenoma.  In 
patients  with  essential  hypertension, 
the  plasma  aldosterone-PRA  ratio 
was  less  than  200.  It  was  suggested 
that  an  elevation  of  plasma 
aldosterone-PRA  ratio  of  greater 
than  400  is  a useful  screening  tool 
for  the  prediction  of  aldosterone- 
producing  adenoma  among 
hypertensive  patients  since  the  renin 
angiotensin  system  seems  to  be  a 
major  factor  controlling  aldosterone 
secretion  in  normal  subjects.^ 
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While  hyperplasia  responds  well 
to  medical  therapy,  adenoma  is 
surgically  curable  in  50  per  cent  of 
patients  but  also  responds  to 
medical  therapy.  Adenoma  localiza- 
tion tests  include  noninvasive 
studies  such  as  ultrasonography, 
adrenal  scintography  and  com- 
puterized tomographic  scan- 
ning, and  invasive  studies  such  as 
adrenal  arteriography  and 
venography  with  selective 
catheterization  of  adrenal  veins  for 
aldosterone  levels.' 

Therapy 

The  preoperative  preparation  of 
patients  undergoing  adrenalectomy 
for  aldosterone-producing  adenomas 
includes  correction  of  pre-existing 
hypokalemia,  dietary  sodium  restric- 
tion and  spironolactone  administra- 
tion. Usually,  100-400  mg  of 
spironolactone  are  required  daily. 


i ^ atients  with 

JL  primary  aldoster- 
onism and  those  with 
essential  benign  hyper- 
tension can  be  dis- 
tinguished from  patients 
with  aldosterone- 
producing  adenoma  by 
their  responses  to 
postural  changes  after  ex- 
tracellular fluid  volume 
expansion,  y y 


Spironolactone  is  also  employed 
in  the  medical  therapy  of  primary 
hyperaldosteronism  due  to  bilateral 
adrenal  hyperplasia  or  in  patients 
with  adrenal  adenoma  who  are  poor 
operative  candidates.  Triamterene 
may  be  added  if  hypokalemia  is  not 
corrected  by  spironolactone  alone. ^ 

Adrenocortical  Carcinoma 

Adrenocortical  carcinoma  may  be: 
1)  functional,  i.e.,  producing 
clinically  recognizable  syndromes; 
or  2)  nonfunctional,  i.e.,  presenting 
as  an  abdominal  mass  or  metastatic 
lesion  without  steroid-related 
pathophysiology.  Biochemically 
functioning  tumors  have  been 


found  in  70-90  per  cent  of  patients 
with  adrenocortical  carcinoma. 
Suspicion  should  be  aroused  when 
the  physician  encounters  feminiza- 
tion in  men,  virilization  in  women, 
precocious  puberty  in  children  of 
either  sex,  and  Cushingoid  changes 
in  children  or  adults  of  either  sex. 
Malignancy  is  almost  always  found 
when  an  adrenal  mass  is  associated 
with  marked  signs  and  symptoms  of 
feminization  or  masculinization. 
Masculinity  syndromes  predominate. 
This  is  seen  in  adult  women  and 
prepubertal  girls  as  virilization  and 
in  boys  as  precocious  puberty. 
Estrogen  production  is  less  common 
than  androgen  production. 

It  is  necessary  to  distinguish  the 
adenogenital  syndrome  present  at 
birth  from  premature  masculiniza- 
tion or  feminization  that  occurs 
subsequently.  The  former  is  due  to 
an  enzymatic  abnormality  of  the 
adrenal  glands  and  is  treated 
medically;  the  latter  suggests  a 
malignancy  of  the  adrenal  gonad. 

Adrenal  malignancies  are  more 
often  manifested  as  Cushing’s  syn- 
drome than  masculinization  or 
feminization  syndromes.  Since 
benign  cortical  tumors  and 
hyperplastic  glands  are  usually 
small,  a high  index  of  suspicion  of 
malignancy  should  be  held  if 
Cushing’s  syndrome  is  accompanied 
by  a palpable  abdominal  mass. 
Malignancy  is  found  more  often  in 
children  with  Cushing’s  syndrome 
than  in  adults.  Malignancy  is  also 
suggested  when  pronounced 
masculinization  or  feminization  is 
associated  with  elevated  levels  of 
urinary  17-ketosteroids. 

Other  presenting  signs  of 
adrenocortical  carcinoma  include: 
abdominal  mass  (45-50  per  cent), 
abdominal  pain  (40  per  cent),  and 
weight  loss  and  fever  (38  per  cent). 
A 24-hour  urine  collection  for 
17-ketosteroids  and  17-OHCS 
steroids  can  confirm  the  diagnosis. 
The  normal  excretion  of 
17-ketosteroids  is  15  ± 5 mg  for 
men  and  10  ± 5 mg  for  women 
per  24  hours;  however,  in  patients 
with  adrenal  malignancies  the  excre- 
tion is  around  50-200  mg/24  hours. 
Seventeen-OHCS  steroid  levels  are 
commonly,  though  less  often, 
elevated. 


Preoperatively,  computed 
tomography  is  employed  to  evaluate 
tumor  size  and  the  possibility  of  in- 
vasion of  the  surrounding  tissue. 

The  abdominal  aortogram  confirms 
the  tumor’s  presence  and  permits 
assessment  of  its  location,  size,  and 
blood  supply.  Inferior  vena  cava 
catheterization  is  indicated  in  almost 
all  lesions  suspected  of  being  malig- 
nant. Adrenal  vein  sampling  for  ap- 
propriate hormones  will  provide 
localization  if  tumors  of  patients 
with  endocrine  syndromes  are  not 
visualized  on  arteriography  or  com- 
puted tomography.  Venography  is 
also  employed  to  assess  tumor  ex- 
tension into  the  inferior  vena  cava 
in  previously  localized  tumors. 
Preparation  for  surgery  must  in- 
clude steroid  replacement  since  the 
contralateral  gland  may  have  been 
suppressed  by  the  tumor.® 

In  the  aforementioned  case  the 
elevation  of  serum  cortisol  was  un- 
doubtedly secondary  to  the  large 
mass  of  adrenocortical 


i i Suspicion  should  he 
aroused  when  the 
physician  encounters 
feminization  in  men, 
virilization  in  women, 
precocious  puberty  in 
children  of  either  sex, 
and  Cushingoid 
changes  . . . y y 


carcinoma  and  was  obviously  of  re- 
cent onset  since  no  features  of 
Cushing’s  syndrome  were  apparent. 
The  elevated  plasma  aldosterone 
with  a normal  urine  aldosterone 
could  be  explained  by  any  of  the 
following:  (a)  the  zona  glomerulosa 
was  normal,  (b)  the  assay  was  not 
detecting  the  mineralocorticoid  ex- 
creted (i.e.  DOC,  DOCA)  that  was 
producing  the  elevated  plasma  level 
or,  (c)  lab  error.  Although  the  initial 
hypokalemia  responded  to 
potassium  supplementation  and 
Aldactone,  in  view  of  the  profound 
initial  hypokalemia,  the  plasma 
adlosterone-to-renin  ratio  should 
have  been  repeated  or  other  tests 
employed. 
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Generic/Trade  Names 

Generic  names  and  trade  names 
(in  parentheses)  of  drugs  mentioned 
in  this  article  are  clonidine 
(Catapres),  aminoglutethamide 
(Cytadren),  and  metyrapone 
(Metopirone). 
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with  a “built-in,”  programmable 
calculator  (Hewlett-Packard;  Clinical 
Data  Service,  Inc.).  In  Addition, 
most  of  the  modern  ICU  bedside 
monitors  (Marquett  Electronic,  Inc.; 
Gould  Electronics;  Hewiett-Packard) 
and  cardiac  output  computers 
(Waters  Instruments,  Inc.)  already 
have  a program  incorporated  which 
allows  some  hemodynamic  variables 
to  be  obtained. 

Through  the  APP,  the  three  com- 
ponents of  the  cardiovascular 
system  (preload,  afterload  and  car- 
diac pump)  can  be  evaluated 
separately  (Eigure  1).  Eurther,  some 
respiratory,  oxygen  transport  and 
oxygen  consumption  variables  can 
also  be  determined. 
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Introduction 

In  some  critically  ill  patients, 
hypotension,  hypoxemia  and 
oliguria  cannot  be  explained  despite 
close  monitoring  of  pulse  rate,  cen- 
tral and  systemic  blood  pressure. 
The  fact  that  fluid  overload, 
hypovolemia,  pulmonary  edema  and 
tissue  hypoperfusion  can  develop  in 
patients  with  normal  systemic  blood 
pressure  and  arterial  oxygen  ten- 
sion, indicates  that  some  additional 
hemodynamic,  respiratory,  oxygen 
transport  and  oxygen  consumption 
variables  should  be  considered  in 
the  diagnosis  and  treatment  of  high- 
risk,  critically  ill  patients. 

The  introduction  in  critical  care 
of  the  pulmonary  artery  catheter 
and  later  development  of  the 
“Automated  Physiologic  Profile” 
(APP)  have  provided  the  critical  care 


specialist  with  rapid  and  easy  bed- 
side measurement  of  some  very 
useful  cardiovascular,  respiratory 
and  metabolic  parameters.  This  in- 
formation can  be  obtained  as  fre- 
quently as  needed  in  order  to  guide 
the  therapy  rationally  with  inotropic 
and  vasoactive  drugs  as  well  as  fluid 
administration. 

The  “Automated  Physiologic  Pro- 
file” can  be  obtained  with  a simple 
pocket  calculator,  though  a signifi- 
cant amount  of  time  can  be  saved 

RVF 


( preload ) ( pump ) ( afterload ) 

CVP  RVSWI,SI  PVR 


Obtaining  a physiologic  profile  is 
indicated  for  the  assessment  of  pa- 
tients with  a wide  variety  of 
conditions: 

1 ) management  of  hypotension  and 
circulatory  shock 

2)  assessment  of  cardiac  function 
in: 

a)  congestive  heart  failure 

b)  myocardial  infarction 

c)  cardiomyopathies 

d)  valvular  dysfunction 

e)  pericardial  tamponade 

f)  cardiovascular  surgery 

g)  monitoring  of  the  surgical 
patient  with  unstable  cardio- 
vascular status 

3)  fluid  status  in: 

a)  acute  renal  failure 

b)  shock 

c)  burn 

d)  sepsis 

e)  liver  failure 


RA 


SVC 


RV 


PA 


V 

LA 

LV 

PV 

A 

! 

CWP  LVSWI.SI  SVR 

( preload ) ( pump ) ( afterload ) 

\ 2: ^ / 

LVF 

Figure  1.  Cardiovascular  compartments  and  hemodynamic  variables  representing 
them.  (See  glossary  for  abbreviations.) 
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TABLE  1 

Physiologic  Profile  (see  glossary  for 
abbreviations) 


Hemodynamic  Values 

Syst  BP  (M) 

_PA  Syst  (M) 

_CO  (M) 

Dias  BP  (M) 

PA  Dias  (M) 

_CI  (C) 

_31AP  (C) 

_MPAP  (C) 

_HR  (M) 

_CVP  (M) 

_PCWP  (M) 

_SV  (C) 

_SVR  (C) 

_PVR  (C) 

-SI  (C) 

_SVR1  (C) 

_PVRI  (C) 

_LVSWI  (C) 
_BSA  (C) 

Blood  Gases 

_PaOj  (M) 

^aDOj  (C) 

-P50  (C) 

—Art  pH  (M) 

_PvO^  (M) 

Temp  (M) 

_jtrt  BE  (M) 

_MV  pH  (M) 

— Hgb  (M) 

— PaCO^  (M) 

_MV  BE  (M) 

— F,0,  (M) 

—SaOj  (M) 

—SvO^  (C) 

— VO2  (C) 

—CaOjtM) 

_Cv02  (C) 

— VO,l  (C) 

(C) 

_SvD02  (C) 

_02ER  (C) 

-DOq  (C) 

-Qs/Qt  (C) 

(M)  = measured  parameters 

(C)  = calculated  parameters 

4)  respiratory  distress: 

a)  to  differentiate  cardiogenic 
from  non-cardiac  causes 

b)  as  an  aid  in  diagnosis  of 
pulmonary  hypertension 
(pulmonary  vs. 
non-pulmonary) 

5)  monitor  therapy: 

a)  vasodilators  (CHF,  dissenting 
aortic  aneurysm) 

b)  inotropics  (low  cardiac  output 
states,  shock) 

c)  fluid  replacement 

d)  barbiturate  coma 

Methodology 

In  order  to  calculate  the  different 
variables  of  a physiologic  profile, 
the  measured  parameters  listed  in 
Table  1 are  needed.  This  informa- 
tion is  collected  at  the  bedside  with 
the  use  of  pulmonary  artery 
catheter  and  cardiac  output  com- 
puter. Cardiac  outputs  are  obtained 
by  thermodilution  technique. 

For  blood  gas  analysis,  two  blood 
samples  are  withdrawn 
simultaneously,  one  from  the 
pulmonary  artery  port  (mixed 
venous),  the  other  from  a systemic 
artery.  The  mixed  venous  sample 
should  be  withdrawn  slowly  (1 
cc/20  sec)  to  avoid  aspiration  of 
arterialized  blood  from  the 
pulmonary  capillary  or  pulmonary 
vein  territory. 


When  the  above  data  is  fed  into 
one  of  the  previously  mentioned 
computers,  the  calculated,  derived 
variables  outlined  in  Table  1 will  be 
obtained.  These  variables  can  be 
separated  into  two  categories:  A) 
Hemodynamics,  related  to  the  car- 
diovascular system;  and  B)  “Blood 
Gases,”  concerning  gas  exchange, 
oxygen  delivery  and  oxygen 
consumption. 

In  addition,  plotting  the  patient’s 
left  ventricular  stroke  work  index 
(LVSWI)  and  capillary  wedge 
pressure  (CWP)  over  a Sarnoff’s 
ventricular  function  curve,  the  level 
of  myocardial  performance  can  be 
determined  (Figure  2). 

Derived  Hemodynamic 
Parameters 

A)  Cardiac  Index  (Cl)  = Cardiac  Output  . 

BSA  ’ 

Normal  2. 5-4. 5 L min  '.m^ 

Cl  is  increased  by:  anemia,  exer- 
cise, sepsis,  hyperthyroidism, 
positive  inotropic  drugs. 

Cl  is  decreased  in:  cardiogenic 
shock,  hypovolemia,  congestive 
heart  failure,  large  pulmonary  em- 
bolism, cardiomyopathies,  pericar- 
dial diseases,  negative  inotropic 
drugs. 

B)  Stroke  Volume  (SV)  = CO 

Normal  60-85  ml  HR  » 

Stroke  Volume  Index  (SI)  = CI 

TTr  > 

Normal  35-48  ml  m'^ 

SI  is  increased  in:  sepsis, 
bradycardia,  positive  inotropics, 
hypervolemia,  hypertension,  aortic 
regurgitation,  physical  fitness  and 
“high  output  failure.” 

SI  is  decreased  in:  hypovolemia, 
cardiogenic  shock,  cardio- 
myopathies, aortic  stenosis,  and 
negative  inotropics. 

C)  Left  Ventricular  Stroke  Work  Index  (LVSWI)  = 

LVSWI  =(ClxMAP)  X 13.6; 

HR 

Normal  44-70  gm.m.m^ 

LVSWI  increases  in  hypervolemic 
states  and  hypertension. 

LVSWI  decreases  in:  left  ven- 
tricular failure,  cardiogenic  shock, 
severe  aortic  stenosis,  and  late 
stages  of  septic  shock. 


D)  Systemic  Vascular  Resistance  (SVR)  = 

SVR  = (MAP— CVP)  X 79.9; 

CO 

Normal  800-1200  dyne. sec.  ‘cm‘^ 

Systemic  Vascular  Resistance  Index  (SVRI)  = 

SVRI  = (MAP— CVP)  X 79.9; 

Cl 

Normal  1500-2600  dyne.sec.  'cm  ^.m'^ 

SVRI  increases  in:  hypertension, 
hypovolemia,  cardiogenic  shock, 
left  ventricular  failure,  hypothermia 
and  vasoconstrictive  drugs. 

SVRI  decreases  in:  sepsis, 
arteriovenous  fistulas,  hyperthermia, 
hypervolemia,  liver  failure,  and 
vasodilators. 

E)  Right  Ventricular  Stroke  Work  Index  (RVSWI)  = 
RVSWI=(C1— MPAP)  X 13  6; 

HR 

Normal  7-10  gm.m.m  ^ 

RVSWI  is  increased  in:  pulmonary 
hypertension,  pulmonary  embolism, 
left  ventricular  failure,  mitral 
valvulopathies,  and  hypervolemia. 

RVSWI  is  decreased  in:  right  ven- 
tricular failure,  hypovolemia,  car- 
diogenic shock,  and  severe 
pulmonic  valve  stenosis. 

F)  Pulmonary  Vascular  Resistance  Index  (PVRI)  = 

PVRl  =(MPAP— CWP)  X 79.9; 

Cl 

Normal  80-240  dyne.sec.  ’em  ^.m‘^ 

PVRI  increases  in:  pulmonary 
hypertension,  pulmonary  embolism, 
left  ventricular  failure,  mitral  valve 
disease,  adult  respiratory  distress 
syndrome  (ARDS),  congestive  heart 
failure,  mechanical  ventilation  and 
positive  and  expiratory  pressure 
(PEEP). 

PVRI  is  decreased  by  therapy 
with  nitroprusside,  isoproterenol 
and  nitroglycerine. 

Interpretation  of 
Hemodynamic  Profile 

The  variables  obtained  with 
hemodynamic  profiles  can  be 
separated  into  three  groups:  values 
representing  preload,  pump  and 
afterload  (Figure  1). 

The  most  frequent  conditions  af- 
fecting the  different  cardiovascular 
“compartments”  are  listed  in  Table 
2.  A further  evaluation  of  the  right 
and  left  myocardial  performance 
can  be  done  independently:  “right 
heart”  by  CVP,  RVSWI  and  PVR; 
“left  heart”  by  CWP,  LVSWI  and 
SVR. 
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TABLE  2 

Conditions  Affecting  Preload,  Pump  and  Afterload 


Increase 

Decrease 

Preload 

Hypervolemia 

Hypovolemia 

(CVP,  CWP) 

Congestive  Failure 

Nitroglycerine 

Cardiogenic  Shock 
Valvular  Heart  Disease 

Nitroprusside 

Pump 

Hyperdynamic  States 

Cardiomyopathies 

(SI,  LVSWI,  RVSWI,  Cl) 

Hypervolemia 

Myocardial  Necrosis 

Inotropics  ( + ) 

Valvulopathies 

Exercise 

Pulmonary  Embolism 
High  PEEP 

Afterload  (SVR,  SVRI) 

Hypertension 

Sepsis 

Hypovolemia 

Hyperthermia 

Low  Cardiac  Output 

Anemia 

Vasopressors 

A-V  Fistula 

Hypothermia 

Vasodilators 

TABLE  3 

Therapeutic  Measures  to  Modify  Preload,  Pump  and  Afterload 

Increased 

Decreased 

Preload 

Fluids  (Colloids  or  Crystalloids) 

Diuretics 

Trendelenberg  Position 

Nitroglycerine 

Straight  Leg  Elevation 

Phlebotomy 

MAST  Garment 

Tourniquets 

Pump 

Beta,  Sympathicomimetic  Agents 

Beta,  Blockers  (Propranolol, 

(Dopamine,  Dobutamine) 

Metaprolol) 

Phosphodiesterase  Inhibitors 

Calcium  Channel  Blockers 

(Amrinone) 

(Verapamil) 

Afterload 

Alpha,  Sympathicomimetic  Agonist 

Nitroprusside,  Captopril, 

(Norepinephrine,  Phenylephrine, 

Apresoline,  Nifedipine, 

High  Dose  Dopamine) 

Intra-aortic  Balloon  Pump 

MAST  Garment 


In  most  instances,  the  above 
values  will  determine  if  the  patient 
has  preload,  pump  or  afterload 
failure.  The  following  alteration 
characterizes  each  of  these  groups: 


CVP  CWP  Cl  LVSWI  SI  SVRI 


A)  Preload  Failure  I 

(Hypovolemic)  * 

B)  Pump  Failure  A 

(Cardiogenic)  ' 

C)  Afterioad  Failure  

(Vasogenic) 


M 1 M 
1 W M 
= t 1 t 1 


Occasionally,  the  values  of  the 
hemodynamic  profile,  though  ab- 
normal, are  not  typical  for  any  of 
the  above  conditions.  These 
atypical  profiles  can  be  obtained 
from  patients  already  under  therapy 
with  vasoactive  drugs,  diuretics  or 
fluids  as  well  as  those  with  a combi- 
nation of  either  poor  left  ventricular 
function,  sepsis  and/or  hypovolemia. 


Management  Through 
Hemodynamic  Monitoring 

Upon  obtaining  and  interpreting 
the  profile  and  reaching  a diagnosis, 
treatment  should  be  started.  The 
need  to  correct  any  of  the  abnormal 
values  will  be  determined  by  the 
patient’s  clinical  condition  and  the 
goal  of  therapy. 

Therapeutic  intervention  can  be 
done  by  pharmacologic  and 
mechanical  means  following  the  ap- 
proach in  Table  3.  Once  therapy  is 
either  established  or  readjusted,  its 
effect  should  be  evaluated  by  serial 
determinations  of  physiologic 
profiles. 

Survival  of  critical-care  patients  is 
closely  related  to  optimal  supply  of 
oxygen  and  nutrients  to  the  dif- 
ferent organ  systems.  The  main 


function  of  the  cardiopulmonary 
system  is  to  maintain  the  amount  of 
oxygen  delivery  necessary  for  tissue 
metabolic  needs.  When  oxygen 
supply  does  not  match  the  demand, 
a deficit  of  oxygen  at  the  cellular 
level  develops,  causing  alteration  of 
normal  cellular  functions  leading  to 
anaerobic  metabolism,  cellular 
degeneration  and  cellular  death. 
Calculating  oxygen  transport  and 
oxygen  consumption  variables 
enables  the  determination  of  the 
balance  between  oxygen  demand 
and  supply. 

In  this  part  of  the  physiologic 
profile,  information  is  obtained  of 
the  oxygen  delivery  (DO2)  and  con- 
sumption (VO2).  Further,  the  rela- 
tionship between  oxygen  demand 
and  oxygen  supply  can  be  deter- 
mined by  the  oxygen  extraction 
ratio  (O2ER)  and  arteriovenous  ox- 
ygen content  difference  (A-VO2 
Diff).  Under  normal  metabolic  con- 
ditions, the  O2ER  is  approximately 
25  per  cent  of  theb02,  and  the  A- 
VO2  Diff  5 ml  02/dl.  Therefore,  if 
the  arterial  blood  is  fully  saturated, 
the  mixed  venous  oxygen  tension 
(PVO2)  should  be  36-44  mmHg  and 


100 


5 10  15  20  25  30  35 


PCWP  mmHg 

Figure  2.  Sarnoff  ventricular  function 
curve. 

LVSWI — Left  ventricular  stroke  work 
index. 

PCWP — Pulmonary  capillary  wedge 
pressure. 
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Figure  3.  Diagram  of  oxygen  transport-consumption.  See  glossary  for  abbreviations. 


mixed  venous  oxygen  saturation 
(SvO:)  70-75  per  cent.  Abnormal 
values  of  02ER,A-V02  Diff  or  PvOi, 
in  the  absence  of  peripheral 
arteriovenous  shunting  or  abnormal 
affinity  of  oxygen  for  hemoglobin, 
would  indicate  a mismatch  between 
tissue  demand  for  oxygen  and  its 
supply. 

Additional  information  about 
pulmonary  gas  exchange  is  obtained 
in  this  part  of  the  profile  with  the 
intrapulmonary  shunt  (Qs/Qt)  and 
alveolar-arterial  oxvgen  gradient 
(A-aD02). 

The  Pso  or  the  oxygen  tension  at 
which  50  per  cent  of  hemoglobin  is 
saturated  is  also  calculated.  This 
value  would  indicate  the  position  of 
the  oxygen  hemoglobin  dissociation 
curve.  Under  normal  conditions,  the 
P50  is  approximately  27mmHg;  in 
other  words,  normal  adult  hemo- 
globin is  50  per  cent  saturated  at  a 
Pa02  of  27  mmHg.  A higher  Pw  in- 
dicates a shift  to  the  right,  and  a 
low^er  value  represents  a shift  to  the 
left. 

Derived  ‘Blood  Gases’ 
Variables 

Once  the  information  required  in 
Table  1 has  been  obtained  and  fed 
into  the  computer,  the  calculated 
physiologic  parameters  that  we  call- 
ed “Blood  Gases”  will  be  available. 
These  v'ariables  derived  from  the 
following  formulas: 

A)  Total  Oxygen  Delivery  (602)  = 

D02  = (1  36  X Hgb  X 10  X CO  X Sa02  x .003); 

Normal  800-1200  ml. min.  * 

Oxygen  Delivery  Index  (DOjI)  = 

D0,1=D02 
BSA  J 

Normal  500-700  ml  min.  'm  ^ 

B)  Total  Oxygen  Consumption  (V02)  = 

V02  = C0(Ca02— CvOz)  x 10; 

Normal  220-280  ml. min  ’ 

Oxygen  Consumption  Index  (V02l)  = 

VO;!  =VO; 

BSA  j 

Normal  110-160  ml  min  Vm'^ 


c)  Arteriovenous  Oxygen  Difference  (A-VO;  Diff 
or  avDO;)  = 

A-VO;  Diff  = CaO; — CvO;; 

Normal  3-5  ml.dl  * 

CaO;  = Hgb  X 1.36  x SaO;  PaO;  x 0 003 
CvO;  = Hgb  X 1-36  X SvO;  + PaO;  x 0.003 

D)  Alveloar — Arterial  Oxygen  Gradient  (A-aDO;)  = 

A-aD02  = PAO;  - PaO;, 

Normal  5-15  mmHg  on  room  air. 

This  gradient  increases  with  a higher  concentration 
of  F,0;. 

E)  V’enoarierial  Admixture  or  Intrapulmonary  Shunt 
(Qs/Q,)  = 

Qs/Q,  = C^-  Ca; 

C,-  Cv 
Normal  3-5% 

= alveolar  oxygen  content 
Ca  = arterial  oxygen  content 
Cv  = venous  oxygen  content 

Interpretation  of  ‘Blood 
Gases’  Profile 

The  data  obained  in  this  part  of 
the  profile  can  be  approached  and 
analyzed  in  a similar  manner  to  the 
steps  taken  above  to  interpret  the 
hemodynamic  variables. 

The  “oxygen  transport- 
consumption  system”  could  also  be 
divided  into  three  compartments, 
each  of  them  being  represented  by 
certain  variables  (Figure  3): 

A)  Pre-tissue  oxygen  load  is 
represented  by  the  oxygen 
delivery  ipOz).  A decreased  DO2 
results  from  low  cardiac  output, 
anemia  and  hypoxemia.  In- 
creased DO2  is  characteristic  of 
hyperdynamic  states:  sepsis, 
stress,  exercise,  agitation,  and  ex- 
cess catecholamines. 

B)  Tissue  metabolic  status  is 
deterrnined  by  oxygen  consump- 
tion (VO2I).  Decreased  VO2I 
results  from  hypothermia, 
hypothyroidism,  circulatory 
shock,  bartiburates,  sedatives, 
muscle  relaxants,  severe  reduc- 


tion in  DO2,  late  sepsis,  cyanide, 
carbon  monoxide,  and  improper 
mixed  venous  blood  sampling. 
IncreasedV02l  is  caused  by 
hyperthermia,  agitation,  exercise, 
early  sepsis,  hyperthyroidism, 
and  catecholamines. 

C)  Post-tissue  oxygen  load  is 
represented  by  PVO2  and  SVO2. 
Decreased  values  may  result  from 
anemia,  hypoxemia  or  low  car- 
diac output.  They  also  can  be 
caused  by  an  increased  oxygen 
consumption,  which  is  not 
matched  by  increased  DO2.  In- 
creased PVO2  is  seen  when  an  ex- 
cess of  oxygen  delivery  in  rela- 
tion to  demands  exists;  also  by 
left-shifted  oxygen  hemoglobin 
dissociation  curve  or  by  impaired 
cell  metabolism.  Occasionally,  the 
high  PVO2  represents  a mixed 
venous  sample  “contaminated” 
with  arterialized  blood  due  to  a 
fast  collection  of  the  sample  or 
arteriovenous  fistula. 

Once  the  interpretation  of  the 
“Blood  Gases”  profile  has  been 
completed,  any  significant  abnor- 
mality of  the  oxygen  transport- 
consumption  system  should  be 
corrected. 

Clinical  Applications 

The  following  case  illustrates  the 
diagnostic  and  therapeutic  applica- 
tions of  serial  physiologic  profiles  in 
a patient  admitted  to  ICU. 

Case  report:  A 51 -year-old 
stuporous  female  with  a negative 
medical  history  for  cardiac  or 
thyroid  disease  or  intake  of  any 
medication.  On  admission,  the  pa- 
tient’s temperature  was  29-9°C, 
pulse  55/min.  and  regular.  Her 
respiratory  rate  was  8 breaths/min. 
and  systemic  blood  pressure  90/65 
mmHg.  Skin  was  cool.  There  was 
no  thyroid  enlargement.  Heart 
sounds  were  distant,  soft  and 
regular.  No  murmur,  gallop  or  rub 
were  detected.  Breath  sounds  were 
diminished  but  there  were  no  rales 
or  wheezes.  A moderate  bilateral 
pleural  effusion  and  significant  car- 
diomegaly  were  present  on  chest  x- 
ray.  Electrocardiogram  showed 
junctional  rhythm. 


488  THE  WEST  VIRGINIA  MEDICAL  JOURNAL 


A pulmonary  artery  catheter 
(Swan-Ganz)  was  inserted  and  the 
following  profile  was  obtained: 


90 

SYST  BP 

26  PA  SYST 

3.80  CO 

65 

DIAS  BP 

14  PA  DIAS 

2.31 

Cl 

73 

MAP 

18  MPAP 

55 

HR 

2 

CVP 

8 CWP 

69 

sv 

1500 

SVR 

210  PVR 

42 

SVI 

2468 

SVRI 

346  PVRI 

37 

LVSWl 

1.65  BSA 

QUESTION  1:  Which  one  of  the 
following  conditions  is  least  likely 
to  be  compatible  with  the  above 
profile? 

a)  Hyperosmolar  coma 

b)  Ruptured  abdominal  aortic 
aneurysm 

c)  Sepsis 

d)  Addisonian  crisis 

e)  Hypothyroidism 

QUESTION  2:  A presumptive 
diagnosis  of  myxedema  coma  was 
made  and  Synthroid  500  meg  and 
Hydrocortisome  100  mg  were  ad- 
ministered intravenously.  The  pa- 
tient’s intravascular  volume  deficit 
was  corrected.  Twenty-four  hours 
later  the  systemic  blood  pressure 
was  95/65  mmHg  and  urine  output 
was  less  than  20  ml/hour.  A new 
profile  was  obtained  which  showed: 
CWP  18  mmHg,  Cl  2.3  L.min.  'm^ 
and  SVR  1479  dyne. sec.  'em  ^ A 
rhythm  strip  demonstrated  a regular 
sinus  rhythm  of  72  beats/min.  Body 
temperature  was  36.5°C.  At  this 
point  would  you  consider? 

a)  Phenylephrine 

b)  Fluid  challenge 

c)  Dobutamine 

d)  Isoproterenol 

e)  Norepinephrine 

QUESTION  3:  The  admission 
“Blood  Gases’’  profile  is  shown 
below. 


68  PaOj 

37  Pv02 

29.9  TEMP 

7.36  ART  PH 

7.35  MvPH 

9.8  HBG 

-2.1  ART  BE 

-0.5  MV  BE 

0.5  F.Oj 

97  SaOj 

86  SVO2 

59  VOj 

13  CaOj 

11.5  CvOj 

35  VO, I 

494  DOj 

1 .6  avD02 

0.12  0,ER 

300  DOjI 

41  QS/QT 

18.8  P50 

41  PaC02 

247  AaD02 

In  general,  the  least  likely  ex- 
planation for  a decreased  oxygen 
delivery  index  (b02l)  would  be? 

a)  Anemia 

b)  Carbon  monoxide  intoxication 


c)  Adriamycin  toxicity 

d)  Thyrotoxicosis 

QUESTION  4:  The  oxygen 

delivery  was  normalized,  but  the 
oxygen  consumption  index  remain- 
ed below  normal.  The  most  likely 
explanation  for  this  abnormality 
would  be? 

a)  Hypothermia 

b)  Myxedema 

c)  Arteriovenous  fistula 

d)  Administration  of  muscle 
relaxants  with  sedatives 

e)  All  of  the  above 

DISCUSSION:  Though  this  patient 
had  a negative  history  of  thyroid 
disease,  the  presence  of  hypother- 
mia, bradypnea  and  bradycardia  as 
well  as  clinical  findings  of  decreased 
mental  status,  brittle  hair,  nonpitting 
edema  and  slow  relaxation  phase  of 
the  deep  tendon  reflexes,  were  in- 
dications of  possible  myxedema 
coma.  This  was  later  confirmed  by 
a TT4  2 p,g/dl  and  TSH  50  ulU/ml. 

Answer  to  question  1 is  C:  Since 
sepsis  is  generally  characterized  by 
high  cardiac  output  and  low 
systemic  vascular  resistance.  The  in- 
itial profile  was  consistent  with 
hypovolemia  (low  CWP,  low  Cl  and 
high  SVR).  Hyperosmolar  coma, 
rupture  of  abdominal  aortic 
aneurysm,  and  Addisonian  crisis 
usually  present  with  hypovolemia. 
Hypothyroidism  causes  prolonga- 
tion of  the  pre-ejection  period, 
pericardial  effusion  and  bradyarryth- 
mias  which  can  result  in  a de- 
creased Cl.  In  addition,  a deficient 
intake  of  fluid  during  myxedema 
may  cause  a decrease  in  preload. 

Answer  to  question  2 is  C: 
Hypovolemia  can  mask  a depressed 
myocardial  function.  This  may  only 
become  manifest  after  fluid  correc- 
tion, as  it  happened  in  our  patient. 
The  low  cardiac  output  will  result 
in  a decreased  glomerular  filtration 
rate  and  urinary  output. 

Dobutamine  increases  cardiac  out- 
put and  decreases  SVR.  The  vaso- 
constrictive effect  of  phenylephrine 
and  norepinephrine  is  unwanted  in 
this  case  because  it  could  cause  fur- 
ther reduction  in  urinary  and  car- 
diac output.  The  arrhythmogenic 
properties  of  Isoproterenol,  and  the 
diversion  of  blood  flow  to  the 
mesenteric  and  skeletal  muscle  terri- 
tories caused  by  this  drug,  would 


make  its  use  a bad  choice.  Since 
CWP  is  already  optimal,  further  ad- 
ministration of  fluids  would  be 
contraindicated. 

Answer  to  question  3 is  d: 
Thyrotoxicosis  usually  presents  a 
hyperdynamic  state  with  highD02l. 
Reduction  of  any  of  the  three  main 
components  of  oxygen  delivery 
(CO,  Hgb  and  arterial  oxygen 
saturation)  could  affect  this  variable. 
Therefore,  anemia  and  carbon 
monoxide  intoxication  could  de- 
crease b02l.  Adriamycin,  a 
chemotherapeutic  agent,  can  cause 
cardiomyopathy  with  a significant 
decrement  in  cardiac  output  and 
DO2I. 

Answer  to  question  4 is  e:  The 
oxygen  consumption  obtained  in 
the  “Blood  Gases’’  profile  is 
calculated;  therefore,  in  the 
presence  of  an  arterio-venous 
fistula,  the  high  oxygen  saturation 
of  the  mixed  venous  sample  would 
underestimate  the  degree  of 
metabolic  rate.  Hypothermia  and 
hypothyroidism  decrease  the  tissue 
metabolic  activity  andV02l.  In  ICU, 
patients  are  occasionally 
iatrogenically  sedated  and  paralyzed 
during  mechanical  ventilation. This 
results  in  a decrease  in  muscle  ac- 
tivity and  oxygen  consumption. 

In  conclusion,  the  care  of  the 
critically  ill  patient  can  be 
significantly  improved  with  the  sim- 
ple determination  of  physiologic 
profiles.  These  variables  can 
markedly  expand  the  diagnostic  and 
therapeutic  horizons  of  physicians. 

Glossary 

A = Aorta 

AaDo2  or  A-aD02  = Alveolar  arterial 
oxygen  difference 
Art  BE  = Arterial  bases  excess 
avD02  or  A-VO2  Diff  = 

Arteriovenous  oxygen  difference 
BSA  = Body  surface  area 
Ca02  = Arterial  oxygen  content 
Cl  = Cardiac  index 
CO  = Cardiac  output 
CVO2  = Mixed  venous  oxygen 
content 

CVP  = Central  venous  pressure 
CWP  or  PCWP  = Pulmonary 
capillary  wedge  pressure 
DO2  = Oxygen  delivery 
DO2I  = Oxygen  delivery  index 
F1O2  = Fraction  of  inspired  oxygen 
HR  = Heart  Rate 
LA  = Left  atrium 
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LV  = Left  ventricle 
LVF  = Left  ventricular  function 
LVSW  = Left  ventricular  stroke 
work 

LVSWI  = Left  ventricular  stroke 
work  index 

MAP  = Mean  arterial  pressure 
MPAP  = Mean  pulmonary  artery 
pressure 

MV  BE  = Mixed  venous  base 
excess 

O2ER  = Oxygen  extraction  ratio 
PA  = Pulmonary  artery 
PaC02  = Arterial  carbon  dioxide 
tension 

PC  = Pulmonary  capillary 
PV  = Pulmonary  vein 
PVO2  = Mixed  venous  oxygen 
tension 

PVR  = Pulmonary  vascular 
resistance 

PVRl  = Pulmonary  vascular 
resistance  index 


Qs/Qt  = Pulmonary  shunt  fraction 
RA  = Right  atrium 
RV  = Right  ventricle 
RVF  = Right  ventricular  function 
RVSW  = Right  ventricular  stroke 
work 

RVSWI  = Right  ventricular  stroke 
work  index 

Sa02  = Arterial  oxygen  saturation 
SI  or  SVI  = Stroke  volume  index 
SV  = Stroke  volume 
SVC  = Superior  vein  cava 
SVO2  = Mixed  venous  oxygen 
saturation 

SVR  = Systemic  vascular  resistance 
SVRI  = Systemic  vascular  resistance 
index 

VO2  = Oxygen  consumption 
VO2I  = Oxygen  consumption 
index 
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In  My  Opinion 


Mandatory  AIDS  Testing  — Step  In  The  Wrong  Direction 


At  the  Annual  Delegates  Meeting 
of  the  state  Medical  Association,  a 
resolution  was  passed  to  ask  our 
state  legislators  to  enact  a law  re- 
quiring mandatory  testing  for  anti- 
HIV  of  all  hospital  and  presurgical 
patients,  persons  applying  for  a mar- 
riage license,  pregnant  women  and 
persons  convicted  of  sexual  crimes. 
The  resolution,  an  amalgamation  of 
several  resolutions  from  different 
county  societies,  was  promptly 
reported  in  local  and  national 
newspapers  and  on  television.  These 
reports  could  not  reflect  the  debate 
which  took  place  before  passage  of 
the  resolution,  support  for  which 
was  far  from  unanimous. 

The  supporters  of  the  resolution 
stated  that  its  purpose  was  to  show 
the  Medical  Association’s  leadership 
in  containing  the  spread  of  this 
terrible  disease.  Doctors  should  take 
the  lead  in  encountering  any 
epidemic.  However,  there  are  clinical 
and  ethical  reasons  why  this  resolu- 
tion may  not  be  appropriate  at  this 
time  and  why  it  may  have  little  ef- 
fect in  stopping  the  spread  of  AIDS. 
Also,  it  is  possible  that,  as  a result 
of  passing  the  resolution,  doctors 
will  now  be  seen  by  patients, 
legislators  and  the  public  as  putting 
their  interests  above  those  of  the  pa- 
tients for  whom  they  care. 

The  risk  of  health  care  workers 
becoming  infected  is  extremely 
small.  The  risk  can  be  removed  by 
adopting  more  careful  techniques  in 
handling  and  treating  all  patients. 
Throughout  the  world,  thousands  of 
patients  with  AIDS  have  been  cared 
for  by  health  care  workers,  and  only 
a handful  have  been  infected  as  a 
result  of  broken  skin  or  mucous 
membranes  being  exposed  to  in- 
fected blood.  Before  there  was  any 
treatment  for  tuberculosis,  doctors 
treated  patients,  many  contracted 


the  disease  and  some  died.  The 
testing  will  not  prevent  accidents 
resulting  from  inadvertent  needle 
sticks,  malfunctioning  of  equipment, 
etc.  Doctors  have  always  expected, 
and  have  been  expected,  to  take 
risks  in  caring  for  their  patients. 

The  reason  put  forward  for  man- 
datory testing  of  hospital  patients  is 
that  it  is  not  legally  advisable  to  test 
without  a patient’s  consent,  and 
doctors  anticipate  problems  in  ob- 
taining patient  consent.  However, 
there  would  still  be  emergency  ad- 
missions, even  of  patients  suspected 
of  being  at  high  .risk  of  carrying  the 
virus,  where  treatment  will  have  to 
be  given  before  testing  is  done.  It 
has  already  been  demonstrated  that 
persons,  even  those  who  are 
suspected  of  carrying  the  virus,  will 
consent  to  testing  if  properly 
counselled  and  given  a clear  state- 
ment of  how  the  results  of  tests  will 
be  handled.  Voluntary  blood  donors 
have  been  tested  with  their  consent 
since  April,  1985. 

Some  persons  at  high  risk  of  be- 
ing infected  have,  understandably, 
been  reluctant  to  be  tested  because 
of  the  adverse  social  and  economic 
consequences  of  being  found  to 
have  a positive  test.  At  the  begin- 
ning of  the  epidemic,  many 
hemophiliacs  fearing  discrimination 
and  with  the  consent  of  their  physi- 
cians, decided  to  forego  testing,  but 
altered  their  life  styles  and  were 
treated  as  though  they  were  in- 
fected. As  public  policies  protecting 
their  rights  and  support  groups  for 
their  families  developed,  more  have 
asked  to  be  tested.  The 
psychological  effect  of  telling  pa- 
tients that  they  test  positive  is  great 
for  persons  who  recognize 
themselves  to  be  at  risk,  but  it  is 
even  greater  for  those  in  whom  in- 


fection was  never  suspected.  Anyone 
who  considers  testing  patients 
should  be  prepared  to  counsel  them 
fully  and  to  provide  support  both 
for  the  patients  and  for  their 
families.  This  was  not  even  con- 
sidered in  the  debate  over  man- 
datory testing. 

Some  doctors  use  the  arguments 
that  there  are  precedents  to  man- 
datory testing  and  that  mandatory 
testing  has  been  used  to  control 
other  epidemics  such  as  syphilis. 
Neither  of  these  arguments  is  good. 
It  was  more  the  availability  of 
penicillin  to  treat  persons  with 
syphilis  than  the  testing  that  con- 
tained the  spread  of  the  disease. 

Finally,  when  doctors  request 
these  laws,  it  is  possible  that  the 
trust  which  our  patients  at  highest 
risk  of  HIV  infection  have  in  us  will 
be  destroyed  and  we  will  only 
reduce  our  chances  of  defeating  the 
epidemic.  Dr.  Richard  Hopkins  and 
his  colleagues  at  the  State  Depart- 
ment of  Health,  who  have  counsell- 
ed persons  at  high  risk  of  infection, 
have  advised  that  contact  tracing 
would  be  easier  if  anonymity  and 
confidentiality  are  ensured. 

There  are  other  approaches  to 
containing  this  epidemic  which  state 
bodies  and  other  voluntary  groups 
have  been  working  at  for  some 
time.  In  my  opinion,  the  State 
Medical  Association  would  have 
been  better  served  if  it  had  con- 
sidered carefully  some  other  ap- 
proaches before  it  passed  a resolu- 
tion which  appears  to  have  been 
aimed  simply  to  protect  health  care 
workers  and  their  families  from  the 
very  small  chance  of  being  infected. 

Mabel  M.  Stevenson,  M.D. 

Huntington 

(“In  My  Opinion”  Continued 
on  Next  Page) 
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''In  My  Opinion**  (continued) 

Testing  Disruptive,  Not  Cost  Effective 


AN  OPEN  LETTER  TO  THE 
MEMBERS  OE  THE  WEST  VIRGINIA 
STATE  MEDICAL  ASSOCIATION: 

As  a member  of  the  Association 
and  a practicing  pathologist  I am  ap- 
palled at  the  HIV  testing  guidelines 
recently  adopted  by  the  Association. 
Medical  resources  in  this  state  and 
indeed  in  the  country  are  limited 
and  in  my  opinion  should  not  be 
wasted  on  testing,  which  will  be  ex- 
tremely disruptive  and  will  not  be 
cost  effective.  I will  comment  on 
each  proposal  individually. 

1.  Testing  all  hospital  admissions. 
The  only  thing  testing  will  do  is 
give  physicians  who  do  not  under- 
stand the  disease  a false  sense  of 
security  about  the  patients  they  are 
treating.  Much  of  the  risk  occurs  in 
emergency  settings  on  patients  who 
have  not  been  tested.  It  is  far  safer 
to  follow  the  CDC  and  OSHA 
guidelines  and  presume  everyone 
high  risk  and  take  the  now  man- 
dated precautions.  Testing  in  a low- 
risk  area,  which  we  are,  will  find 
many  more  false  positives  than  true 
positives  and  will  result  in  the 
disruption  of  people’s  lives  un- 
necessarily. Ealse  positives  occur 
with  both  ELISA  and  Western  Blot 
testing  and  are  more  frequent  in 
low-risk  than  in  high-risk  settings.  In 
addition,  testing  will  cost,  at  a 
minimum,  10  dollars  per  admission. 
Eor  a hospital  with  1,500  admissions 
per  month,  which  we  have,  this  will 


result  in  actual  costs  to  the  hospital 
of  almost  $200,000  per  year  which 
will,  in  all  likelihood,  not  be  reim- 
bursed. Eor  us  this  will  be  inconve- 
nient and  wasteful;  for  small 
hospitals  it  will  add  to  what  is 
rapidly  becoming  an  insurmountable 
loss  margin.  Eurthermore,  if  all  pa- 
tients are  to  be  tested  it  seems  only 
fair  to  me  that  all  medical  care  per- 
sonnel, especially  physicians,  should 
be  tested  and  their  results  be  made 
known  to  their  patients.  Since  we 
are  suggesting  this  to  the  Legislature, 
why  should  we  not  suggest  all  those 
running  for  political  office  as  well. 

At  least  medical  personnel  and  those 
running  for  office  could  be  forced 
to  pay,  which  may  save  the  small 
hospitals. 

2.  Testing  all  persons  confined  in 
state  penal  institutions.  Unless  a way 
to  isolate  positive  prisoners  and  all 
new  prisoners  until  the  six-month 
antibody  development  period  is 
passed,  it  would  be  much  more  cost 
effective  to  provide  condoms  and 
sterile  injection  equipment.  This 
does  not  condone  sexual  activity  or 
drug  use;  it  simply  recognizes  the 
inability  of  the  system  to  eliminate  it 
completely  without  isolating  all 
prisoners. 

3&5.  Testing  all  marriage  license 
applicants  and  all  pregnant  women. 
Testing  for  pregnant  women  and 
marriage  applicants  all  too  frequent- 
ly is  done  at  the  same  time.  Women 
in  high-risk  groups  or  women 


whose  sexual  partners  are  in  high- 
risk  roups  should  be  tested  volun- 
tarily prior  to  becoming  pregnant  in 
order  to  have  adequate  counseling. 
Women  who  are  already  pregnant 
and  who  test  positive  can  only  be 
offered  one  option,  and  that  is 
abortion.  If  we  are  to  mandate 
testing,  are  we  also  going  to  man- 
date abortion  for  all  positives?  Are 
persons  who  test  positive  going  to 
be  forbidden  to  marry?  Until  some 
guidelines  can  be  accepted  by  the 
public  on  these  questions,  man- 
dating testing  is  very  cruel  to  those 
who  must  be  tested. 

4.  Testing  all  individuals  involved 
in  sexual  crimes.  This  should  be 
covered  under  prisoners  unless  we 
intend  to  do  away  with  civil  liber- 
ties and  mandate  that  one  is  now 
guilty  until  proven  innocent. 

6.  Pre-outpatient  surgery.  As  in 
number  one,  this  will  only  provide 
surgeons  with  a false  sense  of 
security  and  may  also  result  in  pa- 
tients who  fear  false  positive  results 
going  elsewhere  for  care. 

Voluntary  testing  with  adequate 
counseling  is  much  more  cost  effec- 
tive and  will  allow  our  small 
resources  to  be  used  for  research 
and  education.  Until  a treatment  or 
vaccine  is  available,  every  dollar  is 
needed  for  education  and  research, 
and  should  not  be  wasted  in  non- 
productive testing. 

Janis  P.  White,  M.D. 

Clarksburg 


False  Positive  ELISA  Reactions  Will  Predominate 


Recently  the  West  Virginia  State 
Medical  Association  has  published 
support  of  mandatory  testing  for 
Human  Immunodeficiency  Viral  in- 
fection in  low-risk  populations  such 
as  young  adults  applying  for  mar- 
riage licenses  and  routine  hospital 
admissions.  The  Americal  Medical 
Association  has  also  recently 
published  opposition  to  mandatory 
testing.  It  is  apparent  to  any  student 
of  medicine  that  all  testing  involves 
false  positives  and  false  negative 
results.  The  currently  used  method 


of  testing  for  the  Human  Im- 
munodeficiency Viral  infection  uses 
the  ELISA  test  which  detects  an- 
tibody to  the  human  immunodefi- 
ciency virus.  The  following  is 
published  in  Volume  II  of  Informa- 
tion on  AIDS  for  The  Practicing 
Physician,  August,  1987.  “If  the 
ELISA  identified  approximately  0.25 
per  cent  of  donated  blood  as 
repeatedly  reactive  and  the  Western 
blot  confirms  human  immunodefi- 
ciency viral  infection  in  0.1  per  cent 
or  one  out  of  1,000,  then  for  every 


10,000,000  individuals  in  the 
general  U.  S.  population  that  are 
screened,  approximately  25,000  or 
.25  per  cent  will  be  repeatedly  re- 
active by  ELISA,  but  only  .1  per 
cent  will  be  confirmed.  Therefore, 
in  the  general  population  where  an- 
tibody prevelance  is  very  low,  a 
repeatedly  reactive  ELISA  has  poor 
predictive  value.  However,  in  a high- 
risk  population,  where  prevelance 
of  HIV  infection  is  as  high  as  30  to 
70  per  cent,  a positive  ELISA  is 
almost  always  confirmed  by  a 
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Western  blot,  thus  giving  a very 
high  positive  predictive  value.”  In 
populations  with  very  low 
prevelance  of  human  immunodefi- 
ciency viral  infections,  false  positive 
ELISA  reactions  will  predominate. 
The  confirmatory  Western  blot  test 
is  interpreted  by  the  naked  eye.  It  is 
a highly  subjective  test  and 
therefore  should  be  done  at  the 
centers  with  the  most  experience. 

Since  Western  blot  uses  reactivity 
to  core  antigens  and  envelopes  an- 
tigens, a positive  blot  test  for  only 
core  antigens  needs  to  be  repeated 
in  six  months.  Positive  reaction  to 
core  antigen  may  signify  only  infec- 
tion with  another  retrovirus  or  may 
represent  a poorly  understood  cross 
reaction.  Obviously  in  populations 
where  human  immunodeficiency 
viral  infection  is  low,  the  amount  of 
false  positives  wil  be  high.  In  fact, 
of  5,500,000  units  of  blood  screen- 
ed by  the  American  Red  Cross  as  of 
February,  1986,  more  than  90  per 
cent  of  repeatedly  reactive  tests 
were  false  positives.  All  of  the 


positive  results  need  to  be  confirm- 
ed by  Western  blot.  Imagine  the 
number  of  confirmatory  tests  that 
would  be  necessary  when  the  ELISA 
is  used  as  screening  in  normal 
populations.  One  can  further  im- 
agine the  increase  in  Western  blot 
test  centers  where  subjective  results 
may  vary.  Take  this  one  step  further 
and  one  can  see  a need  for  tremen- 
dous counseling  that  will  become 
necessary  for  the  number  of  people 
with  positive  tests  who  may  later  be 
actually  found  to  be  false  positive. 
Counseling  is  necessary  for  the 
number  of  people  who  will  need  to 
wait  six  months  to  have  a confir- 
matory repeat  Western  blot  test. 
What  do  we  do  with  this  informa- 
tion? Will  insurance  companies  in- 
sure the  people?  Are  we  obligated  to 
report  it  on  physical  forms?  What 
about  job  physicals?  We  know  that 
infection  with  human  immunodefi- 
ciency virus  does  not  necessarily 
mean  that  an  individual  has  the 
clinical  syndrome  of  AIDS.  What 
about  positive  testing  which 


results  in  loss  of  jobs,  welfare, 
homes,  friends,  and  family?  This  has 
recently  occurred  in  Florida  with 
the  burning  of  a house  of  three 
children  who  test  positive  for 
Human  Immunodeficiency  Virus. 

Until  we  as  a society  are  able  to 
counsel,  instruct,  educate  and  guide 
one  another  through  this  crisis,  it 
seems  premature  to  initiate  a man- 
datory testing  program  for  low-risk 
groups.  The  society  as  a whole  has 
dealt  with  the  AIDS  crisis  with  mass 
hysteria.  Let  us  not  have  the  medical 
community  fall  prey  to  the  same 
hysteria.  We  should  educate 
ourselves  first  so  that  we  are  better 
able  to  educate  and  offer  guidance 
to  our  patients.  I am  submitting  this 
letter  as  a formal  opposition  to  the 
West  Virginia  State  Medical  Associa- 
tion’s recommendation  for  man- 
datory testing  for  human  im- 
munodeficiency virus  in  the  general 
population. 

Beth  E.  Rezet,  M.D. 

Philippi 


We  welcome  contributions  to  In  My  Opinion.  Submissions  should  be  addressed  to 
Stephen  D.  Ward,  M.  D.,  Editor,  The  West  Virginia  Medical  Journal,  Box  4106, 
Charleston,  West  Virginia  25364. 
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'‘Let  your  thoughts  be  known; 
express  them  in  the  for7n  of 
resolutions." 


The 

Resolutions 


The  resolutions  submitted  each 
year  by  our  component  medical 
societies,  if  adopted,  determine 
many  of  our  organization’s  policies 
and  its  mission.  The  recommenda- 
tions which  are  made  to  our  state 
Legislature,  to  the  American  Medical 
Association  or  to  other  medical  or 
civic  organizations  come  as  a result 
of  resolutions  submitted  to  our 
House  of  Delegates.  Many  of  the 
resolutions  adopted  become  stand- 
ing policies  or  our  organization. 

The  number  of  resolutions  sub- 
mitted have  steadily  climbed  over 
the  last  few  years.  The  Resolutions 
Committee  conducts  open  hearings, 
at  which  time  testimony  is  heard 
either  for  or  against  the  resolutions. 
The  committee  subsequently  will 
meet  at  closed  sessions  and  will 
make  recommendations  to  the  full 
House  of  Delegates  whether  to 
adopt,  amend,  alter,  or  disapprove 
or  offer  a substitute  resolution.  The 
Committee  engages  in  many  long 
hours  of  discussion  extending  many 
times  past  midnight  and  re- 
convening at  pre-dawn  hours  to 
complete  its  report.  The  House  of 
Delegates,  after  receipt  of  the  Com- 
mittee’s report,  will  hear  additional 
testimony  concerning  these  resolu- 
tions. The  House  of  Delegates  will 
the  vote  to  adopt  or  not  to  adopt 


the  recommendations  of  the  Resolu- 
tions Committee. 

The  debate  which  takes  place  on 
the  floor  of  our  House  of  Delegates 
is  truly  the  voice  of  our  member- 
ship. It  is  the  WVSMA’s  greatest  form 
of  democracy  in  action.  At  the  re- 
cent meeting  of  the  House  of 
Delegates  held  in  White  Sulphur 
Springs,  the  debates  on  the  resolu- 
tions were  highly  emotional  and 
lengthy  with  considerably  more  en- 
thusiasm than  ever.  Delegates  waited 
in  lines  at  the  microphones  for  their 
turn  to  voice  their  opinions.  It  was 
indeed  encouraging  to  experience 
the  participation  of  so  many  in  the 
deliberation  of  the  issues. 

A call  for  resolutions  will  be 
issued  to  all  component  societies 
next  summer  before  the  Annual 
Meeting.  Individual  physicians  also 
may  introduce  resolutions.  Consider 
the  concerns  you  have  which  your 
State  Medical  Association  may  deal 
with. 

Let  your  thoughts  be  known; 
express  them  in  the  form  of 
resolutions. 

Participate  in  the  formulation 
and  development  of  our  policies 
and  mission. 

Be  part  of  the  action. 

— Cordell  A.  De  La  Pena,  M.D. 
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Editorials 


Leadership 


Leadership  is  an  eiusive  quaiity. 

Some  individuals  seem  born  with 
it  and  are  natural  leaders  all  their 
lives  from  early  childhood  on.  They 
are  the  ones  who  seem  continually 
to  be  elected  president  of  the  class, 
club,  church  group,  lodge,  fraternity 
and,  yes,  medical  societies  and 
associations. 

Yet,  there  are  other  leaders  who 
evolve  through  careful,  controlled 
planning.  These  are  the  ones  who 
set  a goal  and  then  carefully  work 
to  achieve  that  goal.  They  read  the 
right  periodicals  and  attend  the 
seminars.  They  serve  on  the  com- 
mittees. They  faithfully  attend  the 
meetings.  In  short,  they  position 
themselves  to  step  into  the  leader- 
ship of  the  group  or  organization 
they  seek  to  lead. 

Regardless  of  the  way  in  which 
one  rises  or  aspires  to  leadership, 
there  seem  to  be  characteristics 
which  the  leaders  have  in  common. 
Leaders  tend  to  be  outgoing,  alert, 
attentive  individuals  who  are  good 
listeners.  They  usually  have  a vision 
of  the  way  things  ought  to  be  and 
an  idea  of  how  to  get  there.  They 
are  more  than  casually  interested  in 
the  issues  which  confront  their 
group  or  profession.  They  listen, 
read,  study,  seek  advice  and  THEN 
THEY  ACT. 

Associations  depend  on  a steady 
supply  of  leaders,  especially 
organizations  which  change  leader- 
ship yearly.  Finding,  attracting  and 
developing  that  leadership  becomes 
a perpetual,  challenging  task.  And 
the  organization  which  seeks  to  be 
led  must  have  a basic  blueprint  of 
where  it  would  like  to  go,  how  to 
position  itself  to  get  there  and  how 
to  attract  the  necessary  leadership 


to  assist  it  in  that  task.  To  achieve 
this,  WVSMA  must  expend  the  time, 
energy  and  resources  to  hold  a 
long-range  planning  session  and 
develop  a specific  plan  of  action  for 
the  next  several  years.  But  it  must 
also  conduct  leadership 
development. 

To  that  end,  WVSMA  encourages 
present  and  aspiring  leaders  on  the 
component  and  state  level  to  attend 
the  AMA  national  leadership  con- 
ference held  every  year  in  February. 
This  outstanding  meeting  permits 
physicians  and  staff  from  every  state 
and  specialty  to  be  exposed  to  some 
of  the  most  current  thinking  and 
viewpoints  of  a wide  variety  of 
policy  makers,  politicians, 
bureaucrats,  philosophers, 
economists  and  strategists  who 
share  with  the  audience  the  ideas, 
issues  and  feelings  about  the  course 
of  health  care,  medicine  and  govern- 
ment regulation  from  their  par- 
ticular perspectives. 


To  increase  the  chances  of 
of  early  detection  of  breast 
cancer,  a disease  that  kills  an 
estimated  40,000  women  per  year, 
Susan  Ford  Vance,  spokesperson  for 
the  1987  National  Breast  Cancer 
Awareness  Week  program,  is  appeal- 
ing to  men  for  help. 

The  Week,  September  28 — 
October  4,  was  highlighted  by  a na- 
tional publicity  program  aimed  at 
increasing  awareness  among  women 
and  their  partners  about  breast 
cancer  and  early  detection  tech- 
niques. One  of  the  key  elements  of 
the  program  sponsored  by  the 


Attendees  do  not  always  like  what 
they  hear;  but  far  better  to  have  the 
advance  alert  on  what  thinking  is 
prevalent  rather  than  being  left  to 
wonder  “What  happened?,”  “What 
hit  us?”  or  “How  did  this  happen?” 

The  interchange  of  ideas  between 
attendees  from  different  states  is 
also  most  instructive  and  worth- 
while. Far  too  often  we  develop  a 
parochialism  which  leads  us  to 
believe  we  are  the  only  ones  facing 
a particular  problem.  Conversation 
with  colleagues  from  other  areas 
reveals  that  truly  we  are  “all  in  this 
together.”  Best  of  all,  we  can  often 
pick  up  a workable  idea  or  ap- 
proach from  someone  who  has 
already  been  through  the  swamp. 

Make  your  plans  now  to  attend 
the  AMA  National  Leadership  Con- 
ference in  mid-February  and  avail 
yourself  of  this  unique  opportunity 
to  learn,  develop  leadership  poten- 
tial and  recapture  your  enthusiasm 
for  the  tasks  confronting 
medicine. — MGS 


American  Academy  of  Family  Physi- 
cians (AAFP),  the  National  Cancer 
Care  Foundation  and  the  ICI  Phar- 
maceuticals Group  is  “A  partner’s 
Guide  To  Breast  Cancer  Early  De- 
tection.” 

The  “Partner’s  Guide”  will  be 
distributed  to  family  physicians 
across  the  country  to  help  them 
counsel  male  partners.  It  emphasizes 
that  mammography  is  the  single 
most  effective  tool  in  the  early 
detection  of  breast  cancer  and  sug- 
gests ways  for  men  to  communicate 
this  and  other  information  about 
the  disease  to  their  loved  ones. 

“In  the  past  we’ve  always  talked 
to  women,  not  men,  about  breast 
cancer,”  said  Robert  H.  Taylor,  M.  D., 
AAFP  President.  “If  breast 


The  Publication  Committee  is  not  responsible  for  the  authenticity  of  opinion  or  statements  made 
by  authors  or  in  communications  submitted  to  this  Journal  for  publication.  The  author  shall  be  held 
entirely  responsible.  Editorials  printed  in  The  Journal  do  not  necessarily  reflect  the  official  position 
of  the  West  Virginia  State  Medical  Association. 
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cancer  strikes  your  wife,  your 
mother,  or  your  sister,  it  has  a 
significant  impact.  Men  need  to  be 
informed  about  the  importance  of 
early  detection  so  they  can  help 
support  the  women  in  their  lives.” 

Family  physicians  nationwide  will 
discuss  this  information  with 
spouses  and  family  members  as  well 
as  their  male  patients.  In  addition, 
they  will  be  offering  a free  booklet 
to  men  and  women  about  early 
detection. 

The  “Partner’s  Guide”  is  divided 
into  information  and  action 
guidelines.  The  information  guide- 
lines cite  breast  self-examination  and 
annual  physician  examination  as 
other  important  early  detection 
techniques. 


The  action  guidelines  — “What 
You  Can  Do”  — suggest  ways  to  en- 
courage one’s  wife  or  partner  to  in- 
corporate early  detection  methods 
into  her  daily  routine.  The 
guidelines  recommend  talking  to  her 
about  the  importance  of  mam- 
mography and  encouraging  her  to 
schedule  an  appointment  with  her 
family  physician.  The  guidelines  also 
advise  men  to  do  something  as  sim- 
ple as  bringing  newspaper  and 
magazine  articles  about  breast 
cancer  to  their  partners’  attention. 

Disease  of  the  breast  is  a very 
serious  matter  to  women.  Doctor 
Taylor  said,  and  should  be  ap- 
proached in  a straightforward  man- 
ner. “It  will  tell  her  a lot  about  how 
much  you  care  to  bring  up  the  mat- 
ter in  a gentle,  delicate,  and  con- 


cerned manner.  And  you  just  might 
help  to  save  her  life.” 

In  a recent  telephone  survey  on 
male  attitudes  about  breast  cancer, 
conducted  for  the  ICI  Phar- 
maceuticals Group,  less  than  one 
third  of  the  500  men  interviewed 
had  discussed  mammography  with 
their  wives  or  partners,  and  less 
than  half  had  discussed  breast 
cancer  or  breast  self-examination. 

The  survey  also  found  that  close 
to  six  in  10  men  thought  their  part- 
ners regularly  examined  their 
breasts.  This  figure  is  much  higher 
than  a recent  Gallup  study  that 
found  only  one  in  three  women 
regularly  performed 
self-examination. 

— Guest  Editorial  by  American 
Academy  of  Family  Physicians 


Our  Readers  Speak 

Business-Physician  Cooperaton 


Editor's  Note:  Several  physicians 
have  either  asked  questions  about 
the  West  Virginia  Business  Founda- 
tion or  have  been  confused  about 
just  what  the  organization  is  or 
does.  The  Foundation  is  NOT  a lob- 
bving  organization  but  is  a 
POLITICAL  ACTION  group.  It  raises 
money  for  candidates  who  support 
business  positions  but  cannot  spend 
any  money  or  effort  to  lobby  for  a 
specific  issue.  It  is  similar  to 
WESPAC,  which  is  the  WVSMA 
political  action  arm,  and  is  strictly 
limited  to  candidate  support. 
WVSMA,  on  the  other  hand,  may 
lobby  as  intensely  as  it  wishes,  but 
cannot  give  money  to  candidates. 

Physicians  interested  in  working 
as  district  coordinators  with  WVBF 
or  wishing  to  nominate  someone 
for  such  a position  may  contact 
WVSMA  for  further  information  and 
nomination  forms. 


The  West  Virginia  Business  Foun- 
dation is  committed  to  economic 
development  in  our  state  through 
political  action.  We  want  to  en- 
courage the  candidacy  and  election 
of  legislators  who  realize  that  jobs 


are  West  Virginia’s  first  priority. 
However,  we  do  not  lobby  the 
Legislature. 

Some  members  of  the  West 
Virginia  State  Medical  Association 
may  not  understand  the  function  of 
the  Business  Foundation.  We  have 
been  taken  to  task  in  letters  for  not 
having  joined  a coalition  in  favor  of 
liability  reform.  However,  our  func- 
tion is  not  to  lobby  the  Legislature. 

As  an  organization  devoted  to 
political  action,  we  want  to  take  in- 
to account  issues  which  physicians 
believe  are  important.  A Legislature 
more  responsive  to  the  legitimate 
concerns  of  businesses  and  profes- 
sions will,  we  believe,  better  serve 
the  interests  of  physicians  as  well  as 
others.  If  we  can  create  a better 


We  need  one  medical  school  in 
West  Virginia,  one  good  one. 

We  need  to  poll  our  members  to 
let  the  state  know  they  can  save 
money,  yet  have  a better  medical 
education. 


political  climate  in  West  Virginia, 
everyone  will  benefit. 

Business  Foundation  successes 
during  1986  have  already  helped  to 
change  the  political  climate  in  West 
Virginia.  We  want  to  continue 
building  on  past  successes,  par- 
ticularly in  the  Beckley  and  Hun- 
tington areas,  with  a statewide 
organization  devoted  to  political 
change. 

Toward  that  end,  we  need  the 
support  of  physicians  as  well  as 
other  professionals  and  business 
people.  I hope  that  with  a better 
understanding,  we  can  all  work 
together  for  a better  West  Virginia. 

Walter  C.  Massey,  Jr.  President 

West  Virginia  Business  Foundation 
Port  Amherst.  P O.  Box  3331 
Charleston,  W\'  25333 


Howard  D.  Almond,  M.  D. 
Buckhannon,  WV  26201 

(Note:  Accompanied  by  a copy  of  an  arti- 
cle in  the  Charleston  Gazette,  August  24,  con- 
cerning problems  at  Marshall  University 
School  of  Medicine. — Ed.) 


One  Medical  School 
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General  News 


Dr.  Cordell  A.  De  La  Pena 
Assumes  Presidency 


Dr.  Cordell  A.  De  La  Pena  of 
Clarksburg  has  assumed  duties  as 
the  new  President  of  the  West 
Virginia  State  Medical  Association 
(See  photos  on  Pages  475  and  498). 

Doctor  De  La  Pena  was  installed 
as  President  by  Dr.  Charles  E. 

Turner  of  Huntington,  the  retiring 
President,  at  the  concluding  session 
of  the  House  of  Delegates  Tuesday, 
August  11,  during  the  120th  Annual 
Meeting  of  the  Association  in  White 
Sulphur  Springs  at  the  Greenbrier. 

He  is  Director  of  Pathology  and 
Medical  Laboratories  at  United 
Hospital  Center,  Inc.,  in  Clarksburg, 
and  was  President  of  the  West 
Virginia  Association  of  Pathologists, 
Inc.  in  1980-82. 

His  wife.  Dr.  Erlinda  Lapuz  De  La 
Pena,  also  a pathologist,  is  Chief  of 
Staff  and  former  Chief  of  Laboratory 
Services  at  the  Clarksburg  Veterans 
Administration  Medical  Center.  She 
is  serving  a second  term  as  Presi- 
dent of  the  West  Virginia  Associa- 
tion of  Pathologists. 

Convention  activities  began  with 
a meeting  of  the  WVSMA  council  on 
Saturday,  August  8 (see  story  on  the 
Council  meeting  elsewhere  in  this 
issue  of  The  Journal). 

Other  New  Officers 

Doctor  Turner  presided  at  the 
Sunday  and  Tuesday  sessions  of  the 
House.  He  automatically  became 
Chairman  of  the  Council  for  the 
new  Association  year,  succeeding 
Dr.  David  Z.  Morgan  of 
Morgantown. 

Elected  President  Elect  was  Dr. 

Bill  M.  Atkinson,  Parkersburg 
surgeon,  who  will  be  installed  as 
President  during  the  1988  Annual 
Meeting  in  White  Sulphur  Springs  at 
the  Greenbrier. 

Dr.  Derrick  L.  Latos,  Wheeling 
nephrologist,  was  elected  Vice 
President. 


Relected  Treasurer  was  Dr.  William 
C Morgan,  Jr.,  Charleston 
otolaryngologist. 

Dr.  Joseph  A.  Smith  of  Dunbar 
was  elected  to  the  third  AMA 
Delegate  position  while  Dr.  John  B. 
Markey  of  Charleston  was  reelected 
AMA  Delegate.  Dr.  Harry  S.  Weeks, 
Jr.,  of  Wheeling  rounds  out  the 
delegation. 

Elected  AMA  Alternate  Delegates 
were  Dr.  Stephen  D.  Ward,  Wheel- 
ing; Dr.  Carl  J.  Roncaglione,  South 
Charleston,  and  Dr.  David  Z. 

Morgan. 

Council  Members 

Two  new  Council  members  were 
elected  to  two-year  terms:  Dr.  James 
D.  Helsley  of  Berkeley  Springs  and 
Dr.  James  L.  Comerci  of  Wheeling. 

Reelected  to  two-year  terms  were 
Drs.  Jasbir  S.  Makar,  Weirton; 

Michael  M.  Stump,  Elkins;  Michael 
A.  Morehead,  Parkersburg;  Mel  P. 
Simon,  Point  Pleasant;  Robert  W. 


Bill  M.  Atkinson,  M.  D. 
President  Elect 


Lowe,  Huntington;  William  C. 

Covey,  Jr.,  Beckley,  and  David  F. 

Bell,  Bluefield. 

Holdever  Councilors  w'hose  terms 
will  expire  in  1988  are:  Drs.  Paul  E. 
Frye,  Fairmont;  Thomas  S.  Clark, 
Michael  J.  Lewis  and  Michael  T. 
Hogan,  all  of  Morgantown;  Larry  C. 
Rogers,  Petersburg;  James  L.  Bryant, 
Clarksburg;  Constantino  Y.  Amores, 
Warren  Point,  Jean  P.  Cavender  and 
Echols  A.  Hansbarger,  Jr.,  all  of 
Charleston,  and  Stephen  L.  Sebert, 
Lewisburg. 

Dr.  Porfirio  R.  Pascasio  of  Weston 
was  appointed  to  the  Council  in 
April  by  then  President  Turner  to  fill 
the  unexpired  term  of  Thomas  La 
Mar  Stahley  of  Summersville,  who 
moved  from  the  state.  Doctor 
Pascasio  will  be  eligible  for  election 
to  his  first  two-year  term  as  Coun- 
cilor from  District  VIII  in  1988. 

President  De  La  Pena  will  appoint 
a Councilor  to  replace  Dr.  Herbert 
D.  Stern  of  Logan,  who  moved  out 
of  state. 

Under  the  terms  of  the  Constitu- 
tion, Dr.  David  Z.  Morgan,  the 
Council  Chairman  last  year, 
becomes  Councilor-At-Large  for 
1987-88;  and  Doctor  Roncaglione, 
the  WVSMA  President  three  years 
removed,  will  serve  as  Junior  Coun- 
cilor during  the  period. 

Amendments,  Resolutions 

A constitutional  amendment  in- 
troduced last  year  which  eliminates 
the  honorary  membership  category 
was  given  final  approval  by  the 
House  this  year.  Also  approved  was 
a Bylaws  amendment  which  changes 
the  procedure  by  which  an  active 
member  may  become  a retired 
member. 

A resolution  calling  for  mandatory 
AIDS  testing  for  all  persons  being 
admitted  to  hospitals  and  for  other 
specified  groups,  as  reported  in 
WESGRAM,  was  approved  by 
delegates.  The  other  groups  covered 
under  the  resolution  are  prison  in- 
mates, applicants  for  marriage 
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Dr.  Cordell  A.  De  La  Pena,  Clarksburg,  new  WVSMA  President,  and  his  wife.  Dr. 
Erlinda  Lapuz  De  La  Pena,  are  shown  with  their  family,  rear,  from  left,  daughters  Leslie 
and  Nina;  son,  Cordell,  Jr.,  and  his  wife,  Cynthia,  and  their  son,  Cordell  111  (Trey). 


licenses,  individuals  involved  in  sex- 
ual crimes,  pregnant  women,  and 
surgi-center  outpatients. 

Eleven  resolutions  from  some  28 
originally  introduced  by  county 
societies  and  others  w^ere  approved, 
with  the  Resolutions  Committee 
consolidating  many  of  the  similar 
resolutions;  i.e.,  AIDS,  tort  reform, 
into  substitute  resolutions. 

One  of  the  approved  resolutions 
gives  the  Executive  Committee, 
Council  and  Insurance  Committee 
authority  to  endorse  a professional 
liability  insurance  company  if  these 
bodies  are  satisfied  that  the  rates, 
underwriting  requirements  and  pro- 
grams are  justifiable  and  acceptable. 

Some  of  the  other  resolutions  ap- 
proved deal  with  continued  efforts 
for  additional  tort  reform  and  state 
legislation  for  mandatory  seat  belt 
usage,  banning  tobacco  advertising, 
a mandated  uniform  pre-admission 
certification  process,  and  the  sale 
and  safe  use  of  all-terrain  vehicles. 

The  full  texts  of  the  resolutions 
appear  elsewhere  in  this  issue  of 
The  Journal. 

Born  in  Hawaii 

The  new  WVSMA  President  serv- 
ed as  Vice  President  in  1985-86, 


President  Elect  in  1986-87,  and  for 
two  terms  on  the  Council. 

Doctor  De  La  Pena  was  born  in 
Honolulu,  Hawaii,  and  received  his 
medical  degree  from  Santo  Tomas 
University  in  Manila,  Philippines. 

He  interned  at  St.  John’s  Hospital, 
Lowell,  Massachusetts,  and  under- 
went residency  training  in  pathology 
at  New  Britain  (Connecticut)  General 
Hospital. 

He  is  certified  by  the  American 
Board  of  Anatomic  Pathology,  the 
American  Board  of  Clinical 
Pathology,  the  American  Board  of 
Pathology  in  Hematology  and  the 
Board  of  Infection  Control.  He  is  a 
Fellow  of  the  College  of  American 
Pathologists,  American  Society  of 
Clinical  Pathologists,  the  American 
Society  of  Hematology,  the  Interna- 
tional Academy  of  Pathology;  and  a 
member  of  the  Association  of  Infec- 
tion Control  Practitioners. 

Doctor  De  La  Pena  has  served 
twice  as  President  of  the  medical 
staff  at  United  Hospital  Center  and  is 
a member  of  its  board  of  directors, 
and  is  a past  President  of  the  West 
Virginia  State  Society  of  Hematology, 
Harrison  County  Medical  Society, 
Association  of  Philippine  American 
Pathologists,  and  West  Virginia 
Association  of  Blood  Banks. 


He  is  Clinical  Assistant  Professor 
of  Pathology  at  West  Virginia 
University  Medical  School  and 
Clinical  Professor  of  Medical 
Technology  at  Fairmont  State 
College. 

The  De  La  Pena’s  are  the  parents 
of  three  children,  Nina  J.  and  Cor- 
dell Jr.,  graduates  of  West  Virginia 
University,  and  Leslie  B.,  a graduate 
of  Wesleyan  College  in  Buckhannon. 

President  Elect 

Doctor  Atkinson,  the  President 
Elect,  was  elected  to  Council  in 
1984  and  has  served  as  Vice  Presi- 
dent and  a member  of  the  WVSMA 
Task  Force  on  Professional  Liability. 

He  was  graduated  from  Glenville 
State  College,  received  his  M.  D. 
degree  in  1965  from  West  Virginia 
University  School  of  Medicine,  and 
interned  at  Memorial  Hospital  in 
Charleston.  He  took  his  residency  at 
Memorial  and  at  Beckley  Ap- 
palachian Regional  Hospital. 


Transplant  Course 
October  23-24 

A continuing  medical  education 
course,  “Advances  in  Renal 
Transplantation,”  will  be  presented 
in  Charleston  October  23-24  by 
Charleston  Area  Medical  Center  and 
Cleveland  Clinic  Foundation. 

The  location  will  be  Capitol  Plaza 
Theater  in  downtown  Charleston. 

Course  directors  will  be  Drs. 

Ernest  E.  Hodge,  Department  of 
Urology,  Cleveland  Clinic,  and 
Director,  Renal  Transplant  Program, 
CAMC;  and  Andrew  C.  Novick, 
Chairman,  Department  of  Urology, 
and  Chairman,  Organ  Transplant 
Center,  Cleveland  Clinic. 

Visiting  Professor  will  be  Dr.  Lynn 
H.  Banowsky,  Director,  Renal 
Transplant  Program,  Humana 
Hospital,  San  Antonio,  Texas. 

The  faculty  will  include  10  physi- 
cians from  the  Cleveland  Clinic  and 
four  West  Virginia  physicians. 

The  course  has  been  approved  for 
9.5  hours  in  Category  1 credit  of 
the  Physician’s  Recognition  Award  of 
AMA,  and  for  .95  CEUs  by  West 
Virginia  University. 

For  additional  information,  con- 
tact the  CAMC  Department  of  Conti- 
nuing Education  (304-348-9580). 
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WVSMA  Gears  Up 
With  ‘Issues  ‘88’ 

All  WVSMA  members  and  aux- 
ilians  are  invited  to  attend  the 
Association’s  legislative  training  ses- 
sion October  9-10  (see  fliers  in 
September  WESGRAMS). 

“Issues  88.  The  Policies.  The 
Preparation”  will  be  held  in  two 
parts  at  the  Ramada  Inn  in  South 
Charleston  to  acquaint  members 
with  the  issues  and  legislative  agen- 
da prior  to  the  1988  state  legislative 
session. 

Part  I will  be  held  Friday,  October 
9,  to  help  potential  physician  and 
Auxiliary  leaders  to  develop  media 
and  platform  speaking  skills.  A max- 
imum of  30  will  be  trained — 15  in 
each  session,  one  morning  and  one 
afternoon  session.  The  fee  for  Part 
I is  $100. 

Issue  orientation  sessions  will  be 
held  Friday  on  AIDS;  tort  reform/ar- 
bitration panels;  seat  belts;  and 
issues  for  the  betterment  of  health 
and  health  care.  The  issue  orienta- 
tion will  be  repeated  Saturday  begin- 
ning at  2 P.  M.  as  the  concluding 
item  on  the  program. 

An  optional  course  offered  Friday 
from  6:30  to  7:30  P.  M.  will  be  “Op- 
portunities in  1987  Tax  Planning,” 
presented  by  Gray,  Gibbons  and 
Mays,  CPAs. 

WVSMA  President  Cordell  A.  De 
La  Pena,  M.  D.,  will  open  the  pro- 
gram Saturday  at  10  A.  M. 

The  program  to  follow  will  be: 

WESPAC’s  Impact,  Mrs.  Esther 
Weeks,  Wheeling,  WESPAC  Co- 
Chairman;  Realistically,  How  a Bill 
Becomes  Law,  John  Hobiltzell,  at- 
torney, Kay,  Casto  and  Chaney, 
Charleston;  Realities  of  Tort  Reform 
in  West  Virginia,  key  legislative 
leaders;  Health  Issues  of  the  West 
Virginia  Legislature,  chairmen  and 
members  of  the  Senate  and  House 
Health  committees,  and  legislative 
panel,  previous  panelists  and  other 
key  legislators. 


Robert  B.  Belshe,  M.  D.  Mabel  M.  Stevenson,  M.  D. 


‘Mid-Winter’  AIDS  Speakers 


Three  additional  AIDS  speakers 
have  been  announced  for  the  Satur- 
day morning,  January  23,  session  of 
the  1988  Mid-Winter  Clinical 
Conference. 

The  annual  CME  program,  which 
will  be  held  in  Charleston  at  the 
Charleston  House  Holiday  Inn,  will 
begin  Friday  afternoon,  January  22, 
and  end  at  noon  on  Sunday,  January 
24.  Scientific  sessions  are  scheduled 
Friday  afternoon,  Saturday  morning 
and  afternoon,  and  Sunday 
morning. 

Sponsors  are  WVSMA  and  Mar- 
shall University  and  West  Virginia 
University  schools  of  medicine. 

The  three  speakers  and  their 
topics  currently  being  announced 
by  the  Program  Committee  are  Drs: 

Robert  B.  Belshe,  MU  Professor  of 
Medicine  and  Microbiology,  and 
Chief  of  the  Section  of  Infectious 
Diseases,  “Retroviruses:  A Primer  for 
Clinicians;” 

Richard  S.  Hopkins,  Assistant  Pro- 
fessor, Department  of  Preventive 
Medicine,  Ohio  State  University,  Col- 
umbus, former  West  Virginia  Depart- 
ment of  Health  official,  “The 
Epidemiology  and  Prevention  of 
Human  Immunodeficiency  Virus  In- 
fection;” 


Mabel  M.  Stevenson,  Director,  Tri- 
State  Red  Cross  Blood  Services, 
Huntington,  “AIDS — Its  Effect  on 
Blood  Transfusion  Practice.” 

The  fourth  speaker,  as  announced 
earlier,  will  be  Dr.  John  G.  Bartlett 
of  Baltimore,  whose  subject  will  be 
“Treatment  of  HIV  Infections.”  Doc- 
tor Bartlett  is  Chief  of  the  Division 
of  Infectious  Diseases  at  Johns 
Hopkins  Hospital  and  School  of 
Medicine. 

The  opening  Friday  afternoon  ses- 
sion will  cover  dermatology;  Satur- 
day afternoon,  pulmonary  diseases, 
and  Sunday  morning,  a “potpourri” 
of  topics  including  insulin  therapy 
update;  diet,  red  meat  and  the  risk 
of  coronary  heart  disease;  cancer  of 
the  breast — post-mastectomy 
reconstruction,  and  practical  clinical 
pharmacology  of  newer  antihyper- 
tensive agents. 

Directs  AIDS  Vaccine  Contract 

Doctor  Belshe  is  directing  the  $1.4 
million  MU  School  of  Medicine  Na- 
tional Institutes  of  Health  contract 
to  test  potential  AIDS  vaccines  in 
humans,  which  was  announced  this 
past  summer  (see  August  issue  of 
The  Journal,  Page  394). 

(Continued  on  Next  Page) 
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He  recently  was  visiting  scientist 
on  sabbatical  leave,  National  In- 
stitute for  Medical  Research,  Medical 
Research  Council,  Mill  Hill,  London, 
England,  1986-87. 

Doctor  Belshe  is  Chairman  of  the 
Quality  Assurance  Committee,  Hun- 
tington Veterans  Administration 
Medical  Center,  and  a member  of 
the  Infection  Control  Committee  at 
St.  Mary’s  Hospital  in  Huntington.  In 
1986,  he  was  recipient  of  the  MU 
Research  Award  for  Distinguished 
Accomplishment  in  Research  in 
Medicine  and  Applied  Sciences. 

Born  in  Hartford,  Connecticut, 
Doctor  Belshe  was  graduated  from 
the  College  of  William  and  Mary, 
and  received  his  M.  D.  degree  in 
1973  from  the  University  of  Illinois 
in  Chicago.  He  interned  and  com- 
pleted a medical  residency  there, 
and  held  fellowships  in  infectious 
diseases  at  the  National  Institute  of 
Allergy  and  Infectious  Disease  in 
Bethesda,  Maryland. 

Doctor  Belshe  first  joined  the  MU 
staff  in  1978  as  Associate  Professor 
of  Medicine. 

He  is  the  author  or  co-author  of 
46  scientific  articles,  18  book 
chapters  or  miscellaneous  publica- 
tions, and  42  abstracts.  He  also  is 
the  Editor  of  the  book.  Textbook  of 
Human  Virology’,  published  in  July, 
1984. 

Degree  in  Preventive 
Medicine  Also  Held 

Doctor  Hopkins  assumed  his  post 
at  Ohio  State  in  September  after  ser- 
ving since  July,  1986,  as  Director, 
Division  of  Surveillance  and  Disease 
Control,  West  Virginia  Department 
of  Health,  Charleston.  In  the  latter 
capacity,  he  conducted 
epidemiologic  investigation  related 
to  communicable  diseases,  birth 
defects  and  cancer,  and  was  consul- 
tant to  local  and  state  health 
agencies. 

Doctor  Hopkins  also  is  Adjunct 
Assistant  Professor,  Preventive 
Medicine  Section,  Department  of 
Eamily  Medicine,  Ohio  University 
College  of  Osteopathic  Medicine, 
Athens. 

He  was  graduated  from  Harvard 
College,  received  his  M.  D.  degree 
in  1974  from  the  University  of 


Pennsylvania,  and  took  his  intern- 
ship and  resideney  in  internal 
medicine  at  Pennsylvania  Hospital  in 
Philadelphia. 

Doctor  Hopkins  studied  for  a 
summer  at  the  University  of 
Massachusetts,  New  England 
Epidemiology  Institute,  and  earned  a 
master’s  degree  in  preventive 
medicine  in  1985  at  the  University 
of  Colorado  Health  Sciences  Center 
in  Denver.  Erom  1979  to  1985,  he 
was  Chief,  Communicable  Disease 
Control  Section,  Colorado  Depart- 
ment of  Health,  in  which  post  the 
program  included  sexually  transmit- 
ted disease  control. 

He  also  was  part-time  AIDS  con- 
sultant for  the  Ohio  Department  of 
Health,  on  the  faculty  of  the  School 
of  Health  and  Sports  Sciences,  Col- 
lege of  Health  and  Human  Services 
at  Ohio  University,  and  Commis- 
sioner of  the  Vinton  County  (Ohio) 
Health  Department  (part-time) 
before  coming  to  West  Virginia. 

Doctor  Hopkins  has  held  a 
number  of  Centers  for  Disease  Con- 
trol research  grants  in  the  public 
health  field. 

AABB  Area  Chairman 

Doctor  Stevenson  has  held  her 
present  post  and  that  as  Clinical 
Professor  of  Pathology  at  MU  since 
1976,  prior  to  which  she  was  Pro- 
fessor in  the  Department  of 
Pathology  at  WVU  and  Director  of 
the  WVU  Blood  Bank. 

She  is  Chairman  of  the  Hun- 
tington Area  Hemophilia  Association 
and  State  Hemophilia  Program  Ad- 
visory Board,  Area  Chairman  of  the 
American  Association  of  Blood 
Banks  (AABB)  Inspection  and  Ac- 
creditation Program,  and  a member 
of  the  American  National  Red  Cross 
Plasma  Derivatives  Advisory 
Committee. 

A native  of  Northern  Ireland, 
Doctor  Stevenson  received  her 
medical  degree  in  1952  from  the 
Queen’s  University  of  Belfast  Faculty 
of  Medicine. 

Following  additional  training  in 
Ireland  and  Australia,  she  served  as 
a physician  at  Rochester  (Minnesota) 
State  Hospital  in  1958-61. 

Doctor  Stevenson  is  the  author  or 
co-author  of  more  than  15  articles. 


and  has  presented  papers  at  a 
number  of  conventions  and 
meetings. 

She  is  a Board  Member  of  the 
West  Virginia  Medical  Institute,  a 
member  of  the  Marshall  and  West 
Virginia  Medical  School  Admissions 
Committee,  Treasurer  of  the  Cabell 
County  Medical  Society,  and  a 
member  of  WVSMA’s  Publication 
Committee. 

Dermatology  Speakers 

Speakers  for  the  opening  session 
Friday  afternoon,  “Dermatology  for 
the  Primary  Care  Physician,”  as  an- 
nounced earlier,  will  be: 

Dr.  Charles  L.  Yarbrough  of  Hun- 
tington, Clinical  Assistant  Professor, 
Department  of  Medicine  and  Family 
Practice,  MU,  “Manifestiations  of 
Collagen  Diseases;” 

Dr.  Robert  B.  Point,  Kings  Moun- 
tain, North  Carolina,  formerly  of 
Charleston,  “Cutaneous  Manifesta- 
tions of  Internal  Malignancies;” 

Dr.  Stephen  K.  Milroy,  Charleston, 
“Diagnosis  and  Treatment  of 
Primary  Skin  Malignancies.” 

Program  Committee 

Members  of  the  Program  Commit- 
tee are  Drs.  William  O.  McMillan,  Jr., 
Charleston,  Chairman;  Maurice  A. 
Mufson,  Huntington;  Joseph  T. 
Skaggs,  Charleston;  Richard  G.  Starr, 
Beckley;  John  W.  Traubert,  Morgan- 
town, and  C.  Carl  Tully,  South 
Charleston. 

Additional  conference  speakers 
and  program  developments  will  be 
presented  in  coming  issues  of  The 
Journal. 


Papers  Published 

Dr.  Romeo  Y.  Lim  of  Charleston 
published  a paper,  “Carotodynia: 
Hyoid  Bone  Syndrome”  in  the  April 
issue  of  Southern  Medical  Journal. 

Doctor  Lim  along  with  Dr.  Ho- 
Huang  Chang  of  of  Charleston  also 
published  an  article  on  “Malignant 
Degeneration  of  a Laryngeal 
Papilloma”  in  the  September  issue 
of  the  Otolaryngology’ — Head  and 
Neck  Journal. 
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Doctor,  Lay  Person 
Get  WVSMA  Awards 

A Logan  physician  with  many 
professional  and  civic  ac- 
complishments, and  a South 
Charleston  lay  citizen  devoted  to 
diabetes  research  and  education 
received  special  awards  during  the 
WVSMA  Annual  Meeting  in  August. 

Dr.  Mark  S.  Spurlock  (see  photo 
on  Page  503),  a retired  pediatrician 
and  now  consultant  for  Logan 
General  Hospital,  was  presented  the 
A.  H.  Robins  Company  Physician 
Award  for  Community  Service  dur- 
ing ceremonies  at  the  Greenbrier. 

Edward  A.  Holsclaw,  President  of 
the  Kanawha  Valley  Diabetes 
Association  and  diabetes  consultant 
for  Boehringer  Mannheim 
Diagnostics  Group,  was  given  the 
WVSMA  Presidential  Citation,  an 
award  recognizing  contributions  to 
health  care  by  West  Virginia  lay 
citizens. 

Doctor  Spurlock,  who  practiced 
in  pediatrics  for  34  years  in  Logan, 


during  the  past  10  years  has  been 
Logan  County  Health  Officer,  a 
member  of  the  county  board  of 
education,  and  a member  of  the 
county  commission. 

He  established  the  Logan  County 
Ambulance  Authority  and  developed 
1 1 fire  departments  throughout  the 
county  while  he  was  President  of 
the  county  commission. 

Doctor  Spurlock  served  as  Chair- 
man of  the  initial  polio  clinics 
which  were  set  up  in  Logan  Coun- 
ty, and  gave  many  hours  of 
volunteer  service  during  the  Logan 
flood  of  1963. 

In  nominating  Doctor  Spurlock, 
the  Logan  County  Medical  Society 
said  of  his  pediatrics  practice: 

“Three  generations  have  been  given 
very  effective  treatment  and  many, 
many  hours  of  total  commitment.” 

Plans  for  Medical  School 

Holsclaw,  an  honor  graduate  of 
West  Virginia  Stare  College,  is  a 
Board  member  of  the  West  Virginia 
Diabetes  Association,  Chairman  of 


Edward  A.  Holsclaw  (left)  of  South  Charleston  receives  the  WVSMA  Presidential 
Citation  from  Dr.  Charles  E.  Turner,  1986-87  President,  during  the  Annual  Meeting  in 
August  at  the  Greenbrier. 


the  Board  of  the  West  Virginia 
Diabetes  Foundation,  and  a Board 
member  of  Kamp  Kno-Koma. 

He  is  returning  to  college  to  add 
science  credits  to  his  B.A.  degree  in 
order  to  enter  medical  school  in 
about  two  years. 

Holsclaw  has  received  a number 
of  other  awards  including  the 
American  Diabetes  Association 
Distinguished  Service  Award. 

He  has  coordinated  the 
Charleston  Area  Health  Fair;  written, 
produced  and  directed  a video  pro- 
duction, “Run  for  Your  Life,”  deal- 
ing with  exercise  and  diabetes,  and 
has  been  coordinator  for  the  West 
Virginia  Diabetes  Runathon. 

Holsclaw  was  nominated  for  the 
award  by  the  Kanawha  Medical 
Society,  which  cited  his  “endless 
hours  of  time  and  service  to 
diabetic  research  and  education.” 


Diabetes  Seminar 
In  Parkersburg 

A seminar,  “Diabetes  Control: 
Does  It  Matter?”  will  be  held 
November  14  in  Parkersburg  in 
observance  of  National  Diabetes 
Month. 

The  Parkersburg  Area  Diabetes 
Association  is  the  sponsor. 

The  meeting  will  be  held  at  the 
Blennerhasset  Hotel  from  8:30  A.M. 
to  2:30  P.M. 

Drs.  Richard  and  Diana  Guthrie 
from  the  University  of  Kansas  will 
be  the  featured  speakers. 

For  more  information,  call  Dr. 
Mary  Anne  Totten  in  Parkersburg 
(304-295-3356). 


Medical  Manpower 
Shortage  Areas 

The  following  areas  have  been 
designated  as  health  manpower  shor- 
tage areas  by  the  federal  government: 

Poverty/migrant  and  seasonal  farm 
workers,  Berkeley  and  Jefferson 
Counties. 
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1987  Annual  Meeting 


A typical  scene  In  the  WVSMA  House  of  Delegates  as  delegates  line  up  behind  the  mike  (not  shown)  to  “speak  their  piece”  on  the 
issues. 


Dr.  David  Z.  Morgan,  left,  Morgantown,  1985-86  WVSMA  President,  presents  the 
Past  President’s  Pin  to  the  1987  outgoing  President,  Dr.  Charles  E.  Ihrner, 
Huntington. 


Introduced  for  remarks  during  the 
first  session  of  the  House  of  Delegates 
was  Patrick  Oliverio  of  Morgantown,  a 
third-year  student  representing  WVU 
School  of  Medicine. 
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V 


• • • 


A Chronicle 


Dr.  Mark  S.  Spurlock  (left  photo),  retired 
Logan  pediatrician,  examines  the  A.  H. 
Robins  Company  Physician  Award  for 
Community  Service  he  received  from 
WVSMA  during  ceremonies  at  the 


first  House  session.  In  the  center  are 
Drs.  James  L.  Comerci,  left.  Wheeling, 
newly  elected  Councilor,  and  Stephen  L. 
Sebert,  Lewisburg,  Councilor.  In  the 
right  photo.  Dr.  Lawrence  J.  Pace, 


Princeton,  WVSMA  President  in  1962-63, 
was  one  of  some  18  state  doctors 
honored  who  were  graduated  from 
medical  school  50  years  ago  or  longer. 


In  the  left  photo.  Dr.  Dennis  S. 
O’Leary,  Chicago  (left),  JCAH  President, 
delivered  the  keynote  address  during 
opening  exercises  of  the  convention  and 
also  participated  in  the  following 
“health  issues”  panel.  Other  panelists 


are,  from  left,  Drs.  James  S.  Todd, 
Chicago,  AMA  Senior  Deputy  Executive 
Vice  President;  William  S.  Hotchkiss, 
Virginia  Beach,  Virginia,  AMA  President; 
and  William  G.  MacLean,  McDonough 
Caperton  Association  Group,  Charleston. 


On  the  right  are  WVSMA  Executive 
Secretary  Merwyn  G.  Scholten,  left,  and 
Dr.  Derrick  L.  Latos,  Wheeling,  elected 
Vice  President. 
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Doctors,  spouses,  exhibitors  and  guests  live  it  up  at  a dance  with  Bo  Thorpe  and  his  Orchestra  during  the  Annual  Meeting  in 
August. 


Michael  K.  Hurst,  DDS,  of  Huntington, 
President  of  the  Senior  Class  at  MU 
School  of  Medicine,  was  introduced  for 
remarks  during  the  first  House  session. 


Checks  were  given  to  Drs.  Lester  Bryant,  left.  Dean,  MU  School  of  Medicine,  and 
Richard  A.  DeVaul,  Dean,  WVU  School  of  Medicine,  during  the  first  House  session. 
Linda  Turner  (Mrs.  Charles  E.),  Huntington,  1986-87  WVSMA  Auxiliary  President, 
presented  the  checks  ($12,313-27  for  MU  and  $22,380.99  for  WVU),  representing  the 
annual  contribution  by  state  doctors  and  the  Auxiliary  to  the  medical  schools 
through  the  Education  and  Research  Foundation  of  the  AMA  (AMA-ERF). 
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WVSMA  Honors 
50-Year  Doctors 

WVSMA  honored  some  18  state 
doetors  who  graduated  from 
medical  school  50  years  ago  or 
longer  during  the  Annual  Meeting  in 
August. 

The  50-year  doctors,  in  an  obser- 
vance initiated  during  the  Mid- 
Winter  Clinical  Conference  last 
January  in  Charleston,  were 
recognized  during  the  first  session 
of  the  WVSMA  House  of  Delegates, 
at  which  time  each  was  presented  a 
pin  by  Dr.  Charles  E.  Turner,  Hun- 
tington, 1986-87  WVSMA  President, 
and  congratulated  by  AMA  President 
William  S.  Hotchkiss,  M.  D. 

The  doctors  also  were  among 
honor  guests  at  a luncheon  follow- 
ing the  House  session. 


The  21  doctors  in  the  state  who 
were  invited  to  attend  to  accept  the 
50-year  honor  were: 

Ray  W.  Bailey,  Hurricane;  Robert 
T.  Bandi,  Triadelphia;  Arthur 
Chandler,  Rank  O.  Dawson  and  W. 
Paul  Elkin,  all  of  Charleston;  Joseph 
Gilman,  Clarksburg; 

Grover  C.  Hedrick,  Jr.,  Beckley; 

H.  M.  Hills,  Jr.,  and  John  A.  B.  Holt, 
Charleston;  Joseph  T.  Mallamo,  Eair- 
mont;  James  H.  Nelson,  Dunbar; 

Lawrence  J.  Pace,  Princeton; 
Alfred  M.  Palmer,  Augusta;  Matthew 
Ralsten,  Clarksburg;  Erederick  C. 
Reel,  South  Charleston;  Herman 
Seitz,  Elkins; 

Hubert  A.  Shaffer,  Morgantown; 
George  W.  Walden,  West  Hamlin; 
Silas  C.  Wiersma,  St.  Albans;  E.  B. 
Wray,  Jr.,  Beckley;  and  Lynwood  D. 
Zinn,  Clarksburg. 


Sir  William  Osier  Letter  Given 
To  WVSMA  By  Editor’s  Widow 


A brief,  original,  handwritten 
note  by  Sir  William  Osier 
(1849-1919),  the  famous  Canadian 
physician,  medical  teacher  and 
writer,  has  come  into  the  posses- 
sion of  WVSMA. 

The  letter,  a report  by  Osier  to 
a father  on  the  condition  of  his 
son,  was  presented  to  WVSMA  by 
Mrs.  George  E.  Evans  of 
Clarksburg,  widow  of  the  late 
Doctor  Evans,  former  Editor  of 
The  Journal  who  died  in  1976. 

Mrs.  Evans  (Elah)  said  that  Doc- 
tor Evans,  a great  admirer  of 
Osier,  “always  intended  for  the 
Medical  Association  to  have  this 
letter.”  She  observed  that  her  hus- 
band, a native  of  Canada,  had 
met  Osier  while  studying  at 
McGill  University  in  Montreal, 
Canada. 

Mrs.  Evans  said  she  didn’t 
know  exactly  how  Doctor  Evans 
obtained  the  letter  but  “I  know 
he  went  to  a lot  of  trouble  to  get 
it.” 

The  letter  is  framed  along  with 
a small  print  of  a famous  group 
portrait,  “The  Eour  Doctors,”  by 


John  Singer  Sargent,  which  hangs 
at  Johns  Hopkins  University 
School  of  Medicine.  Shown  in  the 
portrait  are  the  four  founders  of 
the  school,  William  H.  Welch,  the 
first  Dean;  William  S.  Halstead, 
Osier,  and  Howard  A.  Kelly. 

Mrs.  Evans  said  she  had  other 
books  and  writings  by  and  about 
Doctor  Osier  which  her  husband 
collected. 

The  full  text  of  the  handwritten 
note,  which  is  undated,  follows: 

Dear  Sir: 

I examined  your  son  today  with 
Dr.  Thomas.  He  has  advanced 
diabetes  with  lung  complications.  I 
think  very  badly  of  his  condition 
and  unless  he  can  find  some  very 
exceptional  place,  he  would  be 
mueh  better  at  home  w'here  he  can 
be  well  cared  for. 

I have  talked  over  the  treatment 
and  care  under  which  Dr.  Thomas 
has  placed  him  and  have  nothing  to 
suggest  further. 

William  Osier 


O 

o 

J-U  Poetry 
'y  Corner 

Wildlife 

While  walking  through  the  forest 
One  day  in  early  spring, 

I came  upon  a pheasant's  nest; 

The  pheasant  took  to  wing. 

A little  further  through  the  wood, 
And  just  at  early  dawn, 

Not  very  far  from  where  I stood 
I saw  a wide-eyed  fawn. 

A squirrel  chattered  in  a tree, 

A chipmunk  scurried  near, 

A little  rabbit  sighted  me 

His  bounding  heart  betraying  fear. 

And  as  I sat  to  rest  awhile 
To  ponder  all  these  things. 

My  soul  withm  began  to  smile 
At  the  knowledge  clear  thought 
brings. 

For  creatures  of  the  forestland 
Share  common  gifts  with  me; 

We’re  all  protected  by  God's  hartd 
And  through  His  love  made  free. 

E.  Leon  Linger,  M.D. 
Clarksburg 


To  My  Patient 

Mountams. 

I'll  trade  you  pills 

for  them,  tourniquets  and  IVACs 

to  have  them  again 

invite  me  into  soft 

darkness. 

Cold 

steel  through  a vein, 
lie  helpless  now.  Your  fee 
penetrates  the  white  coat 
that  is  my  only 
anesthesia. 

Mountains. 

You  changed  me 

as  you  are  changed  by  me. 

But  you  return.  Forever 
I have  lost  that  simple 
darkness. 

Harriet  A.  Squier,  M.D. 
Clarksburg 
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Continuing 

Education 

Activities 


Here  are  the  continuing  medical 
education  activities  listed  primarily 
by  the  Marshall  University  and  West 
Virginia  University  Schools  of 
Medicine  for  part  of  1987,  as  com- 
piled by  Ernest  W.  Chick,  M.  D.,  MU 
Director  of  Continuing  Medical 
Education;  Robert  E.  Kristofco, 

WVU  Assistant  to  the  Dean/Continu- 
ing Medical  Education;  J.  Zeb 
Wright,  Ph.D.,  Director  of  Continu- 
ing Education  Outreach  and  Com- 
munity Affairs,  WVU  Charleston 
Division;  and  Sharon  Hall,  Director 
of  Continuing  Education,  Charleston 
Area  Medical  Center  (also  in  charge 
of  WVU  Charleston  Division  on- 
campus  CME).  The  schedule  is 
presented  as  a convenience  for 
physicians  in  planning  their  continu- 
ing education  program.  (Other  na- 
tional, state  and  district  medical 
meetings  are  listed  in  the  Medical 
Meetings  Department  of  The 
Journal.) 

The  program  is  tentative  and  sub- 
ject to  change.  It  should  be  noted 
that  weekly  conferences  also  are 
held  on  the  WVU  Morgantown, 
Charleston  and  Wheeling  cam- 
puses. Further  information  about 
CME  activities  may  be  obtained  by 
calling  Doctor  Chick  at  (304) 
696-7018;  Kristofco,  (304)  293-3937; 
Wright,  (304)  347-1243;  and  Hall, 
(304)  348-9580. 

Marshall  University 

Oct.  3,  Huntington,  Thoracic  Society 
Meeting 

Oct.  9-10,  Huntington,  Autism 
Workshop 

Oct.  9,  Charleston  Civic  Center,  WV 
Rehab  Services— The  Unseen  Injury; 
Minor  Head  Trauma 

Oct.  l6,  Huntington,  Infection  Control 
Conference 

Oct.  23,  Huntington,  Roland  Burns 
Conference 

Dec.  4,  Huntington,  AAFP  Meeting 

Dec.  5,  Huntington,  Sports  Medicine 
Conference 


West  Virginia  University 

Oct.  2-3,  Morgantown,  Clinical  Issues, 
Geriatric  Care* 

Oct.  9,  Morgantown,  Principles  & Prac- 
tices of  Lasers  in  Ophthalmology. 

Oct.  9-10,  Morgantown,  Pediatric 
Oktoberfest 

Oct.  10,  Morgantown,  Eighth  Annual 
Ophthalmology  Conference 

Oct.  14,  Charleston,  Faculty  Research 
Day 

Oct.  15-17,  Morgantown,  13th  Hal 
Wanger  Family  Practice  Con- 
ference* 

Oct.  30-31,  Morgantown  (Sheraton 
Lakeview)  Diagnostic  Ultrasound 
Update  ’87 

Nov.  6-7,  Morgantown,  Ob-Gyn  Update 

Nov.  7,  Morgantown,  Common 
Neurological  Problems* 

Nov.  14,  Morgantown,  Common  Spine 
Problems* 

Nov.  14,  Charleston,  Trauma  Seminar 

Nov.  18,  Charleston,  Sport  & Fitness 
Seminar 

Dec.  5,  Charleston,  Hypertension 
Update 

‘In  conjunction  with  W\'U  football  games 

Regularly  Scheduled  Continuing 
Education  Outreach  Programs 
from  WVU  Medical  Center 
Morgantown 

Brownsville,  PA,  Brownsville 
General  Hospital,  1st  and  4th  Thurs- 
day, 11  A.  M.  to  1 P.  M.— Oct.  1, 
“Common  E.R.  Errors  — How  to 
Avoid  Them”  (speaker  tba) 

Oct.  22,  “Status  of  Streptokinase  & 
Urokinase  in  Acute  Myocardial  In- 
farction” (speaker  tba) 

Fairmont,  Fairmont  Clinic,  3rd 
Wednesday,  12  P.  M.  — Oct.  21, 
“Workup  on  Hirsutism,”  Roger  C. 
Toffle,  M.  D. 

Martinsburg,  V.A.  Medical  Center,  2 
P.  M.  — Oct.  1,  “Review  of  Newer 
Antibiotics,”  Melanie  Fisher,  M.  D. 

Martinsburg,  City  Hospital,  12-1  P.  M. 
— Oct.  2,  “Cancer  of  the  Bladder  - 
Surgical  Treatment,”  Donald  Lamm, 
M.  D. 

New  Martinsville,  Wetzel  County 
Hospital,  2nd  Thursday,  12-1  P.  M.  — 
Oct.  8,  “Chlamydia  - Genital  Infec- 
tions in  Women,”  Marian  Swinker, 
M.  D. 


Wheeling,  Ohio  Valley  Medical 
Center,  2nd  Wednesday,  8-9  A.  M.  — 
Oct.  14,  “Isolation  Techniques  for 
Most  Infectious  Diseases,  Including 
AIDS,”  Melanie  Fisher,  M.  D. 

Waynesburg,  PA,  Greene  County 
Memorial  Hospital,  2nd  and  4th 
Tuesday,  7-9  P M.  — Oct.  13,  “The 
Adolescent  Years”  (speaker  tba) 
Oct.  27,  “Pointers  and  Pitfalls  in 
Managing  Overdoses,”  Timothy 
Saxe,  M.  D. 

Regularly  Scheduled  Continuing 
Education  Outreach  Programs 
from  WVU  Medical  Center- 
Charleston  Division/CAMC 

Beckley,  Southern  W.  Va.  Clinic,  4th 
Thursday,  5;30  to  7:30  P.  M.  — 
Special  dinner  event  Oct.  13, 
6:30  P.  M.,  “Diagnosis  of 
Osteoporosis,”  Daniel  A.  Mairs, 
M.D.,  and  “When  Sex  Goes  Wrong,” 
Judith  Huffman-Seifer,  R.N.,  Ph.D. 
(For  invitation  call  Linda  Johnson, 
R.N.,  M.S.,  1-800-642-2758  or 
252-7331) 

Cabin  Creek,  Cabin  Creek  Medical 
Center,  Dawes,  2nd  Thursday,  8-10 
A.  M.  — Oct.  8,  “Common  Pediatric 
Behavioral  Problems,”  T.  O.  Dickey, 
M.D. 

Nov.  12,  “Low  Back  Pain”  (speaker 
tba) 

Gassaway,  Braxton  Co.  Memorial 
Hospital,  1st  Wednesday,  7-9  R M. 
— Oct.  7,  “Gastroscopy,”  Joe  White, 
M.D. 

Greenbrier,  Library,  Greenbrier 
Clinic,  3rd  Tuesday,  4-5  P M.  — Oct. 
20,  “Lupus”  (speaker  tba) 

Nov.  17,  “Peripheral  Vascular 
Disease,”  Ali  AbuRahma,  M.  D, 

Madison,  Boone  Memorial  Hospital 
Conference  Room,  2nd  Tuesday,  7-9 
P.  M.  — Oct.  13,  “Quality  Assurance,” 
Becky  Fain,  R.N.,  MSN,  CPQA,  & 
LuAnn  Cash,  CPQA 

Oak  Hill,  Plateau  Medical  Center 
(Oyler  Exit,  N 19)  4th  Tuesday, 
7-9  R M.  — Oct.  27,  “Update  Vascular 
Surgery”  (speaker  tba) 

Summersville,  Summersville 
Memorial  Hospital,  1st  Tuesday, 
6:30-8:30  P.  M.  — Oct.  6, 
“Neurology”  (speaker  tba) 

Nov.  3,  “Update  Outpatient  Depres- 
sion,” John  MacCallum,  M.  D. 
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Welch,  Stevens  Clinic  Hospital,  3rd 
Wednesday,  12  Noon-2  PM.  — 
Oct.  21,  “Diagnosis  & Management 
Peripheral  Vascular  Disease,”  Eric  P. 
Mantz,  M.  D. 

Nov.  18,  “Alzheimer’s  Disease,”  Mary 
Ann  Rosswurm 

Whitesville,  Raleigh-Boone  Medical 
Center,  4th  Wednesday,  11  A.  M.- 
1 P.  M.  — Oct.  28,  “Update  Pediatric 
Care”  (speaker  tba) 

Williamson,  Williamson  Memorial 
Hospital,  1st  Thursday,  6:30-8:30 
P.  M.  — Oct.  1,  “Management  of 
Pain”  (speaker  tba) 

Nov.  5,  “Fertility,”  Sherif  Awadalla, 
M.  D. 


Specialty  Groups 
Elect  Officers 

Following  are  officers  (as  reported 
to  The  Journal)  elected  or  re-elected 
by  specialty  societies  or  sections 
during  meetings  in  conjunction  with 


WVSMA’s  Annual  Meeting  in  August 
in  White  Sulphur  Springs  at  the 
Greenbrier: 

Section  on  Clinical  Neurosciences: 
Dr.  Ralph  Dunker,  Morgantown, 
Chairman. 

West  Virginia  Neurosurgical  Socie- 
ty; Drs.  Ralph  O.  Dunker,  Morgan- 
town, President;  Robert  J.  Clubb, 
Charleston,  Vice  President,  and 
James  V.  Gainer,  Jr.,  Clarksburg, 
Secretary. 

West  Virginia  Radiological  Society: 
Drs.  James  K.  Sexton,  Charleston, 
President;  Gary  D.  Marano,  Morgan- 
town, Vice  President;  Richard  M. 
Thompson,  Beckley,  Secretary- 
Treasurer;  Orlando  F.  Gabriele, 
Morgantown,  Councilor;  and  John 
C.  Frich,  Morgantown,  and  William 
G.  Hayes,  Charleston,  Alternate 
Councilors. 

West  Virginia  Phychiatric  Associa- 
tion: Drs.  Larry  C.  Smith,  Hun- 
tington, President;  John  R.  Vanin, 
Morgantown,  Secretary,  and  Lee  L. 
Neilan,  Charleston,  Treasurer. 


Dole  Replies 
In  DRG  Issue 

Editor’s  Note:  We’re  sharing  with 
Journal  readers  this  letter  to 
WVSMA  Council  Chairman  Charles 
E.  Turner,  M.  D.,  of  Huntington  for 
U.  S.  Sen.  Bob  Dole  (R-Kansas) 
regarding  federal  government  pro- 
posals for  a Medicare  prospective 
payment  system  for  physicians  based 
on  diagnosis  related  groups  (DRGs). 
WVSMA  officers  are  encouraging 
state  doctors  to  communicate  their 
views  on  physician  DRGs  to  the 
West  Virginia  congressional 
delegation. 

Dear  Dr.  Turner: 

Thank  you  for  taking  the  time  to  write 
and  express  your  concerns  about  pro- 
visions in  the  President’s  FY  88  budget 
proposal  which  would  alter  Medicare’s 
method  of  paying  physicians.  1 ap- 
preciate having  your  views  on  this 
issue. 

The  Social  Security  Amendments  of 
1983  (PL  98-21)  established  a Prospec- 
tive Payment  System  for  inpatient  ser- 
vices based  on  diagnosis  related  groups 
(DRGs).  At  the  time  when  the  1983 
amendments  were  being  considered, 
the  creation  of  physician  DRG’s  was 
discussed  and  rejected.  In  subsequent 
years  the  same  issue  was  raised  but,  in 
each  case,  rejected.  Many  have  argued 
that,  while  there  clearly  need  to  be 
changes  in  the  way  we  reimburse 
physicians,  MD  DRG’s  or  all  inclusive 
payments  to  hospitals  for  inpatient 
physician  services  might  not  be  the 
answer.  1 agreed  with  these  arguments 
when  this  issue  was  first  discussed,  and 
1 have  not  changed  my  view. 

At  the  most  basic  level,  the  present 
debate  centers  on  who  the  direct  reci- 
pient of  the  payment  for  physician  in- 
patient services  should  be.  Should  pay- 
ment be  made  to  the  attending  physi- 
cian, the  hospital  staff,  or  the  hospital 
staff,  or  the  hospital  itself?  At  a 
minimum,  1 believe  that  there  are  three 
considerations  which  should  guide  us 
in  making  any  decisions.  They  are  1) 
how  will  changes  in  payments  affect 
the  quality  of  care,  2)  how  will  they  en- 
courage cost-effective  care,  and  3)  what 
are  the  financial  risks  to  the  parties 
involved? 

(Continued  on  Next  Page) 


Judith  Huffman-Slefer,  R.N.,  Ph.D.,  Dayton,  Ohio,  left  photo,  speaks  to  doctors  and 
their  spouses  at  a seminar  on  “medical  marriages’’  during  the  August  WVSMA  con- 
vention. Listeners  are  seated  informally  (right  photo)  for  her  talk  in  the  Colonial 
Lounge  at  the  Greenbrier. 
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Specifically,  with  respect  to  hospital- 
based  physicians,  PL  99-509  requires 
the  Secretary  of  Health  and  Human 
Services  to  conduct  a study  on  the 
design  and  implementation  of  a pro- 
spective payment  system  for  payments 
under  Part  B for  services  provided  to 
hospital  inpatients.  The  Secretary  is  re- 
quired to  report  his  findings  to  Con- 
gress by  July  31,  1987. 

Although  1 do  not  disagree  that  some 
changes  may  be  in  order  as  a result  of 
this  study,  1 am  unwilling  to  support 
the  current  Administration  proposal  to 
incorporate  these  payments  into  the 
hospital  DRG.  In  fact,  I am  not  sure 
that  this  would  ever  be  the  best  ap- 
proach for  us  to  take.  The  relationship 
between  patients  and  their  physicians 
is  important  and  should  be  preserved, 
and  payments  made  directly  to 
hospitals  could  have  a detrimental  ef- 
fect on  that  relationship. 

Now  that  the  100th  Congress  has  ap- 
proved a budget  resolution  for  the 
1988  fiscal  year  (FY88)  which  instructs 
the  Senate  Finance  and  House  Ways 
and  Means  Committees  to  come  up 
with  SI. 5 billion  in  additional  savings 
under  Medicare  for  FY88,  and  a total 
of  S8.7  billion  in  savings  over  the  next 
three  years,  each  of  these  Committees 
has  scheduled  hearings  to  review  pro- 
posals which  would  generate  these 
savings.  As  you  know,  the  provision 
contained  in  the  President’s  FY88 
budget  proposal  which  would  alter  the 
hospital  DRG  system  is  one  of  the  pro- 
posals presently  under  consideration 
by  the  Finance  Committee. 

The  Physician’s  Payment  Review  Com- 
mission has  been  asked  to  provide 
Congress  with  its  views  on  the  Presi- 
dent’s budget  proposal  so  that  those  of 
us  on  the  Senate  Finance  Committee 
will  have  an  opportunity  to  review  the 
suggestions  of  the  experts  before  mak- 
ing our  own  recommendations. 

Again,  thank  you  for  writing.  As  a 
member  of  the  Finance  Committee,  I 
will  keep  your  views  in  mind  as  the 
Committee  addresses  these  issues  in 
the  months  ahead. 

Sincerely  yours, 

BOB  DOLE 

United  States  Senate 


Auxiliary  Elects  Officers  At  Convention 


Denny  Fischer  (Mrs.  Herman)  of 
Bridgeport  assumed  the  presidency 
of  the  WVSMA  Auxiliary  at  the 
group’s  63rd  Annual  Meeting  in 
White  Sulphur  Springs  at  the  Green- 
brier, August  8-11. 

Mrs.  Fischer  was  installed  by  Betty 
Szewcyk  (Mrs.  Edward)  of  Belleville, 
Illinois,  President  of  the  AMA  Aux- 
iliary, who  was  an  honor  guest. 

The  Auxiliary  elected  Ginny 
Reinsenweber  (Mrs.  Harvey)  as  Presi- 
dent Elect  and  the  following  addi- 
tional officers: 

Lois  Spencer  (Mrs.  Edward), 
Bluefield,  Vice  President;  Helen  Bell 
(Mrs.  David),  Bluefield,  Recording 
Secretary;  and  Lillian  Gordon  (Mrs. 
Paul  E.),  Clarksburg,  Corresponding 
Secretary; 

Regional  Directors:  Marjorie 
Naymick  (Mrs.  George),  Newell, 
Northern;  Sara  Townsend  (Mrs.  C. 
Vincent),  Martinsburg,  Eastern;  Ann 
McRae  (Mrs.  Grady  H.),  Bluefield, 
Southern;  and  Joyce  Magee  (Mrs. 
Alfred  J.),  Summersville,  Central; 

and  Esther  Weeks  (Mrs.  Harry  S., 
Jr.),  Wheeling,  Parliamentarian. 

Mrs.  Fischer,  whose  husband  is  a 
pathologist,  was  born  in  Morgan- 


town and  is  a graduate  of  Mount  De 
Chantel  Academy  in  Wheeling. 

She  also  graduated  from  Barbizon 
Modeling  School  in  New  York  City, 
Franklin  Institute,  Philadelphia,  and 
was  a registered  laboratory  and  x-ray 
technician. 

Mrs.  Fischer  has  held  many  posts 
in  the  state  Auxiliary,  and  also  has 
been  active  in  the  Harrison  County 
Auxiliary,  having  served  twice  as  its 
President. 

She  ran  for  the  Harrison  County 
Board  of  Education  and  the 
Bridgeport  City  Council. 

The  new  President  is  a charter 
member  of  the  League  of  Women 
Voters,  Clarksburg,  and  Regent  of 
the  Daniel  Davisson  Chapter  of  the 
Daughters  of  the  American 
Revolution. 

A sports  buff,  Mrs.  Fishcher  en- 
joys playing  golf  and  indoor  tennis 
during  the  winter  months.  She  also 
likes  being  a homemaker,  and  is  an 
avid  reader  (“I  always  carry  a book 
with  me  so  I can  read  wherever  I 
am  waiting.”). 

The  Fischers  are  the  parents  of 
four  daughters,  and  have  five 
grandchildren. 


Seated  are  Denny  Fischer  (Mrs.  Herman),  left,  Bridgeport,  new  WVSMA  Auxiliary 
President,  and  Betty  Szewczyk  (Mrs.  Edward),  Belleville,  Illinois,  President  of  the  AMA 
Auxiliary.  Some  of  the  other  state  Auxiliary  officers  are,  standing,  from  left,  Ginny 
Relsenweber  (Mrs.  Harvey),  Martinsburg,  President  Elect;  Alice  Hovls  (Mrs.  Logan), 
Vienna,  Treasurer;  Helen  Bell  (Mrs.  David),  Bluefield,  Recording  Secretary;  Lois 
Spencer  (Mrs.  Edward),  Bluefleld,  Vice  President;  Marge  Naymick  (Mrs.  George), 
Newell,  Northern  Regional  Director,  and  Ann  McRae  (Mrs.  Grady  H.),  Bluefield, 
Southern  Regional  Director. 
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Shown  following  the  meeting  of  the  Publication  Committee  during  the  Annual 
Meeting  in  August  are,  from  left,  Drs.  John  M.  Hartman,  Charleston,  and  Joe  N.  Jarrett, 
Oak  Hill,  Committee  members  and  Associate  Editors  of  The  Journal;  Mrs.  Vernon  E. 
Duckwall  (Betty),  Elkins;  Doctor  Duckwall,  member  and  Associate  Editor,  and  Dr. 
Vickie  Williams,  Morgantown,  Resident  member. 

Pre-Convention  Council  Meeting 


WVSMA  Council  took  a number 
of  business  and  other  actions  at  its 
pre-convention  meeting  August  8 at 
the  Greenbrier  in  White  Sulphur 
Springs. 

Councilors  heard  Executive 
Secretary  Merwyn  G.  Scholten 
report  that,  as  of  that  date,  there 
were  2,099  WVSMA  1987  state 
dues-paying  members,  with  1,179 
having  paid  AMA  dues. 

He  also  reported  that  as  of  August  4 
there  were  460  Association  members 
and  43  Auxiliary  members  for  a total 
membership  in  WESPAC  of  503. 

Council  set  August  16-21,  1988; 
August  15-20,  1989,  and  August 
14-19,  1990,  as  Annual  Meeting 
dates  at  the  Greenbrier  in  White 
Sulphur  Springs. 

Staff  was  directed  to  continue  in- 
vestigation toward  centralized  dues 
collection  by  the  state  office,  with  a 
report  to  Council  at  its  fall  meeting 
concerning  cost.  Each  component 
society,  however,  is  to  be  offered 
the  option  of  continuing  its  billing 
on  the  local  level. 

The  following  were  among  other 
actions  approved  by  Council: 

• appointment  of  Mabel  M. 
Stevenson,  M.  D.,  of  Huntington  as 


a member  of  the  Publication  Com- 
mittee to  fill  the  unexpired  term  of 
Thomas  J.  Holbrook  of  Huntington, 
who  resigned  for  health  reasons 

• the  mailing  of  a questionnaire 
to  WVSMA  membership  seeking  in- 
formation relative  to  patients 
deceased  due  to  cervical  cancer,  as 
a result  of  a request  from  R.  John 
C.  Pearson,  M.  D.,  WVU  Depart- 
ment of  Community  Medicine, 
Morgantown 

• proposal  by  Kay,  Casto  and 
Chaney,  Charleston  law  firm,  to 
provide  contract  evaluation  service 
for  WVSMA  membership  at  a fee  of 
$250  per  opinion  letter  (reviews  of 
provider  contracts  such  as  HMOs, 
PPOs,  IPAs,  insurers,  hospitals  and 
other  third-party  payors) 

• defrayment  of  travel  expenses 
for  one  delegate,  appointed  from 
WVU  and  MU  schools  of  medicine, 
to  attend  national  pharmacopeial 
conventions  in  alternate  years 

• directing  the  Constitution  and 
Bylaws  Committee  to  prepare  an 
amendment  for  introduction  into 
the  House  of  Delegates  in  1988  as  a 
proposal  to  permit  AMA  Delegates 
and  Alternates  to  become  ex  officio 
members  of  Council. 


3 —  Newer  Therapies  and  Problems  in  Critical 
Care  Medicine  (WV  Thoracic  Society,  WVU  & 
MU  medical  schools)  Huntington. 

9 — Lasers  in  Ophthalmology  (WVU  Dept,  of 
Ophthalmology),  Morgantown. 

9- 10 — Office  Managers  Assoc,  of  Health  Care 
Providers,  Parkersburg. 

Oct.  9-10 — WVSMA  “Issues  ’88”  Legislative 
Conference,  South  Charleston. 

10 -  WVU  Dept,  of  Ophthalmology  Conference, 
Morgantown. 

11- 16  — Am.  College  of  Surgeons,  San  Francisco. 

15- 18 — Am.  Society  of  Internal  Medicine, 
Washington,  DC. 

18-23 — Am.  Congress  of  Rehabilitation 
Medicine. 

21-25  — Am.  Academy  of  Child  Psychiatry, 
Washington,  DC. 

23-24 — Advances  in  Renal  Transplantation 
(CAMC,  Cleveland  Clinic),  Charleston. 

26-28  — Am.  College  of  Gastroenterology, 
Dallas. 

26- 30 — Am.  College  of  Chest  Physicians, 
Atlanta. 

27- Nov.  1 — Am.  Medical  Women’s  Assoc., 
Orlando,  Fla. 

November 

1- 4 — Southern  Medical  Assoc.,  San  Antonio. 

2- 7 — Am.  College  of  Emergency  Physicians,  San 
Francisco. 

4- 7 — Am.  Cancer  Society,  New  York  City. 
8-12 — Am.  Academy  of  Ophthalmology,  Dallas. 
14 — Parkersburg  Area  Diabetes  Assoc.  Seminar, 
Parkersburg. 

14-18— Am.  College  of  Allergists,  Boston. 

16- 19 — Am.  Heart  Assoc.,  Anaheim,  Calif. 

1988 

January 


22-24 — 21st  Mid-Winter  Clinical  Con- 
ference, Charleston. 

31 — Eeb.  3 — Southeastern  Surgical  Congress, 
Orlando,  Fla. 

May 


27-30 — WV  Academy  of  Otolaryngology,  Head 
& Neck  Surgery,  White  Sulphur  Springs. 


For  More  Information  . . . 

Contact  The  Journal  for  additional  infor- 
mation about  most  of  the  above 
meetings.  Call  (304)  925-0342. 
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WVU  Medical  West  Virginia 

Center  News  ^ 


Compiled  from  material  furnished  by  the 
Medical  Center  News  Service,  Morgantown, 
W.  Va. 


Safer  Caps  Could 
Cut  Needle-Sticks 

A pin  prick  doesn’t  seem  like 
much  of  an  occupational  hazard, 
but  needle-sticks  are  a serious  cause 
of  injury  among  health  care 
workers. 

A pin  prick  from  a needle  that 
has  just  been  used  to  give  medicine 
to  an  ill  patient  can  infect  a nurse 
or  other  health  care  woker  with  the 
patient’s  disease. 

Rashida  Khakoo,  Professor  of 
Medicine,  and  Dr.  Michael  Edmond, 
a Medical  Center  physician,  found 
that  one  simple  method  to  prevent 
needle-sticks  seems  to  be  ignored. 

“In  this  age  of  hepatitis  and 
AIDS,”  said  Doctor  Khakoo,  who  is 
Chief  of  the  Section  of  Infectious 
Disease,  “there’s  a real  concern 
about  preventing  needle-sticks  from 
occurring,  so  we  did  a study  of  the 
frequency  of  needle  recapping 
before  and  after  a system  to  stop 
recapping  was  installed.” 

Health  care  workers  frequently  are 
injured  by  needles  when  they  at- 
tempt to  recap  them  after  use. 

Recapping  may  be  an  almost  un- 
conscious act  that  health  care 
workers  perform  to  protect 
themselves  and  others  from  injury, 
but  with  fatal  infections  a possibili- 
ty, some  method  to  reduce  needle- 
sticks  is  needed. 

Nurses  Observed 

Without  their  knowing  it,  nurses 
in  Khakoo’s  and  Edmond’s  study 
were  observed  at  a hospital  that  had 
installed  wall-mounted  receptacles 
for  used  needles.  They  had  also 
been  watched  before  the  system  was 
in  use. 

“The  disposal  system  was  based 
on  the  theory  that  if  health  care 
workers  have  a receptacle  right  at 
the  patient’s  bedside,  they  won’t  feel 


the  need  to  recap  it,”  Doctor 
Khakoo  said. 

However,  no  change  occurred  in 
the  number  of  recapping  incidents 
or  in  the  number  of  needle-sticks 
during  a three-month  period  after 
the  system  was  installed,  although 
health  care  workers  attended  educa- 
tional programs  to  inform  them 
about  the  necessity  of  using  the 
disposal  system. 

Before  the  system  was  installed, 

93  per  cent  of  needles  were  recap- 
ped, and  17  per  cent  of  needle- 
sticks  were  related  to  recappings. 

Disposal  System  Ineffective 

After  installation  of  the  system,  94 
per  cent  of  needles  were  recapped 
and  24  per  cent  of  needle-sticks 
resulted  from  recapping. 

The  study,  presented  to  the 
American  Society  for  Microbiology, 
concluded  that  the  needle  disposal 
system,  and  probably  educational  ef- 
forts about  it,  were  ineffective. 

The  study  suggested  that  the 
answer  to  preventing  needle-stick  in- 
juries could  be  design  of  a safer  cap 
that  would  allow  needles  to  be 
recapped  without  causing  injuries. 

“We  can  keep  educating  people 
not  to  recap  needles,  and  we  may 
succeed  and  we  may  not,”  Doctor 
Khakoo  said.  “But  the  best  prospect 
seems  to  be  some  mechanical 
method  to  prevent  needle-sticks 
during  recapping.” 


Hedge  In  Fulbright 
Screening  Group 

George  A.  Hedge,  the  E.J. 

VanLiere  Professor  and  Chair  of 
Physiology,  has  been  asked  by  the 
Council  of  International  Exchange 
of  Scholars  (CIES)  to  serve  on  the 
discipline  screening  committee  of 
the  Fulbright  Scholar  Program.  Doc- 
tor Hedge’s  three-year  period  of 
service  began  July  1. 

Board  members  representing  all 
the  major  scholarly  disciplines  make 


up  the  CIES.  They  approve  the  ap- 
pointments of  more  than  325 
university  professors  to  the 
discipline  or  geographic  area  ad- 
visory committees  of  CIES. 

These  committees  review  applica- 
tions of  both  American  and  visiting 
scholars  and  nominate  candidates 
for  the  available  awards. 

In  addition  to  the  Fulbright 
Scholar  Program,  CIES  administers 
the  Indo-American  Fellowship  Pro- 
gram, the  Spain  Research 
Fellowships,  and  the  NATO  Research 
Fellowship  Program.  Since  1947, 
CIES  has  aided  in  the  exchange  of 
more  than  22,000  American  and 
23,000  visiting  scholars. 


200,000  Times 
Magnifications 

At  WVU  Medical  Center,  electron 
microscopes  (EM  scopes)  are  used 
both  for  diagnosis  and  for  research 
to  learn  more  about  the  smallest 
units  of  life. 

Although  conventional  light 
microscopes  can  magnify  to  1,400 
times,  magnifications  to  200,000 
times  are  possible  with  an  EM 
scope. 

This  precise,  visual  information  is 
imperative  for  diagnosing  some 
diseases,”  said  Steven  McCormick,  a 
WVU  pathologist.  “In  modern 
diagnostic  pathology,  many  disease 
entities,  such  as  cancer  cells,  seem 
very  similar  when  you  use  routine 
examination  techniques.  But  using 
the  EM  scope  to  look  at  the  ultra- 
structure, or  details  of  the  cells’ 
components,  we  can  determine 
where  the  cancer  cells  came  from,” 
he  said. 


Study  Grant 

WVU  has  received  a $33,205 
grant  from  the  National  Heart,  Lung, 
and  Blood  Institute  to  study  serum 
triglycerides  and  vascular  disease. 

Dr.  Margaret  Albrink,  Professor  of 
Medicine,  is  project  director. 
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"feeling  ^lue" 
is  all  the  feeling 
there  is 


V 

■ our  patient  has  described  the  symptoms  of 
X depression  but  hasn't  responded  to  the  usual  anti- 
depressant medications.  You  review  the  symptoms  again: 


• Change  in  sleep  patterns 

• Fatigue 


• Loss  of  appetite 

• Feeling  helpless  and  hopeless 

• No  physical  cause  for  the  symptoms 

You  decide  a consultation  is  needed,  or  perhaps 
referral.  There  are  many  specialists  who  may  be 
appropriate  for  this  patient,  and  some  of  the  best 
practice  at  Harding  Haspital. 

Through  the  years,  Harding  Haspital  psychiatrists, 
along  with  psychologists,  social  workers  and  other 
mental  health  prafesslonals,  have  helped  with  many 
difficult  treatment  prablems.  The  haspital  offers 
a wide  range  of  psychiatric  services  evaluation, 
out-patient,  in-patient  and  partial  hospital 
care,  short-term,  intermediate,  and  long-term 
treatment  for  aaolescents  and  adults. 


Harding  Hospital  has  been  a resource  for 
professionals  across  the  United  States.  If  you 
have  such  a need,  we'd  like  to  help.  We  invite 
you  to  call  ar  visit  our  facilities.  Contact  Ray 
Dutton,  Admissions  Director,  for  information  or 
to  arrange  for  consultation  and  treatment. 


Harding  Hospital 


445  East  Granville  Road  ■ Worthington,  Ohio  43085  ■ 614/885-5381 


MU  School  Of 
Medicine  News 


Compiled  from  material  furnished  by  the  Of- 
fice of  University  Relations.  Marshall 
University. 


New  Faculty 
Bring  Three  Grants 

Two  new  faculty  joining  the 
School  of  Medicine  have  brought 
the  school  three  public  and  private 
grants  totaling  more  than  $400,000. 

In  all,  l6  physicians  and  other 
scientists  joined  the  faculty  between 
July  1 and  October  1.  Five  are 
volunteer  faculty  members. 

The  new  research  projects  focus 
on  the  nervous  system. 

Mark  Simmons,  Ph.D.,  Assistant 
Professor  of  Pharmacology,  will 
study  how’  nerve  cells  communicate 
with  one  other.  With  a five-year, 
$350,000  grant  from  the  National 
Institutes  of  Health,  he  will  seek  to: 
(1)  characterize  the  ionic  currents  af- 
fected by  neurotransmitters  in  sym- 
pathetic neurons  and  (2)  determine 
the  intracellular  biochemical 
mechanisms  involved  in  the 
transduction  of  neurotransmitter 
signals  between  membrane  receptors 
and  ion  channels  in  these  cells. 

Sasha  Zill,  Ph.D.,  Assistant  Pro- 
fessor of  Anatomy,  is  in  the  last  year 
of  a three-year,  $97,000  NIH  grant  to 
study  sensory  feedback  from  certain 
receptors  in  joints.  He  is  working  to 
establish  how  certain  interneurons 
interact  to  produce  the  plasticity  of 
reflexes  observed  in  freely  moving 
animals. 

With  a three-year  Whitehall  Foun- 
dation Grant,  he  also  is  studying 
functions  of  sense  organs  that 
monitor  an  animal’s  own  behavior. 

Doctor  Simmons  comes  to  the 
School  of  Medicine  from  Emory 
University  School  of  Medicine,  and 


Doctor  Zill  comes  from  the  Univer- 
sity of  Colorado  Health  Sciences 
Center. 

The  other  new  faculty,  by  depart- 
ment, are: 

Family  and  Community  Health  — 
Drs.  Lynne  Heidsiek,  Assistant  Pro- 
fessor; Ross  Patton,  Assistant  Pro- 
fessor; Margaret  Stroz,  Assistant  Pro- 
fessor; Robert  Hess,  Clinical  Assis- 
tant Professor;  and  Timothy 
Williams,  Clinical  Associate 
Professor; 

Medicine  — Drs.  Daniel  Baxter, 
Assistant  Professor;  Henry  Driscoll, 
Assistant  Professor;  Ralph  Webb, 
Assistant  Professor;  and  Hoyt  Bur- 
dick, Clinical  Assistant  Professor; 

Obstetrics/Gynecology  — Dr.  Allan 
Chamberlain,  Clinical  Assistant 
Professor; 

Physiology’  — Edwin  C.  Johnson, 
Ph.D.,  Assistant  Professor; 

Psychiatry  — Kay  E.  Blose,  O.T.R., 
Instructor;  Dr.  Constance  Hayden, 
Assistant  Professor;  and  Dr.  Jane 
Jackson,  Clinical  Assistant  Professor. 


50  Members 
In  Entering  Class 

Eighteen  West  Virginia  counties 
are  represented  in  the  School  of 
Medicine’s  new  entering  class. 

The  class’s  31  rnen  and  19  women 
range  in  age  from  19  to  41,  with  an 
average  age  of  24.7. 

The  new  students  had  attended 
nine  West  Virginia  colleges  and 
universities  as  well  as  l6  out-of-state 
educational  institutions  including 
Temple  University,  Tulane  University, 
the  University  of  Florida,  and 
Michigan  State  University. 

In  addition  to  students  from  tradi- 
tional science  and  engineering  cur- 
ricula, the  class  includes  majors  in 


veterinary  science,  pharmacy, 
economics,  religion,  speech/broad- 
casting, and  the  history  and 
sociology  of  science. 

Six  of  the  new  students  have 
master’s  degrees  in  the  sciences,  and 
one  has  a Ph.D. 


Faculty,  Resident, 
Students  Honored 

Seven  faculty  members,  a resident, 
and  five  students  received  awards  in 
the  1987  opening  exercises  of  the 
School  of  Medicine. 

The  present  senior  class  inducted 
two  new  members  into  the  Society 
of  Outstanding  Clinical  Instructors: 
Dr.  Joye  A.  Martin,  Family  and  Com- 
munity Health,  and  Dr.  T.  Ulf 
Westblom,  Medicine.  It  also  honored 
Dr.  Charles  Yarbrough  as  outstand- 
ing clinical  faculty  member  and 
Dr.  Timothy  Canterbury,  a School  of 
Medicine  alumnus,  as  best  teaching 
resident. 

The  second-  and  third-year  class 
honored  Patrick  I.  Brown,  Ph.D., 
Anatomy;  Terry  Fenger,  Ph.D., 
Microbiology;  Dr.  Ned  Moss, 
Pathology,  and  Dr.  Robert  Touchon, 
Medicine.  They  named  the  depart- 
ments of  Physiology  and 
Microbiology  as  outstanding 
departments. 

For  students,  the  Year  1 Achieve- 
ment Award  went  to  Gregory  A. 

Hale,  with  James  R.  Bailes,  Jr.,  as  the 
second-ranking  student;  the  Year  2 
Achievement  Award,  to  Teigha  J. 
Randolph;  and  the  Year  3 Achieve- 
ment Award,  to  Michael  K.  Hurst. 
Carol  Cooper  received  the  Glen 
Hunter  Pathology  Award. 

Faculty  also  recognized  students 
who  participated  in  summer 
research  projects,  some  of  them  na- 
tionally competitive  programs. 
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Lifeentucy 

188^19^ 


Motrin 800 mg 

ibuprofen 


J-6138  January  1986 


©1986  The  Upjohn  Company 


Consider  the 
causative  organisms. . . 


cefaclor 


250-mg  Pulvules"^  t.i.d. 
offers  effectiveness  against 
the  major  causes  of  bacteriai  bronchitis 

Haemophilus  influenzae,  Streptococcus  pneumoniae 

(ampicillin-suscepfible  and  ampicillin-resistant) 

Note:  Ceclor  is  contraindicated  in  patients  with  known  allergy 
to  the  cephalosporins  and  should  be  given  cautiously  to 
penicillin-allergic  patients. 


Penicillin  is  the  usual  drug  of  choice  in  the  treatment  and 
prevention  of  streptococcal  infections,  including  the  prophy- 
laxis of  rheumatic  fever.  See  prescribing  information. 


Ceclor’  (cefaclor) 

Summary.  Consult  the  package  literature  for 
prescribing  Information. 

Indications:  Lower  respiratory  infections, 
including  pneumonia,  caused  by  susceptible 
strains  of  Streptococcus  pneumoniae.  Haemo- 
philus intiuenzae,  and  Streptococcus  pyogenes 
(group  A p-hemolytic  streptococci). 

Contraindication: 

Known  allergy  to  cephalosporins. 

Warnings: 

CECLOR  SHOULO  BE  AOMINISTERED  CAUTIOUSLY  TO 
PENICILLIN-SENSITIVE  PATIENTS  PENICILLINS  AND  CEPHA- 
LOSPORINS SHOW  PARTIAL  CROSS-ALLERGENICITY  POSSI- 
BLE REACTIONS  INCLUDE  ANAPHYLAXIS 

Administer  cautiously  to  allergic  patients 
Pseudomembranous  colitis  has  been 
reported  with  virtually  all  broad-spectrum 
antibiotics.  It  must  be  considered  in  differential 
diagnosis  of  antibiotic-associated  diarrhea 
Colon  flora  is  altered  by  broad-spectrum 
antibiotic  treatment,  possibly  resulting  in 
antibiotic-associated  colitis. 


Precautions: 

• Discontinue  Ceclor  in  the  event  of  allergic 
reactions  to  it. 

• Prolonged  use  may  result  in  overgrowth  of 
nonsusceptible  organisms. 

• Positive  direct  Coombs'  tests  have  been  re- 
ported during  treatment  with  cephalosporins. 

• Ceclor  should  be  administered  with  caution  in 
the  presence  of  markedly  impaired  renal  func- 
tion Although  dosage  adjustments  in  moderate 
to  severe  renal  impairment  are  usually  not 
required,  careful  clinical  observation  and  labo- 
ratory studies  should  be  made 

• Broad-spectrum  antibiotics  should  be  pre- 
scribed with  caution  in  individuals  with  a his- 
tory of  gastrointestinal  disease,  particularly 
colitis. 

• Safety  and  effectiveness  have  not  been  deter- 
mined in  pregnancy,  lactation,  and  infants  less 
than  one  month  old.  Ceclor  penetrates 
mother's  milk.  Exercise  caution  in  prescribing 
for  these  patients. 

Adverse  Reactions:  (percentage  of  patients) 
Therapy-related  adverse  reactions  are 
uncommon  Those  reported  include 


• Gastrointestinal  (mostly  diarrhea):  2.5%. 

• Symptoms  of  pseudomembranous  colitis  may 
appear  either  during  or  after  antibiotic  treat- 
ment. 

• Hypersensitivity  reactions  (including  mor- 
billiform eruptions,  pruritus,  urticaria,  and 
serum-sickness-like  reactions  that  have 
included  erythema  multiforme  [rarely.  Ste- 
vens-Johnson  syndrome]  or  the  above  skin 
manifestations  accompanied  by  arthritis/ 
arthralgia  and.  frequently,  fever):  1.5%;  usually 
subside  within  a few  days  after  cessation  of 
therapy.  Serum-sickness-like  reactions  have 
been  reported  more  frequently  in  children  than 
in  adults  and  have  usually  occurred  during  or 
following  a second  course  of  therapy  with 
Ceclor  No  serious  sequelae  have  been 
reported  Antihistamines  and  corticosteroids 
appear  to  enhance  resolution  of  the  syndrome 

• Cases  of  anaphylaxis  have  been  reported,  half 
of  which  have  occurred  in  patients  with  a his- 
tory of  penicillin  allergy 

• As  with  some  penicillins  and  some  other 
cephalosporins,  transient  hepatitis  and  chole- 
static jaundice  have  been  reported  rarely. 

• Rarely,  reversible  hyperactivity,  nervousness. 


insomnia,  confusion,  hypertonia,  dizziness, 
and  somnolence  have  been  reported 

• Other:  eosinophilia,  2%;  genital  pruritus  or 
vaginibs.  less  than  1%;  and.  rarely,  throm- 
bocytopenia. 

Abnormalities  in  laboratory  results  of  uncer- 
tain etiology 

• Slight  elevations  in  hepatic  enzymes 

• Transient  fluctuations  in  leukocyte  count 
(especially  in  infants  and  children). 

• Abnormal  urinalysis;  elevations  in  BUN  or 
serum  creatinine 

• Positive  direct  Coombs'  test. 

• False-positive  tests  for  urinary  glucose  with 

Benedict's  or  Fehling's  solution  and  Clinitest® 
tablets  but  not  with  Tes-Tape®  (glucose 
enzymatic  test  strip.  Lilly).  (ozzesen) 

PA  8794  AIVIP 

©1987,  ELI  LILLY  AND  COMPANY 

Additional  inlormalion  available  to  the 
prolession  on  reguesl  from  Eh  Lilly  and 
Company.  Indianapolis.  Indiana  46285 

Eli  Lilly  Industries,  Inc 

Carolina.  Puerto  Rico  00630 


700241 


L.  Parker  Curtis 

wishes  to  announce  his  appointment 
as  a General  Agent  with  the 

Insurance  Corporation  of  America  (ICA) 

and  the  opening  of 
The  Curtis  Agency 

405  Capitol  St.,  Suite  309 
Charleston,  WV  25301 

P.O.Box  3746  (304)342-6501 


Obituaries 


CARMELO  L.  TERLIZZI,  M.D. 

Dr.  Carmelo  L.  Terlizzi  of  Tampa, 
Florida,  a former  Huntington 
obstetrician-gynecologist,  died  in 
Tampa  July  He  was  76. 

Doctor  Terlizzi  practiced  30  years 
in  Huntington  and  was  a physician 
for  the  Veterans  Administration 
Medical  Center  in  Tampa. 

He  was  an  Armv  veteran  of  ''X’brld 
War  11. 

Doctor  Terlizzi  was  born  in  Italy, 
graduated  from  the  University  of 
Pittsburgh,  and  received  his  M.  D. 
degree  in  193“’  from  Georgetowm 
University.  He  interned  at 
McKeesport  (Pennsylvania)  Hospital 
and  completed  a residency  at  Johns 
Hopkins  Hospital  in  Baltimore. 

A Diplomate  of  the  American 
Board  of  Obstetrics  and 
Gynecology,  Doctor  Terlizzi  was  a 
member  of  the  American  College  of 
Obstetricians  and  Gynecologists  and 
the  Southern  Medical  Association, 
and  an  honorary  member  of  the 
Cabell  County  Medical  Society,  West 
Virginia  State  Medical  Association 
and  American  Medical  Association. 

Surviv^ors  include  the  wife,  Mrs. 
Marion  Terlizzi;  two  sons,  George  R. 
Terlizzi  of  Chicago  and  C.  Leonard 
Terlizzi  11  of  Ohio;  a daughter,  Trudy 
Elen  Harrison  of  Apollo  Beach, 
Florida;  and  two  brothers,  Michael 
Terlizzi  of  California  and  Dominic 
Terlizzi  of  Maryland. 


YASA  J.  H.  REDDY,  M.  D. 

Dr.  Yasa  J.  H.  Reddy,  owner  and 
operator  of  the  Reddy  & Reddy 
Medical  Clinic  in  Man,  died  August 
2 at  his  home  there.  He  was  44. 

Doctor  Reddy  was  born  in 
Bhiknoor,  India. 

He  was  a member  of  the  Logan 
County  Medical  Society  and  West 
Virginia  State  Medical  Association. 

Survivors  include  the  wife. 

Dr.  Usha  Mohan  Reddy;  two  sons, 
Saveen  Venkat  Reddy  and  Naveen 
Venkat  Reddy,  both  at  home;  the 
mother,  Yasa  Lalithamma  Reddy  of 
Bhiknoor;  one  sister,  Siromani 
Reddy  of  Bhiknoor,  and  two 
brothers,  Yasa  J.  J.  Vadan  Reddy  of 
London,  England,  and  Yasa  J.  Sura 
Reddy  of  Bhiknoor. 


You  are  invited  to 
attend  the 
annual  meeting  of 

West  Virginia 
Academy  of 
Otolaryngoiogy 
Head  and  Neck 
Surgery 

at 

The  Greenbrier 

White  Sulphur  Springs 
West  Virginia 

MAY  27-30,  1988 

(Memorial  Day  Weekend) 

Guest  Speakers: 

Robert  Cantrell,  MD 
Gerald  Mealy,  MD 
Michael  Paparella,  MD 

Registration  fee:  $150 
Apply  to: 

James  L.  Bryant,  MD 

125  North  Sixth  Street 
Clarksburg,  WV  26301 


Necrology  Report 

The  following  is  a list  of  West 
Virginia  physicians  whose  deaths  have 
been  reported  to  the  West  Virginia  State 
Medical  Association  during  the  past 
year: 

1986 

May  3 — Roland  J.  Viger 
Vero  Beach,  EL 

Aug.  6 — ^James  A.  Rusmisell,  Jr. 
Buckhannon 

Aug.  28 — Glen  G.  Hunter 
Huntington 

Sept.  20 — Ray  D.  Lattimer 
Parkersburg 

Oct.  7 — ^James  H.  Gray 
Cross  Lanes 

Oct.  26 — Ray  E.  Burger 
Welch 

Nov.  30 — George  D.  Duffield 
Charleston 

Dec.  12 — Pat  A.  Tuckwiller 
Charleston 

1987 

Jan.  17 — ^Arsenio  B.  Villanueva 
Beckley 

Jan.  31 — ^John  E.  Osborne 
Honolulu,  HI 

Feb.  8 — Lockhart  D.  Arbuckle 
South  Pasadena,  FL 
Feb.  15 — Donald  W.  Popescu 
Charleston 
Mar.  2 — A.  J.  Villani 

Myrtle  Beach,  *SC 
Mar.  20 — George  O.  Martin 
Martinsburg 

Apr.  5 — ^Walter  G.  J.  Putschar 
Eugene,  OR 

May  31 — Milton  J.  Lilly,  Jr. 
Charleston 

June  9 — ^John  W.  Whitlock 
Beckley 

June  10 — Ida  May  Steele 
Nitro 

June  12 — Frank  Hodges 
Huntington 

June  20 — Ralph  Haynes 
Freeman 

June  25— Wade  H.  St.  Clair,  Jr. 

Charlottesville,  VA 
July  3 — Mort  Fard 
Martinsburg 

Respectfully  submitted 
Merwyn  G.  Scholten 
Executive  Director 

Charleston,  WV 
August  4,  1987 
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TRAUMA 

EMSTAR  SIXTH  ANNUAL  TRAUMA  SYMPOSIUM 

NOVEMBER  12  - 13,  1987 

A two  day  symposium,  oriented  to  physicians,  nurses,  EMT’s  and  other 
paramedical  personnel  whose  activities  involve  care  and  management 
of  the  traumatized  patient.  Current  concepts  in  the  care  of  the  injured 
patient  will  be  presented  by  nationally  known  speakers. 


FEATURING 

James  Boland,  M.D.,  Charleston,  WV 
Henry  Cleveland,  M.D.,  Denver,  CO 
Charles  Cloutier,  M.D.,  Columbus,  OH 
Donald  Fry,  M.D.,  Cleveland,  OH 
James  Hurst,  M.D.,  Cincinnati,  OH 
Joseph  Maroon,  M.D.,  Pittsburgh,  PA 
Harvey  Slater,  M.D.,  Pittsburgh,  PA 
Mr.  Mike  Williams,  Irvine,  CA 
Charles  Wolferth,  M.D.,  Philadelphia,  PA 


Physicians:  Both  Days  $50  One  Day  $30 
Nurses,  EMT’s  and  Paramedical  Personnel:  Both  Days  $35  One  Day  $20 


FOR  FURTHER  INFORMATION  ABOUT 
THE  EMSTAR  SIXTH  ANNUAL  TRAUMA  SYMPOSIUM 
CALL  (304)  234-8852 

EACSEIR. 


EMSTAR  SIXTH  ANNUAL  TRAUMA  SYMPOSIUM 


NAME  

ADDRESS 

CITY  

STATE  ZIP 

□ Physician  □ Nurse  □ Paramedical 

□ Other 


□ Thursday,  Nov.  12,  1987 

□ Friday,  Nov.  13,  1987 

□ Both  Days 

Amount  Enclosed 

Make  checks  payable  to: 

EMSTAR  Trauma  Service 
2000  Eoff  Street 
Wheeling,  WV  26003 


New  Members 


The  following  physicians  were 
welcomed  in  August  as  new  members 
of  the  West  Virginia  State  Medical 
Association. 

Logan 

Shirish  V.  Patel,  PO  Box  446,  Logan 
25601,  Internal  Medicine 

Monongalia 

Abdul  Abbas,  WVU  Medical  Center, 
Morgantown  26506,  Otorhinolaryng- 
ology 

George  Coppa,  WVU  Medical 
Center,  Morgantown  26506,  Behavioral 
Medicine 

Beverly  T.  Ellington,  WVU  Medical 
Center,  Morgantown  26506,  Pediatrics 

William  M.  Gay,  WVU  Medical 
Center,  Morgantown  26506,  Pediatrics 

Thomas  M.  Karrs,  WVU  Medical 
Center,  Morgantown  26506,  Internal 
Medicine 

Rosalind  D.  Lampkins,  WVU  Medical 
Center,  Morgantown  26506, 
Anesthesiology 

Marie  E.  Minnich,  WVU  Medical 
Center,  Morgantown  26506, 
Anesthesiology 

Stephen  J.  Minnich,  WVU  Medical 
Center,  Morgantown  26506, 
Anesthesiology 

Padmini  C.  Nehru,  WVU  Medical 
Center,  Morgantown  26506,  Pediatrics 

Wyoming 

Dominador  Lao,  PO  Box  1274, 
Pineville  24874,  General  Surgery 


STATEMENT  REQUIRED  BY  THE  ACT  OF  OCTOBER  23,  1962; 
SECTION  4369,  TITLE  39,  UNITED  STATES  CODE  SHOWING 
THE  OWNERSHIP.  MANAGEMENT  AND  CIRCULATION  OF  THE 
WEST  VIRGINIA  MEDICAL  JOURNAL, 

The  West  Virginia  Medical  Journal  is  published  monthly  at  4307 
MacCorkle  Avenue,  S.  E,.  Charleston,  West  Virginia  25304, 

The  names  and  addresses  of  the  publisher,  editor  and  manag- 
ing editor  are:  Publisher,  the  West  Virginia  State  Medical  Associa- 
tion, Box  4106,  Charleston.  WV  25364;  Editor,  Stephen  D Ward, 
M.  a.  The  Wheeling  Clinic.  Wheeling.  W\'  26003;  and  Manag- 
ing Editor,  Mr.  Custer  B Holliday,  Box  4106,  Charleston,  WV 
25364. 

The  known  bond  holders,  mortgages,  and  other  security 
holders  owning  or  holding  one  per  cent  or  more  of  the  total 
amount  of  bonds,  mortgages  or  other  securities  are:  None. 

The  average  number  of  copies  each  issue  during  preceding 
twelve  months  are:  (A)  Total  number  of  copies  printed:  3.100  (B 
1)  Paid,  circulation  through  dealers  and  carriers,  street  vendors 
and  counter  sales:  None:  (B  2)  Paid  circulation  through  mail 
subscriptions:  2,356;  (C)  Total  paid  circulation:  2,356;  (D)  Free 
distribution  by  mail,  carrier,  or  other  means:  653;  (E)  Total 
distributions:  3,009;  (F  1)  Office  use,  left-over  unaccounted,  spoil- 
ed after  printing:  91 ; (F  2)  Copies  distributed  to  news  agents,  but 
not  sold:  None;  and  (G)  Total  3.100, 

1 certify  that  the  statements  made  by  me  above  are  correct  and 
complete. 

(Signed)  Custer  B Holliday, 
Managing  Editor 


Electromyography 

and 

Nerve  Conduction 
Studies. 

★ 

Prasadarao  B.  Mukkamala,  MD 

Diplomate  of  American  Board 
of  Physical  Medicine 
and  Rehabilitation. 

Active  member  of 
American  Association 
of  Electromyography 
and  electrodiagnosis. 

(Admitted  by  examination) 

★ 

FOR  APPOINTMENT 
CALL  (304)  344-5153 

★ 

Prasadarao  B.  Mukkamala,  MD 

1200  Quarrier  Street 
Charleston,  WV  25301 


PRIVATE 

PRACTICE: 

Practice  opportunity  for  Board 
Eligible/Board  Certified 
Psychiatrist  in  a dynamic,  in- 
novative and  vyell  established 
private  psychiatric  practice  in 
Huntington,  WV.  Beautiful 
community  on  the  Ohio  River 
provides  great  cultural  and 
educational  facilities.  Multi- 
discipline staff  of  tvyo  MD’s 
and  four  masters  level 
therapists.  Both  in-patient 
and  out-patient  services  re- 
quired. Send  CV  and  starting 
salary  expectations  to: 

401  11th  Street 
Suite  701 

Huntington,  WV  25701 


LIBRIUM®  ® 

chlordiazepoxide  HCI/Roche 
5-mg,  10-mg,  25-mg  capsules 
Before  prescribing,  please  consult  complete 
product  information,  a summary  of  which  follows: 
Indications:  Management  of  anxiety  disorders; 
short-term  relief  of  anxiety  symptoms,  acute  alcohoi 
withdrawal  symptoms,  preoperative  apprehension 
and  anxiety.  Usually  not  required  for  anxiety  or 
tension  associated  with  stress  of  everyday  life.  Effi- 
cacy beyond  tour  months  not  established  by  sys- 
tematic clinical  studies.  Periodic  reassessment  of 
therapy  recommended. 

Contraindications:  Known  hypersensitivity  to  the 
drug. 

Warnings:  Warn  patients  that  mental  and/or  physical 
abilities  required  tor  tasks  such  as  drivihg  or  operat- 
ing machinery  may  be  impaired,  as  may  be  mental 
alertness  in  children,  and  that  concomitant  use  with 
alcohol  or  CNS  depressants  may  have  ah  additive 
effect.  Though  physical  and  psychological  depen- 
dence hove  rarely  been  reported  on  recom- 
mended doses,  use  caution  in  administering  to 
addiction-prone  individuals  or  those  who  might 
increase  dosage.  Withdrawal  symptoms  (including 
convulsions)  reported  after  abrupt  cessation  of 
extended  use  of  excessive  doses  are  similar  to  those 
seen  with  barbiturates.  Milder  symptoms  reported 
infrequently  when  continuous  therapy  Is  abruptly 
ended.  Avoid  abrupt  discontinuation;  gradually 
taper  dosage. 

Usage  in  Pregnancy:  Use  of  minor  fran- 
quilizers  during  the  first  trimester  should 
almost  always  be  avoided  because  of 
increased  risk  of  congenital  malformations 
as  suggested  in  several  studies.  Consider 
possibility  of  pregnancy  when  instituting 
therapy:  advise  patients  to  discuss  therapy 
if  they  intend  to  or  do  become  pregnant. 
Precautions:  In  the  elderly  and  debilitated,  and  in 
children  over  six,  limit  to  smallest  effective  dosage 
(initially  10  mg  or  less  per  day)  to  preclude  ataxia  or 
oversedation,  increasing  gradually  as  needed  and 
tolerated.  Nat  recommended  in  children  under  six. 
Though  generally  not  recommended,  if  combina- 
tion therapy  with  other  psychotropics  seems  indi- 
cated, carefully  consider  individual  pharmacologic 
effects,  particularly  in  use  of  potentiating  drugs  such 
as  MAO  inhibitors  and  phenothiazines.  Observe 
usual  precautions  in  presence  of  impaired  renal  or 
hepatic  function.  Paradoxical  reactions  [e  g.,  excite- 
ment, stimulation  and  acute  rage)  have  been 
reported  in  psychiatric  patients  and  hyperactive 
aggressive  children.  Employ  usual  precautions  in 
treatment  of  anxiety  states  with  evidence  of 
impending  depression;  suicidal  tendencies  may  be 
present  and  protective  measures  necessary.  Vari- 
able effects  on  blood  coagulation  have  been 
reported  very  rarely  in  patients  receiving  the  drug 
and  oral  anticoagulants;  causal  relatianship  has  not 
been  established  clinically.  Due  to  isolated  reports 
of  exacerbation,  use  with  caution  in  patients  with 
porphyria. 

Adverse  Reactions:  Drowsiness,  ataxia  and  confu- 
sion may  occur,  especially  in  the  elderly  and  debili- 
tated. These  are  reversible  in  most  instances  by 
proper  dosage  adjustment,  but  are  also  occasion- 
ally observed  at  the  lower  dosage  ranges.  In  a few 
instances  syncope  has  been  reported.  Also 
encountered  are  isolated  instances  of  skin  eruptions, 
edema,  minor  menstrual  Irregularities,  nausea  and 
constipation,  extrapyramidal  symptoms,  increased 
and  decreased  libido— all  infrequent  and  generally 
controlled  with  dosage  reduction;  changes  in  EEG 
patterns  (low-voltage  fast  activity)  may  appear 
during  and  after  treatment;  blood  dyscrasias 
(including  agranulocytosis),  jaundice  and  hepatic 
dysfunction  have  been  reported  occasionally, 
making  periodic  blood  counts  and  liver  function 
tests  advisable  during  protracted  therapy. 

Usual  Daily  Dosage:  Individualize  for  maximum 
beneficial  effects.  Oral-Adults:  Mild  and  moderate 
anxiety  disorders  and  symptoms,  5 or  10  mg  t.i.d.  or 
q./.d„  severe  states,  20  or  25  mg  t.i.d.  or  q.i.d.  Geriatric 
patients:  5 mg  b i d to  q.i.d.  (See  Precautions.) 
Supplied:  Librium®  (chlordiazepoxide  HCI/Roche) 
Capsules.  5 mg,  10  mg  and  25  mg-bottles  of  100 
and  500:  Tel-E-Dose®  packages  of  100,  available  in 
boxes  of  4 reverse-numbered  cards  of  25,  and  in 
boxes  containing  10  strips  of  10.  Libritabs®  (chlor- 
diazepoxide/Roche)  Tablets.  5 mg  and  10  mg-bottles 
of  100  and  500;  25  mg-bottles  of  100.  With  respect 
to  clinical  activity,  capsules  and  tablets  are  indistin- 
guishable. PI  0286 

Roche  Products  Inc. 

Manati,  Puerto  Rico  00701 
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In  West  Virginia,  when  you  decide  to  prescribe  Librium, 

To  protect  your  decision 


ieft 


brand  of 


5-mg,  10-mg,  25-mg  capsules 


chlordiazepoxide  HCI/Roche  (S 


Copyright  © 1987  by  Roche  Products  Inc.  All  rights  reserved. 


Please  see  adjacent  page  for  a summary  of  product  information. 


GREENBRIER  PHYSICIANS,  INC. 

A Multispecialty  Clinic 

Greenbrier  Valley  Medical  Arts  Building 
Ronceverte/Fairlea/Lewisburg,  West  Virginia 


INTERNAL  MEDICINE 

Robert  K.  Modlin,  M.  D. 
Helen  R.  Perez,  M.  D. 
Thomas  F.  Mann,  M.  D. 

SURGERY 

General  & Vascular 

H.  P.  Dinsmore,  M.  D. 

General  & Thoracic 

B.  L.  Plybon,  M.  D. 

ORTHOPEDIC  SURGERY 

Conrad  D.  Tamea,  Jr.,  M.  D. 
James  W.  Banks,  M.  D. 

FAMILY  GENERAL  PRACTICE 

Joseph  E.  Shaver,  M.  D. 

E.  T.  Cobb,  M.  D. 


1-800-642-5161  or  304-647-5115 

OBSTETRICS/QYNECOLOQY 
James  L Pfeiff,  M.  D. 

Robert  L Wheeler,  M.  D. 

EAR,  NOSE  & THROAT 

Keith  M.  Holmes,  M.  D. 

OPHTHALMOLOGY 
Robert  K.  Scott,  II,  M.  D. 

PEDIATRICS 
William  S.  Dukart,  M.  D. 

Janice  Centa,  P.  A.,  M.  S. 

RADIOLOGY 

Charles  Weinstein,  M.  D. 

Terry  Lesko,  M.  D. 

Richard  Cowan,  M.  D. 


PSYCHOLOGY 

Connie  Bradley-Mann,  Ph.D. 

ANCILLARY  SERVICES 

Physical  Therapy 

Tom  Moore,  R.P.T. 

Wood  McCue,  R.P.T. 

Respiratory  Therapy 

James  D.  Creasman,  R.R.T. 

Audiology 

Gary  M.  Vandevander,  M.S. 


ADMINISTRATION 

Sandra  W.  Ayers,  Business  Manager 


LOOK  NO  FURTHER 
FOR  FINANCIAL 
DIRECTION! 


For  Financial  & Trust  Services  it’s  ONE  FINANCIAL  PLACE 


6th  Floor  • One  Valley  Square 
Summers  & Lee  Streets  • Charleston,  WV  25301 
(304)  348-7081 


ONEyALLEY 

BANK 


Member  FDIC 


ALL  THE  PROFESSIONAL  FINANCIAL  AND  TRUST  SERVICES 
FOR  YOUR  PERSONAL  AND  BUSINESS  NEEDS 
ARE  IN  ONE  PLACE  . . . 

ONE  FINANCIAL  PLACE. 

NOW  AT  ALL  THE  ONE  VALLEY  BANKS  IN  WEST  VIRGINIA. 


Our  Financial  and  Trust  Services  include: 

• Personal  Asset  Management 

• Corporate  Funds  Management 

• Trusts  and  Estates 

• Estate  Settlement  for  Personal 
Executors 


• Private  Investment  Services 

• Financial  and  Estate  Planning 

• Corporate  Trusteeship  Services 

• Employee  Benefit  and  Retirement 
Plan  Administration 


Financial  & Trust  Servicesarealsoavailable  through  all  other  One  Valley  Bank  locations. 
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Resolutions 


The  following  resolutions  were 
adopted  by  the  House  of  Delegates 
during  the  August  8-1 1 Annual 
Meeting  of  the  West  Virginia  State 
Medical  Association  in  White 
Sulphur  Springs  at  the  Greenbrier. 

Adopted  was  the  following 
substitute  for  Resolutions  Nos.  1,  18 
and  20  pertaining  to  tort  reform 
and  presented  by  Kanawha  Medical 
Society: 

“WHEREAS,  The  problems  of 
liability  insurance  coverage  remain 
throughout  West  Virginia;  therefore 
be  it 

RESOLVED,  That  the  West 
Virginia  State  Medical  Association 
continue  its  efforts  to  accomplish 
greater  tort  reform  to  wit: 

1 . Immunity  from  punitive 
damages; 

2.  Cap  for  pain  and  suffering  of 
$250,000; 

3.  Eurther  improvement  of 
Statute  of  Limitations; 

4.  Periodic  payments  of  awards 
greater  than  $500,000; 

5.  Elimination  of  the  collateral 
source  provision; 

6.  Development  of  alternative 
dispute  resolution 
mechanisms; 

7.  Exemption  of  pension  plans 
from  jury  awards 

8.  Immunity  for  physicians 
rendering  emergency 
obstetrical  care;  and 

9.  Implementation  of  measures 
sought  in  the  AMA  Eederal 
Legislative  Package.” 


(Resolution  No.  2,  presented  by 
Kanawha  Medical  Society  and  per- 
taining to  the  employment  of  a paid 
advocate  for  the  West  Virginia  State 
Medical  Association  during  the  1988 
session  of  the  West  Virginia 
Legislature,  was  not  adopted  at  the 
recommendation  of  the  Resolution 
Committee.) 


Adopted  was  the  following 
substitute  for  Resolution  No.  3,  per- 
taining to  seat  belts  and  presented 
by  Kanawha  Medical  Society: 

“WHEREAS,  The  use  of  seat  belts 
saves  lives  and  prevents  serious  in- 
juries, therefore  be  it 


RESOLVED,  That  the  West 
Virginia  State  Medical  Association 
continue  the  pursuit  of  legislation 
requiring  mandatory  seat  belt  usage, 
and  be  it  further 

RESOLVED,  That  the  WVSMA 
strongly  encourage  constituent 
county  medical  societies  to  institute 
educational  campaigns  seeking  com- 
munity support  for  such  legisla- 
tion.” 


(Resolution  No.  4,  pertaining  to 
boxing  and  presented  by  Kanawha 
County,  was  not  adopted  at  the 
recommendation  of  the  Resolutions 
Committee.) 


Adopted  was  the  following 
substitute  for  Resolutions  Nos.  5, 

25,  26  and  27,  pertaining  to  tobac- 
co usage  and  advertising  and 
presented  by  Kanawha  County: 
“WHEREAS,  The  use  of  tobacco 
is  detrimental  to  the  health  of  every 
individual;  and 

WHEREAS,  The  cost  of  tobacco- 
related  diseases  is  borne  by  every 
citizen;  and 

WHEREAS,  Advertisements  lead 
to  increased  usage;  and 
WHEREAS,  The  AMA  adopted  a 
policy  banning  tobacco  advertising 
and  calling  for  a smoke-free  society 
by  the  year  2000,  therefore,  be  it 
RESOLVED,  That  the  West 
Virginia  State  Medical  Association 
adopt  the  AMA  policy  regarding 
tobacco  use  and  advertisement.” 


Adopted  was  the  following 
substitute  for  Resolutions  Nos.  6, 

11,  12,  13,  18  and  2 1 , pertaining  to 
AIDS  HIV-antibody  testing  and 
presented  by  the  Kanawha,  Tygart’s 
Valley  and  Ohio  medical  societies: 
“WHEREAS,  The  problem  of  Ac- 
quired Immune  Deficiency  Syn- 
drome (AIDS)  is  increasing 
throughout  the  United  States;  and 
WHEREAS,  this  disease  is 
resulting  in  many  deaths;  and 
WHEREAS,  This  disease  is 
creating  major  social,  economic  and 
political  burdens  for  the  public, 
therefore  be  it 


RESOLVED,  That  the  West 
Virginia  State  Medical  Association 
encourage  the  development  of 
legislation  to  require  mandatory 
HIV  - antibody  testing  for  the 
following: 

1.  All  hospital  admissions 

2.  All  persons  confined  in  state 
penal  institutions 

3.  All  applicants  for  marriage 
licenses  in  West  Virginia 

4.  All  individuals  involved  in 
sexual  crimes 

5.  All  pregnant  women 

6.  All  pre-surgical  patients 

RESOLVED,  That  the  WVSMA  en- 
courage public  education  to  deal 
with  the  socio-economic  and 
medical  aspects  of  the  disease.” 


(Resolution  No.  7 was  withdrawn 
by  the  Kanawha  Medical  Society 
prior  to  consideration  by  the 
Resolutions  Committee.) 


Adopted  was  the  following 
substitute  for  Resolution  No.  8,  per- 
taining to  report  from  AMA 
delegates  on  AMA  activities  and 
presented  by  Kanawha  County: 

“WHEREAS,  There  is  a lack  of 
awareness  on  the  part  of  many 
members  of  the  medical  community 
in  West  Virginia  concerning  ac- 
tivities of  the  American  Medical 
Association,  be  it  therefore 

RESOLVED,  That  the  West 
Virginia  State  Medical  Association’s 
AMA  Delegates  provide  to  the 
membership  a summary  report  of 
the  activities  of  the  AMA  by  ap- 
propriate communication  means.” 


Adopted  was  the  following 
substitute  for  Resolution  No.  9,  per- 
taining to  pre-admission  certification 
and  offered  by  Kanawha  Medical 
Society: 

“WHEREAS,  Pre-admission  cer- 
tification is  now  being  used  increas- 
ingly by  third  parties;  and 

WHEREAS,  Each  company’s  re- 
quirements for  pre-admission  cer- 
tification are  different;  and 
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WHEREAS,  Compliance  puts  a 
tremendous  burden  upon  the  in- 
dividual physician,  therefore  be  it 

RESOLVED,  That  the  West 
Virginia  State  Medical  Association 
recommend  to  the  WV  Insurance 
Commissioner  and/or  to  the  WV 
Legislature  that  a uniform  pre- 
admission certification  process  be 
implemented;  and  be  it  further 

RESOLVED,  that  the  WVSMA  sub- 
mit a similar  resolution  to  the  AMA 
for  action.” 


Adopted  was  the  following 
substitute  for  Resolution  No.  10, 
pertaining  to  nursing  shortages  and 
presented  by  Kanawha  Medical 
Society: 

‘‘WHEREAS,  There  continues  to 
exist  a shortage  of  working  qualified 
nurses;  and 

WHEREAS,  There  appears  to  be  a 
lack  of  relief  for  this  problem, 
therefore  be  it 

RESOLVED,  That  the  West 
Virginia  State  Medical  Association 
form  a task  force  with  represen- 
tatives from  the  West  Virginia  Nurs- 
ing and  Hospital  Associations  to  ad- 
dress recruitment,  retention  and 
reemployment  of  nursing  person- 
nel.” 


Adopted  was  the  following 
substitute  for  Resolutions  Nos.  14, 

15  and  16,  pertaining  to  profes- 
sional liability  insurance  and 
presented  by  Council: 

‘‘WHEREAS,  A physician  owned 
reciprocal  insurance  company  is 
now  ready  to  be  activated,  either 
joint  venture  or  independent; 

WHEREAS,  There  are  now 
available  commercial  insurance  car- 
riers offering  rates  that  would  be 
competitive  with  rates  determined 
necessary  for  a physician  owned 
reciprocal; 

WHEREAS,  The  presently  endors- 
ed carrier  has  offered  a number  of 
improvements  in  its  insurance  pro- 
gram, including  modifications  in 
coverages  and  rates; 

WHEREAS,  The  final  evaluation  of 
the  endorsed  carrier’s  proposal  to 
the  WVSMA  has  not  been  com- 
pleted due  to  the  carrier’s 
failure  to  submit  the  proposal  in  a 
timely  manner; 


WHEREAS,  The  membership 
survey  on  liablility  options  was  in- 
conclusive, therefore  be  it 

RESOLVED,  That  upon  comple- 
tion of  its  evaluation  of  the  profes- 
sional liability  options  the  WVSMA’s 
Executive  Committee,  Council  and 
Insurance  Committee  be  authorized 
to  endorse  a professional  liability  in- 
surance company  for  the  members 
of  the  Association  if  the  Committee 
determines  that  the  rates,  under- 
writing requirements  and  programs 
are  justifiable  and  acceptable.” 


Adopted  was  the  following 
substitute  for  Resolution  No.  17, 
pertaining  to  hearing  loss  determina- 
tion and  presented  by  William  C 
Morgan,  M.  D.,  on  behalf  of  the 
West  Virginia  Academy  of 
Otolaryngology: 

‘‘WHEREAS,  the  detemination  of 
degree  of  hearing  loss  and  its  rela- 
tionship to  the  impairment  of  a 
worker’s  ability  to  perform  his 
duties  is  and  should  be  a matter 
determined  by  qualified  physicians 
using  defined  standards,  and 

WHEREAS,  the  American  Medical 
Association  has  promulgated  scien- 
tific standards  for  making  hearing 
impairment  determinations  which 
have  been  recognized  by  numerous 
states  including  New  York  which 
has  perhaps  the  greatest  number  of 
hearing  loss  claims  of  any  state,  and 
WHEREAS,  The  adoption  of  the 
AMA  hearing  loss  standards  would 
produce  a far  greater  degree  of 
equity  in  the  determination  of 
disability,  therefore  be  it 
RESOLVED  That  the  West 
Virginia  State  Medical  Association 
urge  the  West  Virginia  Workers’ 
Compensation  Commissioner  to 
adopt  the  AMA  Hearing  Loss  Stan- 
dards as  the  applicable  standards  in 
this  state,  and  be  it  further 

RESOLVED  That,  if  the  only  way 
to  achieve  the  adoption  of  the  AMA 
standards  is  through  legislative 
change,  the  WVSMA  actively  seek 
passage  of  such  legislation  incor- 
porating the  AMA  standards  into 
West  Virginia  law.” 


Resolution  No.  19,  pertaining  to 
funding  and  support  for  county 
health  departments,  was  adopted  as 
presented  by  the  Ohio  County 
Medical  Society: 

‘‘WHEREAS,  Issues  involving 
general  public  health  and  preventive 


medicine  are  reaching  crisis  propor- 
tions; and 

WHEREAS,  Eunding  for  county 
health  departments  throughout  West 
Virginia  is  reaching  suboptimal 
levels;  and 

WHEREAS,  Many  of  the  local 
health  departments  will  be  forced  to 
discontinue  services, 

THEREEORE,  BE  IT  RESOLVED, 
That  the  West  Virginia  State  Medical 
Association  encourage  greater  fun- 
ding and  support  for  the  county 
health  departments  in  order  that 
they  may  properly  carry  out  their 
functions.” 


Adopted  was  the  following 
substitute  for  Resolution  No.  23, 
pertaining  to  communication  pro- 
grams and  presented  by  the 
Parkersburg  Academy  of  Medicine: 
‘‘WHEREAS,  Effective  com- 
munication of  organized  medicine’s 
policies  continues  to  be  a problem 
for  the  West  Virginia  State  Medical 
Association,  therefore  be  it 
RESOLVED,  That  the  WVSMA 
utilize  one  or  more  physician 
representatives  of  the  Association  to 
communicate  with  its  members,  the 
public  and  the  media  in  an  effective 
manner.” 


Adopted  was  the  following 
substitute  for  Resolution  No.  24, 
pertaining  to  indigent  care  and 
presented  by  Kanawha  Medical 
Society: 

‘‘WHEREAS,  Indigent  care  is  a 
growing  problem,  in  this  state  and 
nationwide 

WHEREAS,  Indigent  care  for  the 
elderly  is  a growing  problem, 
therefore  be  it 

RESOLVED,  That  the  WVSMA 
commend  the  Legislative  Task  Eorce 
on  Indigent  Care  for  the  work  they 
are  doing  and  assist  them  in 
developing  a workable  solution  to 
this  problem,  and  be  it  further 

RESOLVED,  That  the  WVSMA 
create  a committee  of  retired  and 
other  physicians  to  recommend  a 
policy  for  interaction  with  various 
organizations  representing  the  elder- 
ly” 


Adopted  was  the  following 
substitute  for  Resolution  No.  28, 
pertaining  to  regulation  of  all-terrain 
vehicles  and  presented  by  Kanawha 
Medical  Society: 
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“WHEREAS,  All-terrain  vehicles 
(ATVs)  have  recently  become  very 
popular  in  the  United  States  with 
estimates  of  five  million  riders;  and 

WHEREAS,  These  unstable 
vehicles  can  attain  high  speeds  and 
are  frequently  operated  by  young 
children;  and 

WHEREAS,  This  combination  has 
resulted  in  an  alarming  number  of 
accidents  with  serious  injuries  and 


deaths  of  which  nearly  half  the 
casualties  involved  children  and 
over  60  per  cent  of  the  injuries 
treated  in  emergency  rooms  around 
the  nation  were  for  those  under  l6 
years  of  age;  and 

WHEREAS,  ATVs  are  dangerous 
recreational  vehicles  in  which 
children  are  particularly  at  risk  for 
injury;  and 

WHEREAS,  the  AMA  has  already 


adopted  a policy  concerning  ATV’s, 
therefore  be  it 

RESOLVED,  That  the  West 
Virginia  State  Medical  Association 
seek  legislation  in  West  Virginia 
consistent  with  AMA  policy  on 
ATV’s  with  the  addition  of  man- 
dating WV  dealers  to  offer  ap- 
propriate operating  and  safety  in- 
structions.” 


State  Medical  Properties,  Inc., 

Annual  Report 

Editor’s  Note:  Following  is  the  annual  report  for  the  West  Virginia  State  Medical 
Properties,  Inc.,  as  submitted  by  L.  Walter  Fix,  M.  D.,  Martinsburg,  Treasurer,  for 
publication  in  The  Journal.) 

WEST  VIRGINIA  STATE  MEDICAL  PROPERTIES,  INC. 

July  1,  1987 


ASSETS 

Cash 

Amount  Receivable  from  WVSMA  . 

Land  at  Cost 

Building  at  Cost 

Property  by  Appraisal  

COST  BASIS 
. S 14,003.49 
9,231.00 
141,247.00 
. 615,922.76 

APPRAISED  BASIS 
$ 14,003,49 
9,231.00 

84,000.00 

TOTALS 

. $780,404.25 

$907,234.49 

LIABILITIES 

Note  Payable  to  WVSMA 

Peoples  National  Bank  Note 

. $ 25,000.00 
561,687.56 

$ 25,000.00 
561,687.56 

TOTALS 

. $586,687.56 

$586,687.56 

NET  ASSETS  

. $193,716.69 

$320,546.93 

L.  Walter  Fix,  M.  D.,  Treasurer 

William  Agee,  Ph.D.,  Independent 
Auditor 
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West  Virginia  State  Medical  Association 
Group  Insurance  Administration 


McDonough  Caperton  Association  Group 


P.O.  Box  3186 
Charleston,  WV  25332 


CALL  1-800-344-5139  EXT.  708 


Annual  Reports 


Cancer  Committee 

The  annual  meeting  of  the  Cancer 
Committee  was  held  August  15, 

1986,  at  the  Greenbrier,  White 
Sulphur  Springs,  and  the  Mid-Winter 
Clinical  Conference  meeting  of  the 
Committee,  January  25,  1987,  at  the 
Marriott  Hotel  in  Charleston. 

The  Cancer  Registry  update  was 
presented  by  Dr.  John  C.  Frich,  Jr. 

He  reported  that  five  hospitals  had 
been  targeted  for  the  computerized 
SMART  Cancer  Registry  Program,  to 
include  United  Hospital  Center, 
Clarksburg;  and  Ohio  Valley  Hospital 
and  Wheeling  Hospital,  Wheeling. 

He  encouraged  other  hospitals  to 
participate  in  the  program.  This  pro- 
gram is  sponsored  by  a Cancer 
Society  grant  of  $70,000  and  pro- 
vides for  tumor  registry  computer 
programing  demonstrations  and  in- 
structions at  various  locations  over  a 
three-year  peroid.  Doctor  Frinch 
emphasized  the  flexibility  and  the 
easy  conversion  from  the  CHOP-DS 
System.  It  was  stressed  that  tumor 
registry  programs  would  not  be 
feasible  in  facilities  with  an  inade- 
quate number  of  beds. 

Dr.  Catalino  B.  Mendoza  reported 
on  the  first  meeting  of  the  American 
College  of  Surgeons  Liaison  Fellows 
meeting  at  the  Greenbrier  May  2, 
1986.  Major  points  of  interest 
brought  out  at  the  meeting  included 
the  study  of  liaison  programs  at 
hospitals  with  adequate  beds,  their 
role  in  public  education,  and  the  of- 
fering of  Cancer  Management 
Courses  by  the  Commission  on 
Cancer  which  are  to  be  scheduled 
three  to  four  times  a year  at  various 
locations  in  the  United  States. 

Dr.  Eric  Mantz  stated  that  the 
Cancer  Management  Course  is 
planned  for  West  Virginia  in  1988 
and  that  the  course  will  consist  of 
two  full  days  of  sessions  pertaining 
to  cancer  diagnosis  and  manage- 
ment. He  also  reported  on  the  in- 
terest of  the  American  College  of 
Surgeons  in  mammography 
screening. 

Ms.  Shirley  Barber  reported  on  the 
BSE  (Breast  Self  Exam)  trainer  pro- 
gram to  be  started  by  the  American 
Cancer  Society.  She  stated  that  the 
Society  was  in  the  process  of  collec- 
ting mammography  data  for  further 


study.  Ms.  Barber  related  that  the 
Childhood  Cancer  Program  will 
sponsor  a summer  camp  at  Camp 
Horseshoe  in  Tucker  County  in  1987 
for  children  with  cancer.  She 
discussed  the  CPU  study  by  Dr.  B. 

R.  Fidler  which  involved  12,074  par- 
ticipants. Doctor  Fidler  has  elected 
to  study  further  West  Virginians’ 
lifestyles  with  over  7,000  individuals 
participating.  Ms.  Barber  inquired  of 
the  Cancer  Centers  Criteria  and 
Standards  as  provided  by  the 
American  College  of  Surgeons’ 
Commission  on  Cancer  and  the 
Community  Cancer  Centers.  The 
Committee  will  gather  and  review 
this  data. 

Dr.  Peter  C.  Raich  discussed  the 
Mary  Babb  Randolph  Cancer  Center 
in  Morgantown,  which  is  being 
funded  by  federal  and  state  grants. 
The  Center  will  be  involved  in 
cancer  treatment  and  prevention  as 
well  as  basic  and  clinical  research. 

He  reported  that  the  West  Virginia 
Cancer  Communication  System  is 
now  available  to  provide  the  public, 
physicians  and  educators  with  a 
coordination  and  information 
system  on  cancer  by  using  the  toll- 
free  number,  1-800-4-CANCER. 

Dr.  Steven  Jubelirer  presented  an 
update  on  the  CCOP  Program  with 
the  Eastern  Cooperative  Oncology 
group.  He  indicated  that  they  were 
seeking  more  physician  participa- 
tion; those  who  are  interested, 
please  contact  his  office  at 
304-348-9523. 

The  Committee  addressed  the 
problems  of  data  gathering,  cancer 
registry,  the  increased  incidence  of 
cancer  and  the  role  of  the  public 
health  in  West  Virginia.  A discussion 
concerning  comprehensive  mam- 
mography guidelines  for  the  public 
and  medical  profession  was  in- 
itiated. It  was  decided  that  a special 
Ad  Hoc  Committee  would  be  ap- 
pointed by  the  Chairman,  Doctor 
Mendoza,  to  establish  mem- 
mography  guidelines,  to  disseminate 
information  to  the  public  and 
medical  profession,  and  to  act  as  a 
liaison  with  the  various  medical 
specialities. 

A letter  of  appreciation  was  sent 
to  John  C.  Beckwith,  Huntington, 
“Mr.  Cancer  Eighter,”  for  his 


many  contributions  in  the  fight 
against  cancer. 

The  members  of  the  Cancer  Com- 
mittee wish  to  extend  their  gratitude 
to  Dr.  Alvin  Watne  for  his  devotion 
of  time  and  energy  to  this  organiza- 
tion, teaching,  research  and  clinical 
work  in  cancer  for  over  24  years. 

His  efforts  exemplify  a standard  of 
dedication  that  is  rare.  We  wish  to 
extend  our  best  wishes  for  his 
future  endeavors  and  express  regret 
in  the  loss  of  his  invaluable  counsel 
and  leadership. 

Respectfully  submitted, 

Catalino  B.  Mendoza,  Jr.,  M.D. 
Chairman 


Impaired  Physicians 
Committee 

The  West  Virginia  State  Medical 
Association’s  Committee  on  the  Im- 
paired Physician  has  been  increas- 
ingly active  in  the  last  year.  It  has 
endeavored  to  address  many  of  the 
necessary  and  complex  issues  per- 
taining to  the  very  real  problem  of 
physicians  practicing  with  im- 
pairments which  can  jeopardize  the 
quality  of  care  they  render  to  the 
public  and  which  can  potentially 
jeopardize  their  practice  liability, 
their  professionalism,  and  their 
families.  The  Committee  recognizes 
the  definite  thrust  of  a national  and 
regional  movement  where  there  is  a 
greater  public  and  private  effort  by 
physicians  to  become  more  aware  of 
this  problem  which  has  been  too 
long  ignored. 

The  committee  has  been  greatly 
aided  in  its  work  by  some 
volunteers  from  the  Association  and 
it  hopes  and  needs  additional  physi- 
cian involvement  to  keep  its  effort  a 
continuing,  sustained  activity.  The 
Executive  Committee  and  Council 
of  the  Association  have  been  most 
supportive  and  encouraging  to  the 
Committee  as  exemplified  by  the 
very  successful  presentation  in 
January  during  the  Mid-Winter 
Clinical  Conference  in  Charleston. 
The  response  of  the  membership 
and  their  spouses  at  that  presenta- 
tion was  gratifying  to  the  par- 
ticipants, for  both  new  as  well  as 
renewed  interest  was  demonstrated 
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by  referrals  and  inquiries  following 
the  presentation.  The  Committee 
hopes  to  enlist  the  aid  of  more 
physicians  within  the  organization 
throughout  the  state  in  various 
geographic  regions  to  serve  as  in- 
terveners to  aid  the  Committeee  in 
its  work.  Proposals  have  been  made 
to  fund  the  Committee  in  the  form 
of  intervener  training  sessions. 
Perhaps  additional  considerations  by 
Council  may  result  in  much  needed, 
organized,  self-sustaining  chairman- 
ship of  the  Committee  rather  than 
the  current  arrangement. 

The  Committee’s  work  is  certainly 
laudable  and  necessary  as  it  is  gen- 
uinely devoted  to  the  very  real  task 
of  conserving  the  valuable  resource 
of  bright,  energetic,  trained  physi- 
cians who  sometimes  must  be  con- 
fronted with  the  need  to  seek  treat- 
ment for  impairments  that  they  too 
often  confront  in  their  patients  but 
only  deny  to  themseh'es.  It  takes 
too  great  a toll  on  physicians  and 
their  families  to  risk  ignoring  the 
problem. 

It  is  hoped  that  increased  activity 
of  the  Committee  and  its  members 
will  result  in  greater  activism  and 
concern  of  the  membership  in  its 
goals  of  encouraging  physicians  to 
seek  help  for  themselves  and  their 
families  voluntarily^  and  electively 
before  their  impairments  result  in 
unfortunate  litigation  or  public 
scrutiny.  The  Committee’s  work  is 
private  in  its  goal  to  encourge  phy^si- 
cians  to  seek  treatment.  It  is  hoped 
that  financial  progress  made  thus  far 
can  be  continued  in  the  immediate 
future  as  there  is  a considerable  na- 
tional focus  on  this  growing 
problem. 

Respectfully  submitted, 

Kenneth  M.  Fink,  M.D. 

Chairman 


Committee  on 
Medical  Education 
and  Hospitals 

The  West  Virginia  State  Medical 
Association  is  an  accrediting  arm  of 
the  Accreditation  Council  for  Con- 
tinuing Medical  Education  (ACCME), 
and  the  WVSMA’s  Committee  on 
Medical  Education  and  Hospitals 
(CMEH)  is  charged  with  the  respon- 
sibility for  accreditation  of  intrastate 
continuing  medical  education 


programs,  primarily  at  community 
hospitals.  The  State  Medical  Associa- 
tion has  had  this  role,  with  respect 
to  surveyed  and  approved  communi- 
ty hospitals  and  other  organizations, 
since  1972. 

WVSMA  Accreditation  Pro- 
gram Approved 

In  the  Committee’s  annual  report 
in  1986,  we  informed  Association 
membership  that  the  ACCME  Com- 
mittee for  Review  and  Recognition 
(CRR)  had  conducted  a site  visit  in 
Eebruary  for  the  purpose  of  examin- 
ing files  and  reviewing  our  intrastate 
CME  accreditation  policies  and  pro- 
cedures. We’re  happy  to  report  that 
on  October  22,  1986,  the  CME  Ac- 
creditation Program  of  the  WVSMA 
was  awarded  continued  recognition 
for  a period  of  four  y^ears.  Commit- 
tee and  staff  were  congratulated  by 
the  ACCME  and  its  CRR  for  its  in- 
terest and  effort  in  providing  an  ac- 
creditation program  for  intrastate 
sponsors. 

Accredited  Sponsors  of  CME 

Since  its  inception,  the  WVSMA, 
in  concert  with  essentials  and  pro- 
tocol/guidelines developed  by  the 
ACCME,  the  following  hospitals  and 
organizations  and/or  institutions 
have  been  approved  by  the  Associa- 
tion’s CMEH: 

• American  College  of  Surgeons, 
WV  Chapter 

• American  Heart  Association, 

WV  Affiliate 

• Beckley  Appalachian  Regional 
Hospital,  Beckley 

• Broaddus  Hospital/Myers  Clinic, 
Philippi 

• Charleston  Area  Medical  Center, 
Charleston 

• City  Hospital,  Martinsburg 

• Jackson  General  Hospital, 

Ripley 

• Mid-Ohio  Valley  CME  Program, 
Parkersburg 

• Monongahela  Valley'  Association 
of  Health  Centers,  Eairmont 

• Raleigh  County  Medical  Society 
CME  Program,  Beckley 

• Reynolds  Memorial  Hospital, 
Glen  Dale 

• St.  Erancis  Hospital,  Charleston 

• St.  Mary’s  Hospital,  Huntington 

• United  Hospital  Center,  Inc., 
Clarksburg 


• VA  Medical  Center,  Martinsburg 

• Weirton  Medical  Center, 

Weirton 

• West  Virginia  Academy  of 
Ophthalmology 

• West  Virginia  Academy  of 
Otolaryngology — Head  & Neck 
Surgery 

• Wheeling  Area  Continuing 
Medical  Education,  Wheeling 

Following  a site  survey,  deemed 
appropriate  upon  receipt  and  review 
of  a completed  questionnaire,  of  a 
hospital  or  organization/institution 
by  the  WVSMA’s  Committee,  if  ap- 
proved, the  continuing  medical 
education  program  is  approved  for 
Category  1 of  the  Physician’s 
Recognition  Award  of  the  American 
Medical  Association. 

Appeals  Process  Procedure 
Approved 

During  the  annual  breakfast 
meeting  of  the  Committee  on 
Medical  Education  and  Hospitals, 
held  at  the  Marriott  in  Charleston 
on  January'  24,  1987,  y’our  Chairman 
appointed  a Subcommittee  to  work 
with  staff  to  prepare  a formal  policy 
document  for  its  use  in  the  Associa- 
tion’s accreditation  process  for 
managing  complaints  and/or  appeal 
of  adverse  decisions.  The  pro- 
cedures for  Reconsideration  and  Ap- 
peal of  Adverse  Accreditation  Deci- 
sions were  written  and  approved  in 
late  April  by  the  full  CMEH.  Upon 
recommendation  by  the  committee 
to  the  Association’s  Executive  Com- 
mittee and  Council,  the  Procedures 
were  approved  on  May  8,  1987,  dur- 
ing Council’s  Spring  Meeting  in 
Charleston. 

(The  Procedures  are  printed  as  an 
attachment  to  this  report.) 

Also  during  the  January,  1987, 
meeting,  your  Chairman  informed 
Committee  it  was  imperative  that 
more  than  one  person  be  used  as 
site  surveyors.  Effective  January, 

1987,  at  least  two  persons  have  con- 
ducted the  surveys,  and  in  some  in- 
stances there  have  been  three,  in- 
cluding the  Association’s  Accredita- 
tion Coordinator.  The  necessity  for 
scheduling  a surveyors’  workshop  is 
being  considered  for  early'  in  1988. 

Surveys/Resurveys  Conducted 

During  1986-87  (September- 
August)  there  have  been  three  new 
surveys  conducted,  i.e.,  Raleigh 
County  Medical  Society  CME 
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Program  in  Beckley;  the  WV 
Academy  of  Otolaryngology — Head 
& Neck  Surgery,  and  the  Fairmont 
General  Hospital  in  Fairmont. 
Because  their  programs  were  new, 
each  of  the  programs  was  granted 
provisional  accreditation. 

The  following  resurveys  have 
been  conducted  since  our  last 
report:  Charleston  Area  Medical 
Center  (four-year  accreditation,  con- 
tinued); VA  Medical  Center,  Mar- 
tinsburg  (four-years,  continued);  and 
Jackson  General  Hospital  in  Ripley 
(four-years,  continued). 

Anticipated  surveys  for  the  re- 
mainder of  the  year  are:  WV 
Academy  of  Ophthalmology;  Wheel- 
ing Area  CME;  St.  Francis  Hospital 
in  Charleston;  American 


Heart  Association,  WV  Affiliate;  and 
Weirton  Medical  Center. 

Summary 

Working  relationships  with  the  na- 
tional ACCME  office  in  the  Chicago 
area  have  continued  to  be  good. 
Your  Chairman,  and  Mary  Hamilton, 
the  WVSMA’s  CME  Accreditation 
Coordinator,  attend  an  annual 
ACCME  conference  and,  upon  their 
return,  update  your  Committee. 

Our  intrastate  accreditation  pro- 
cess has  not  been  carried  out 
without  some  problems.  We’ve 
reported  to  you  in  past  years  of 
denied  accreditation  for  one  pro- 
gram, withdrawal  of  another,  and 
some  programs  have  been  granted 
one-year  probationary  accreditation 


until  that  program  has  been  amend- 
ed to  meet  Committee  standards. 

But  the  overall  results  seem  solid 
and  effective. 

We  continue  to  see  dedication 
and  commitment  to  the  CME  pro- 
grams over  the  State  by  CME  direc- 
tors, physicians  and  staff.  Your  Com- 
mittee can  assure  you  that  the  physi- 
cian, staff  and  other  expenditures 
are  justified  and  provide  an  in- 
valuable service  to  the  Association. 

Respectfully  submitted, 

William  O.  McMillan,  Jr.,  M.D. 

Chairman 

David  Z.  Morgan,  M.D. 

Vice  Chairman 

August  9,  1987 
Charleston 


PROCEDURES  EOR  RECONSIDERATION  AND  APPEAL  OF  ADVERSE  ACCREDITATION  DECISIONS 
COMMITTEE  ON  MEDICAL  EDUCATION  AND  HOSPITALS 
WEST  VIRGINIA  STATE  MEDICAL  ASSOCIATION 


I,  Reconsideraton 

(a)  The  decision  by  the  Commit- 
tee on  Medical  Education  and 
Hospitals  (CMEH)  of  the  West 
Virginia  State  Medical  Associa- 
tion (WVSMA)  to  deny  or 
withdraw  accreditation,  or  to 
place  or  continue  an 
institution*  on  probation, 
hereinafter  referred  to  as  an 
“adverse  accreditation  deci- 
sion,” shall  be  transmitted  to 
the  institution  in  a notification 
letter,  which  shall  include  the 
basis  for  the  decision  and  in- 
form the  institution  of  the 
right  to  request  reconsidera- 
tion. A written  request  for 
reconsideration,  timely  filed, 
shall  automatically  stay  the 
adverse  accreditation  decision 
until  the  reconsideration  is 
completed.  The  accreditation 
status  of  the  institution,  during 
the  process  of  reconsideration, 
shall  remain  as  it  was  prior  to 
the  adverse  accreditation 
decision. 

(b)  A written  request  for  recon- 
sideration shall  be  submitted 
to  the  Chairman  of  the  CMEH 
by  an  institution  within  thirty 
(30)  days  following  mailing  of 
the  notification  letter  to  the  in- 
stitution, and  shall  specify 


the  reasons  for  requesting 
reconsiderations.*  * 

(c)  The  information  upon  which 
reconsideration  is  based  must 
be  that  which  pertained  to  the 
institution  at  the  time  of  the 
survey  and  the  initial  con- 
sideration of  the  application 
by  the  CMEH.  New  informa- 
tion, whether  data  subsequent 
to  the  survey  and  initial  review 
or  information  representing 
changes  in  the  program 
following  an  adverse  decision, 
will  not  be  considered  by  the 
CMEH.  Institutions  in  which 
substantial  changes  have  oc- 
curred subsequent  to  the  in- 
itial survey  and  review  should 
submit  these  changes  as  part 
of  a new  application  for 
evaluation  and  accreditation 
of  the  institution,  rather  than 
as  part  of  a request  for 
reconsideration. 


'For  purposes  of  these  procedures,  the  term  "institu- 
tion " shall  be  used  genetically  to  refer  to  a hospital  or 
institution/organization  which  seeks  accreditation  bv 
the  CMEH  of  the  VC'VSMA. 

"Letters  should  be  sent  Certified  Mail,  Return  Receipt 
Requested,  to  the  Chairman,  Committee  on  Medical 
Education  and  Hospitals,  WVSMA,  P O Box  -il06, 
Charleston,  WV  25364. 


(d)  The  CMEH  shall  complete  the 
reconsideration  no  later  than 
one  hundred  twenty  (120)  days 
after  it  receives  the  request  for 
reconsideration.  Following  the 
CMEH  meeting  at  which  the 
reconsideration  occurs,  the  in- 
stitution will  be  promptly 
notified  (by  Certified  Mail  with 
Return  Receipt  Requested)  of 
the  CMEH’s  decision  and  of  its 
right  to  appeal  an  adverse 
decision. 

II.  Appeal  Hearing 

(a)  If,  following  the  reconsidera- 
tion, the  CMEH  sustains  its  in- 
itial action,  the  institution  may 
request  a hearing  before  an 
Appeal  Board.  If  a written 
request*  for  such  a hearing  is 
not  recieved  by  the  Chairman 
of  the  CMEH  within  thirty  (30) 
days  following  the  date  of 
mailing  of  the  notification  of 
the  adverse  accreditation  deci- 
sion of  the  CMEH,  the  deci- 
sion of  the  CMEH  will  be  final. 
The  request  for  a hearing  shall 
include  a statement  of  reasons 


'Letters  should  be  sent  Certified  Mail.  Return  Receipt 
Requested,  to  the  Chairman  of  the  Committee  on 
Medical  Education  and  Hospitals,  WVSMA,  P O Box 
4106,  Charleston,  W\'  25364. 
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for  appealing  the  decision  of 
the  CMEH.  Appeals  may  be 
based  only  on  the  grounds 
that  the  CMEH’s  decision  was 
(1)  arbitrary,  Capricious,  or 
otherwise  not  in  accordance 
with  the  accreditation  stan- 
dards and  procedures  of  the 
CMEH,  or  (2)  not  supported  by 
substantial  evidence. 

(b)  The  Appeal  Board  shall  be 
composed  of  three  (3) 
members  to  be  selected  by  the 
Chairman  of  the  CMEH  accor- 
ding to  the  following 
procedures: 

A list  of  seven  (7)  in- 
dividuals (representing  ac- 
credited institutions  in  West 
Virginia,  excluding  any 
member  of  the  CMEH  who 
served  on  survey  team  in 
question)  qualified  and  will- 
ing to  serve  as  members  of 
the  Appeal  Board  shall  be 
prepared  by  the  Chairman 
of  the  CMEH  and  approved 
by  the  WVSMA’s  Executive 
Committee  on  behalf  of  its 
Council.  Within  twenty  (20) 
days  of  receipt  of  the 
notification  of  appeal,  the 
list  shall  be  sent  by  Certified 
Mail  with  Return  Receipt 
Requested  to  the  institution 
making  the  appeal.  The  in- 
stitution may  eliminate  up 
to  two  (2)  names  from  the 
list  and  shall  notify  the 
Chairman  of  the  CMEH  of 
its  selection  within  ten  (10) 
days  after  receipt  of  the  list. 
The  Chairman  of  the  CMEH 
shall  then  select  three  (3)  in- 
dividuals from  the  list  who 
shall  constitute  the  Appeal 
Board.  If  no  notification  is 
received  by  the  Chairman 
of  the  CMEH,  the  Chairman 
of  the  WVSMA’s  Executive 
Committee  shall  then  select 
the  three  individuals  from 
the  list  who  shall  constitute 
the  Appeal  Board,  and 
notify  the  institution  by 
Certified  Mail  with  Return 
Receipt  Requested  of  the 
names  of  the  persons 
selected. 

The  Chairman  of  the  CMEH 
shall  serve  as  Chairman 


of  the  Appeal  Board 
without  a vote,  unless 
he/she  served  as  a member 
of  the  initial  survey  team  in 
question.  If  this  should  be 
the  case,  the  Vice-Chairman 
shall  serve  as  Chairman  of 
the  Appeal  Board,  also 
without  a vote. 

(c)  Hearings,  requested  in  confor- 
mity with  these  procedures, 
shall  take  place  no  later  than 
sixty  (60)  days  following  the 
appointment  of  an  Appeal 
Board. 

At  least  forty-five  (45)  days 
prior  to  the  hearing,  the  ap- 
pellant shall  be  notified  of  the 
time  and  place  of  the  hearing 
as  determined  by  the  CMEH. 
The  appellant  has  the  right  to 
request  and  obtain  the  infor- 
mation in  the  appellant’s  ap- 
plication file  on  which  the 
CMEH’s  actions  were  taken. 
Any  additional  information 
supplied  by  the  appellant  must 
be  for  purposes  of  clarifica- 
ti07i  only  and  cannot  describe 
new  components  of  the  in- 
stitution or  changes  made 
subsequent  to  the  initial  ac- 
tion (as  described  under  I.c.). 
Written  statements  may  be 
submitted  to  the  Appeal  Board 
prior  to  the  hearing,  or  up  to 
two  (2)  weeks  following  the 
hearing,  provided  that  formal 
request  to  submit  such 
statements  is  made  to  the  Ap- 
peal Board  at  the  time  of  the 
hearing. 

(d)  At  any  hearing  before  the  Ap- 
peal Board,  the  representatives 
of  the  appellant  may  be  ac- 
companied by  counsel,  make 
oral  presentations,  offer 
testimony  and  present  such  in- 
formation as  the  appellant  may 
deem  proper.  The  appellant 
may  request  that  a represen- 
tative of  the  CMEH  appear  as 
a witness  to  be  examined  with 
respect  to  the  subject  of  the 
appeal.  The  appellant,  at  least 
thirty  (30)  days  prior  to  any 
such  hearing,  shall  request  in 
writing  the  presence  of  a 
representative  whom  it  wishes 
to  examine. 


(e)  The  hearing  need  not  be  con- 
ducted according  to  the  rules 
of  law  relating  to  the  examina- 
tion of  witnesses  or  the 
presentation  of  evidence.  The 
purpose  of  the  hearing  is  to 
assemble  as  much  information 
as  practicable  regarding  all 
material  aspects  of  the  appeal 
and  the  Appeal  Board  shall  be 
entitled  to  take  into  account 
any  such  information  of  the 
type  normally  relied  upon  by 
individuals  or  reasonable 
prudence  in  the  conduct  of 
important  personal  matters. 
The  Appeal  Board  shall  make 
all  determinations  on  pro- 
cedural matters  and  all  deter- 
minations on  the  admissibility 
of  information  sought  to  be 
presented. 

(f)  The  record  of  survey  and  of 
review,  together  with  formal 
presentations  at  the  hearing, 
the  transcript  of  proceedings 
of  the  hearing,  and  statements 
submitted  under  the  provi- 
sions outlined  above,  shall  be 
the  basis  for  the  findings  of  the 
Appeal  Board. 

(g)  Within  thirty  (30)  days  of  the 
hearing,  or  the  receipt  of  writ- 
ten statements,  whichever  is 
later,  the  Appeal  Board  shall 
submit  a recommendation  on 
the  accreditation  status  of  the 
appellant  for  consideration 
and  decision  by  the  CMEH  at 
its  first  meeting  following 
receipt  of  the  report  of  the  Ap- 
peal Board.  The  CMEH  then 
shall  present  its  recommenda- 
tion to  the  Executive  Commit- 
tee/Council of  the  WVSMA 
whose  decision  as  to  the  ac- 
creditation status  of  the  ap- 
pellant shall  be  final. 

(h)  Expenses  of  the  Appeal  Board 
shall  be  shared  equally  by  the 
appellant  and  the  WVSMA. 
The  expenses  of  witnesses  re- 
quested by  the  appellant  shall 
be  the  responsibility  of  the  ap- 
pellant. The  expenses  of  the 
representatives  of  the  CMEH, 
who  appear  at  the  request  of 
the  CMEH,  shall  be  borne  by 
the  WVSMA. 
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THIRD  PARTY  PAYORS,  ACCOUNTS  RECEIVABLE  & BILLING, 
TAX  REVISION  . . . The  issues  are  few . . . The  questions  are  many  . . . 


• should  you  accept  assignment  for  Medicare?  • are  billing  and  collection  efforts  efficient? 

• have  you  violated  Medicare  fraud  and  abuse  laws?  • are  you  billing  everything  you’re  entitled? 

• is  your  fee  schedule  designed  to  maximize  revenues?  • are  you  aware  of  how  proposed  regulations  will  affect  you? 


In  this  environment  of  tougher  competition  and  more  regulations,  it  is  increasingly  important  to  operate  your  practice  as  efficiently 
as  possible.  We  are  experienced  at  third  party  reimbursement  analysis,  accounts  receivable  management,  joint  venture  analysis, 
tax  planning  and  other  related  areas.  If  you  need  assistance  or  have  other  questions,  contact  our  Medical  Practice  Manage- 
ment Group  professionals.  , xx  o r-  * x x 

Arnett  & Foster,  Certified  Public  Accountants 


Medical  Practice  Management  Group 
500  Lee  Street,  P.O.  Box  2629 
Charleston,  West  Virginia  25329 


amen  loMer 


(304)  346-0441 
1-800-642-3601 
Bill  McKee,  Coordinator 


rr: 


JAMES  T.  SPENCER,  JR.,  M.D. 

ROGER  P.  NICHOLS,  M.D. 

RONALD  L.  WILKINSON,  M.D.,  F.A.C.S. 
F.  THOMAS  SPORCK,  M.D.,  F.A.C.S. 
CHARLES  D.  CRIGGER,  M.D. 


AUDIOLOGY  SERVICES 
VINCENT  LUSTIG,  PH.D. 
GARY  HARRIS,  PH.D. 


EAR,  NOSE  & 
THROAT  ASSOCIATES 

OF  CHARLESTON,  INC. 


HEAD  AND  NECK 
MEDICINE  AND  SURGERY 
OTORHINOLARYNGOLOGY 
OTOLARYNGIC  ALLERGY 
FACIAL  PLASTIC  AND 
RECONSTRUCTIVE  SURGERY 
BRONCHOESOPHAGOLOGY 
FORENSIC  OTOLOGY 


1314  VIRGINIA  ST,  EAST  — P.  O.  BOX  1628 
CHARLESTON,  WEST  VIRGINIA  25326-1628 
PHONE  342-0124 


SAINT  MARY’S  HOSPITAL 

2900  First  Avenue  — Huntington,  WV  25701  — Telephone:  304-526-1234 


Psychiatric  treatment  for  the  emotionally  disturbed.  Qualified  psychologists  and  social  workers  on  staff. 
Program  Includes:  Group  Therapy,  Psychotherapy,  Crisis  Intervention,  Care  for  the  Acutely  Disturbed, 
Substance  Abuse  and  Recreational  Therapy.  Well  trained  staff.  Forty-seven  beds. 


Medical  Staff  Members 


R.  A.  Edwards,  M.  D 697-7036 

K.  M.  Fink,  M.  D 525-8191 

R.  W.  Hibbard,  M.  D 525-9355 

D.  H.  Webb,  M.  D 525-9355 

J.  Gallemore,  M.  D 526-0580 

J.  Corcella,  M.  D 525-7851 

J.  V.  Ottaviano,  M.  D 525-7851 


L.  C.  Smith,  M.  D 522-4422 

M.  M.  Bateman,  M.  D 526-0580 

R.  A.  Kayser,  M.  D 529-1289 

C.  L.  McGahee,  M.  D 526-0580 

B.  M.  Hirani,  M.  D 523-2625 

R.  Kumar,  M.  D 529-2090 

S.  Y.  Marca,  M.  D 736-2216 
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THE  MYERS  CLINIC 


Philippi,  West  Virginia 

Radiology: 

Halberto  G.  Cruz,  M.  D. 

Surgery: 

J.  W.  Woodford,  M.  D. 
Boyd  R.  Wickizer,  M.  D. 

Pediatrics: 

E.  G.  Kreider,  M.  D. 
Beth  E.  Rezet,  M.  D. 

Pathology: 

Fulvio  Franyutti,  M.  D. 

Internal  Medicine: 

Karl  J.  Myers,  Jr.,  M.  D. 
Wm.  A.  SanPablo,  M D. 
Gregg  J.  Fromell,  M.  D. 

Family  Practice: 

Charles  L.  Arnett,  M.  D. 
James  A.  Arnett,  M.  D. 

Notice:  Seeking  Ob/Gyn  Board  Certified  or  Board  Eligible  and  Family  Practice  with  Ob. 
Seeking  Locum  Tenen— Ob/Gyn. 
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JOSEPH  B.  TOUMA,  M.D.,  FACS 

Practice  Limited  to  Ear  and 
Balance  Disorders 


OTOLOGIC  SERVICES 

Ear  diseases  and  surgery 
Deafness 


AUDIOLOGY 

Robert  Shumate,  M.Ed.,  CCCA 

Certified  Clinical  Audiologist 

Lena  S.  Shumate,  M.Ed.,  CCCA 

Certified  Clinical  Audiologist 


Balance  Disorders 
Facial  Nerve  Disorders 
Tinnitus 

Forensic  Otology 


AUDIOLOGIC  SERVICES 

Complete  audiometric 
testing 

Newborn  & children 
testing 

Flearing  aid  evaluation, 
dispensing  & counseling 

Compensation  & 

Rehabilitation  testing 

Industrial  hearing  screening 

Central  Auditory  testing 


HUNTINGTON  TELEPHONE  NUMBER 
304-529-2407  — 304-522-8800 


PUTNAM/TEA YS  VALLEY  TELEPHONE  NUMBER 
304-757-8877 


Charlestori/^^^^V 

Eye  Care I George  E.  Toma,  M.D.,  FACS 

Associates  Inc.vy/# 


SURGICAL  CARE 
AND  TREATMENT 
FOR  DISEASES 
OF  THE  EYE 

311  Laidley  Street,  Suite  102 
Charleston,  WV  25301 
344-3937 


CATARACT  REMOVAL 

INTRAOCULAR  LENS  IMPLANT 

SURGICAL  CORRECTION  FOR 

NEARSIGHTEDNESS 

MEDICARE  ASSIGNMENT  ACCEPTED 

CHARGING  ONLY  WHAT  MEDICARE 
APPROVES  FOR  COVERED  SERVICES 


LASER  SURGERY  & THERAPY 
CORNEAL  TRANSPLANTS 

PERMANENT  COSMETIC 
EYELINER 

4430  Kana\A/ha  Turnpike 
South  Charleston,  WV  25309 
768-0068 


CALL  TOLL  FREE  8:00  A.M.  - 4:00  P.M.  (800)  344-3993 
24  HOUR  ANSWERING  SERVICE  — FREE  PARKING  AT  BOTH  LOCATIONS 
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Consider  "the  Alternative"  to  your  present  debt  collection  service. 

I.C.  System's  effective,  ethical,  economical  program,  Return  the  card  for 
details  about  the  collection  program  approved  and  recommended  by: 


WEST  VIRGINIA  STATE  MEDICAL  ASSN. 

P.  0.  BOX  4106 
CHARLESTON,  WV  25364 
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BUSINESS  REPLY  MAIL 

FIRST  CLASS  PERMIT  NO.  4990  ST.  PAUL,  MN. 


POSTAGE  WILL  BE  PAID  BY  ADDRESSEE 

I.C  SYSTEM,  INC. 

444  East  Highway  96 
P.O.  Box  64639 

St.  Paul,  Minnesota  55164-9971 


Before  prescribing,  see  complete  prescribing  Information  In  SK&F  CO. 
literature  or  PO/?.  The  following  Is  a brief  summary. 


* 


WARNING 

This  drug  is  not  Indicated  for  initial  therapy  of  edema  or  hyperten- 
sion. Edema  or  hypertension  requires  therapy  titrated  to  the  inoividual. 
If  this  combination  represents  the  dosage  so  determined,  its  use 
may  be  more  convenient  in  patient  management.  Treatment  of  hyper- 
tension and  edema  is  not  static,  but  must  be  reevaluated  as  con- 
ditions in  each  patient  warrant. 


Contraindications:  Concomitant  use  with  other  potassium-sparing  agents 
such  as  spironolactone  or  amiloride.  Further  use  in  anuria,  progressive 
renal  or  hepatic  dysfunction,  hyperkalemia.  Pre-existing  elevated  serum 
potassium.  Hypersensitivity  to  either  component  or  other  sulfonamide- 
derived  drugs. 

Warnings:  Do  not  use  potassium  supplements,  dietary  or  otherwise, 
unless  hypokalemia  develops  or  dietary  intake  of  potassium  is  markedly 
impaired.  If  supplementary  potassium  is  needed,  potassium  tablets 
should  not  be  used.  Hyperkalemia  can  occur,  and  bas  been  associated 
with  cardiac  irregularities.  It  is  more  likely  in  the  severely  III,  with  urine 
volume  less  than  one  liter/day,  the  elderly  and  diabetics  with  suspected 
or  confirmed  renal  Insufficiency,  Periodically,  serum  K+  levels  should  be 
determined.  If  hyperkalemia  develops,  substitute  a thiazide  alone,  restrict 
K'^  intake  Associated  widened  QRS  complex  or  arrhythmia  requires 
prompt  additional  therapy.  Thiazides  cross  the  placental  barrier  and 
appear  in  cord  blood.  Use  in  pregnancy  requires  weighing  anticipated 
benefits  against  possible  hazards,  Ihcluding  fetal  or  heonataliauhdlce, 
thrombocytopenia,  other  adverse  reactions  seen  in  adults.  Thiazides 
appear  and  triamterene  may  appear  in  breast  milk.  If  their  use  is  essential, 
the  patient  should  stop  nursing.  Adequate  information  on  use  in  children 
is  not  available.  Sensitivity  reactions  may  occur  in  patients  with  or  with- 
out a history  of  allergy  or  bronchial  asthma.  Possible  exacerbation  or 
activation  of  systemic  lupus  erythematosus  has  been  reported  with 
thiazide  diuretics 

Precautions:  The  bioavailability  of  the  hydrochlorothiazide  component  of 
Dyazide’  is  about  50%  of  the  bioavailability  of  the  single  entity. 
Theoretically,  a patient  transferred  from  the  single  entities  of  triamterene 
and  hydrochlorothiazide  may  show  an  increase  in  blood  pressure  or  fluid 
retention.  Similarly,  it  is  also  possible  that  the  lesser  hydrochlorothiazide 
bioavaitability  could  lead  to  increased  serum  potassium  levels.  However, 
extensive  clinical  experience  with  Dyazide'  suggests  that  these  conditions 
have  not  been  commonly  observed  in  clinical  practice.  Angiotensin- 
converting enzyme  (ACE)  inhibitors  can  elevate  serum  potassium;  use 
with  caution  with  'Dyazide'  Do  periodic  serum  electrolyte  determinations 
(particularly  important  in  patients  vomiting  excessively  or  receiving 
parenteral  fluids,  and  during  concurrent  use  with  amphotericin  B or 
corticosteroids  or  corticotropin  [ACTH]).  Periodic  BUN  and  serum 
creatinine  determinations  should  be  made,  especially  in  the  elderly, 
diabetics  or  those  with  suspected  or  confirmed  renal  insufficiency. 
Cumulative  effects  of  the  drug  may  develop  in  patients  with  impaired  renal 
function.  Thiazides  should  be  used  with  caution  in  patients  with  impaired 
hepatic  function.  They  can  precipitate  coma  in  patients  with  severe  liver 
disease.  Observe  regularly  for  possible  blood  dyscrasias,  liver  damage, 
other  idiosyncratic  reactions.  Blood  dyscrasias  have  been  reported  in 
patients  receiving  triamterene,  and  leukopenia,  thrombocytopenia, 
agranulocytosis,  and  aplastic  and  hemolytic  anemia  have  been  reported 
with  thiazides.  Thiazides  may  cause  manifestation  of  latent  diabetes 
mellitus  The  effects  of  oral  anticoagulants  may  be  decreased  when 
used  concurrently  with  hydrochlorothiazide:  dosage  adjustments  may  be 
necessary.  Clinically  insignificant  reductions  in  arterial  responsiveness 
to  norepinephrine  have  been  reported.  Thiazides  have  also  been  shown  to 
increase  the  paralyzing  effect  of  nondepolarizing  muscle  rela.xants  such 
as  tubocurarine.  Triamterene  is  a weak  folic  acid  antagonist  Do  periodic 
blood  studies  in  cirrhotics  with  splenomegaly.  Antihypertensive  effects 
may  be  enhanced  in  post-sympathectomy  patients.  Use  cautiously  in 
surgical  patients.  Triamterene  has  been  found  in  renal  stones  in  associa- 
tion with  the  other  usual  calculus  components.  Therefore,  'Dyazide' 
should  be  used  with  caution  in  patients  with  histories  of  stone  formation. 
A few  occurrences  of  acute  renal  failure  have  been  reported  in  patients 
on  'Dyazide'  when  treated  with  indomethacin.  Therefore,  caution  is 
advised  in  administering  nonsteroidal  anti-inflammatory  agents  with 
Dyazide'.  The  following  may  occur:  transient  elevated  BUN  or  creatinine 
or  both,  hyperglycemia  and  glycosuria  (diabetic  insulin  requirements  may 
be  altered),  hyperuricemia  and  gout,  digitalis  intoxication  (in  hypokalemia), 
decreasing  alkali  reserve  with  possible  metabolic  acidosis.  'Dyazide' 
interferes  with  fluorescent  measurement  of  guinidine.  Hypokalemia  is 
uncommon  with  Dyazide',  but  should  it  develop,  corrective  measures 
should  be  taken  such  as  potassium  supplementation  or  increased  dietary 
intake  of  potassium-rich  foods.  Corrective  measures  should  be  instituted 
cautiously  and  serum  potassium  levels  determined  Discontinue  correc- 
tive measures  and  Dyazide'  should  laboratory  values  reveal  elevated 
serum  potassium  Chloride  deficit  may  occur  as  well  as  dilutional 
hyponatremia.  Concurrent  use  with  chlorpropamide  may  increase  the  risk 
of  severe  hyponatremia.  Serum  FBI  levels  may  decrease  without  signs 
of  thyroid  disturbance.  Calcium  excretion  is  decreased  by  thiazides, 
Dyazide'  should  be  withdrawn  before  conducting  tests  for  parathyroid 
function.  Thiazides  may  add  to  or  potentiate  the  action  of  other  anti- 
hypertensive drugs.  Diuretics  reduce  renal  clearance  of  lithium  and 
increase  the  risk  of  lithium  toxicity. 

Adverse  Reactions:  Muscle  cramps,  weakness,  dizziness,  headache, 
dry  mouth;  anaphylaxis,  rash,  urticaria,  photosensitivity,  purpura,  other 
dermatological  conditions;  nausea  and  vomiting,  diarrhea,  constipation, 
other  gastrointestinal  disturbances;  postural  hypotension  (may  be 
aggravated  by  alcohol,  barbiturates,  or  narcotics).  Necrotizing  vasculitis, 
paresthesias,  icterus,  pancreatitis,  xanthopsia  and  respiratory  distress 
including  pneumonitis  and  pulmonary  edema,  transient  blurred  vision, 
sialadenitis,  and  vertigo  have  occurred  with  thiazides  alone.  Triamterene 
has  been  found  in  renal  stones  In  association  with  other  usual  calculus 
components.  Rare  incidents  of  acute  interstitial  nephritis  have  been 
reported.  Impotence  has  been  reported  in  a few  patients  on  Dyazide', 
although  a causal  relationship  has  not  been  established. 

Sunplied:  'Dyazide'  is  supplied  as  a red  and  white  capsule,  in  bottles  of 
1000  capsules;  Single  Unit  Packages  (unit-dose)  of  100  (intended  for 
institutional  use  only);  in  Patient-Pak™  unit-of-use  bottles  of  100. 
BRS-DZL42 


In  Hypertension*..: 
When  Need  to 
Conserve  K+ 


Red  and  White  Capsule 
^ur  Assurance  of 
SK&E  Oualitv 


. Serum  K+  and  BUN  should  be  checked  periodically  (see  Warnings  and  Precautions).- 1,.-: 


Potassium-  Sparing 

DYAZIDE 

25  mg  Hydrochlorothiazlde/50  mg  Triamterene/SKF 

Over  20  Years  of  Confidence 


The  unique 
red  and  white 
Dyazide®  capsule: 
■feur  assurance  of 
SK&F  quality 


a product  of 

SK&F  CO. 

Carolina,  P R 00630 


©SK&F  Co..  1983 


There’s  never  been  a better  time  for  her... 


and  PREM  ARIN* 


Proven  benefits  beyond  relief 
of  vasomotor  symptoms 


No  other  estrogen  proven 
effective  for  osteoporosis 

Only  conjugated  estrogens  tablets  have 
established  efficacy  in  both  osteoporosis'  and 
vasomotor  symptoms*  at  0.625  mg/day.  No 
other  estrogen,  oral  or  transdermal,  has  estab- 
lished clinical  evidence  or  minimum  effective 
dose  in  both  indications. 

No  estrogen  proven  safer 

PREMARIN  is  the  most  extensively  tested 
estrogen,  with  an  unsurpassed  record  of 
long-  term  safety. 

And  clinical  evidence  shows  a significantly 
reduced  risk  of  endometrial  hyperplasia  when 
cycled  with  a progestin.^ 


PREMARIN* 

(conjugated  estrogens  tablets) 

Most  trusted  for  more  reasons 


♦PREMARIN  is  indicated  for  moderate-to-severe  vasomotor  symptoms 

Please  see  following  page  for  brief  summary 
of  prescribing  information. 


or  moderate-to-severe 
vasomotor  syrnptoms  and 
for  osteoporosis 


PREA/IARIN 

(conjugated  estrogens  tablets) 


For  atrophic  vaginitis 


PREMARIN 

(conjugated  estrogens) 


0.3  mg  0.625  mg  0.9  mg  1.25  mg 


2.5  mg 


The  appearance  of  these  tablets  is  a trademark  of  Ayerst  Laboratories. 


Vaginal 

Cream 

0.625  mg/g 


Premarin 

wawaicHEAW 


BRIEF  SUMMARY  (FOR  FULL  PRESCRIBING  INFORMATION  AND  PATIENT  INFORMATION,  SEE  PACKAGE 
CIRCULARS  ) 

PREMARIN*  Brand  ol  conjugated  estrogens  tablets.  USP 

PREMARIN’  Brand  of  conjugated  estrogens  Vaginal  Cream,  in  a nonliquefying  base 


1 ESTROGENS  HAVE  BEEN  REPORTED  TO  INCREASE  THE  RISK  OF  ENDOMETRIAL  CARCINOMA 
Three  independent,  case-conlrolled  studies  have  reported  an  increased  risk  ol  endometrial  cancer  in 
postmenopausal  women  exposed  to  exogenous  estrogens  lor  more  than  one  year  This  risk  was  independent 

01  the  other  known  risk  laclors  lor  endometrial  cancer  These  studies  are  further  supported  by  the  finding 
lhal  incidence  rates  ol  endometrial  cancer  have  increased  sharply  since  1969  in  eight  dillereni  areas  ol  the 
United  Stales  with  population-based  cancer  reporting  systems,  an  increase  which  may  be  related  lo  the 
rapidly  expanding  use  ol  estrogens  during  the  last  decade  The  three  case-controlled  studies  reported  that 
the  risk  ol  endometrial  cancer  in  estrogen  users  was  about  4 5 to  13  9 limes  greater  than  in  nonusers  The 
risk  appears  lo  depend  on  both  duration  ol  irealment  and  on  estrogen  dose  In  view  ol  these  findings,  when 
estrogens  are  used  lor  the  treatment  ol  menopausal  symptoms,  the  lowest  dose  that  will  control  symptoms 
should  be  utilized  and  medication  should  be  discontinued  as  soon  as  possible  When  prolonged  treatment 
IS  medically  indicated,  the  patient  should  be  reassessed  on  at  least  a semi-annual  basis  to  determine  the 
need  lor  continued  therapy  Although  the  evidence  must  be  considered  preliminary,  one  study  suggests  that 
cyclic  administration  ol  low  doses  ol  estrogen  may  carry  less  risk  than  continuous  administration,  il 
Iherelore  appears  prudent  lo  utilize  such  a regimen  Close  clinical  surveillance  ol  all  women  taking 
estrogens  is  important  In  all  cases  ol  undiagnosed  persistent  or  recurring  abnormal  vaginal  bleeding, 
adequate  diagnostic  measures  should  be  undertaken  lo  rule  out  malignancy  There  is  no  evidence  at  present 
lhal  "natural"  estrogens  are  more  or  less  hazardous  than  synihelic"  estrogens  at  equi-esirogenic  doses 

2 ESTROGENS  SHOULD  NOT  BE  USED  DURING  PREGNANCY 

The  use  ot  lemale  sex  hormones,  both  estrogens  and  progestogens.  during  early  pregnancy  may  seriously 
damage  the  ollspring  II  has  been  shown  that  lemales  exposed  in  ulero  lo  dielhylslilbesirol.  a nonsteroidal 
estrogen,  have  an  increased  risk  ol  developing,  in  later  lile.  a form  ol  vaginal  or  cervical  cancer  that  is 
ordinarily  extremely  rare  This  risk  has  been  estimated  as  nol  greater  than  4 per  1.000  exposures 
Furthermore,  a high  percentage  ol  such  exposed  women  (Irom  30%  lo  90%)  have  been  found  lo  have 
vaginal  adenosis,  epithelial  changes  of  the  vagina  and  cervix  Although  these  changes  are  histologically 
benign,  il  is  not  known  whether  they  are  precursors  ol  malignancy  Although  similar  data  are  not  available 
with  the  use  ol  other  estrogens,  it  cannot  be  presumed  they  would  nol  induce  similar  changes  Several 
reports  suggest  an  association  between  inlraulenne  exposure  to  lemale  sex  hormones  and  congenital 
anomalies,  including  congenital  heart  delects  and  limb-reduction  detects  One  case-conlrolled  study 
estimated  a 4 7-told  increased  risk  of  limb-reduction  detects  in  intanis  exposed  in  utero  lo  sex  hormones 
(oral  contraceptives,  hormone  withdrawal  tests  (or  pregnancy,  or  attempted  treatment  lor  threatened 
abortion)  Some  ot  these  exposures  were  very  short  and  involved  only  a tew  days  ol  treatment  The  data 
suggest  that  the  risk  ol  limb-reduclion  delects  in  exposed  fetuses  is  somewhat  less  than  1 per  1.000  In  the 
past,  lemale  sex  hormones  have  been  used  during  pregnancy  in  an  attempt  to  treat  threatened  or  habitual 
abortion  There  is  considerable  evidence  that  estrogens  are  inetlective  (or  these  indications,  and  there  is  no 
evidence  trom  well-controlled  studies  that  progestogens  are  ettective  (or  these  uses  It  PREMARIN  is  used 
during  pregnancy,  or  il  the  patient  becomes  pregnant  while  taking  this  drug,  she  should  be  apprised  ot  the 
potential  risks  to  the  fetus,  and  the  advisability  ot  pregnancy  continuation 


DESCRIPTION:  PREMARIN  (con|ugaled  estrogens.  USP)  contains  a mixture  ot  estrogens,  obtained  exclusively 
Irom  natural  sources,  blended  to  represent  the  average  composition  ol  material  derived  Irom  pregnant  mares' 
urine  It  contains  estrone,  equilin.  and  17a-dihydroequilin.  together  with  smaller  amounts  ol  17a-eslradiol. 
equilenin,  and  17a-dihydroequilenin  as  salts  ol  their  sulfate  esters  Tablets  are  available  in  0 3 mg,  0 625  mg,  0 9 
mg.  125  mg,  and  2 5 mg  strengths  ot  coniugated  estrogens  Cream  is  available  as  0 625  mg  coniugated 
estrogens  per  gram 

INDICATIONS  AND  USAGE;  PREMARIN  (con|ugaled  estrogens  tablets.  USP)  Moderale-lo-severe  vasomolor 
symptoms  associated  with  the  menopause  (There  is  no  evidence  lhal  estrogens  are  ettective  lor  nervous 
symptoms  or  depression  without  associated  vasomolor  symptoms  and  they  should  not  be  used  to  treat  such 
conditions ) Osteoporosis  (abnormally  low  bone  mass)  Atrophic  vaginitis  Kraurpsis  vulvae  Female  castration 

PREMARIN  (coniugated  estrogens)  Vagrnal  Cream  is  indicated  in  the  Irealment  ol  alrophic  vaginilis  and 
kraurosis  vulvae 

PREMARIN  HAS  NOT  BEEN  SHOWN  TO  BE  EFFECTIVE  FOR  ANY  PURPOSE  DURING  PREGNANCY  AND  ITS 
USE  MAY  CAUSE  SEVERE  HARM  TO  THE  FETUS  (SEE  BOXED  WARNING) 

Concomitant  Progestin  Use:  The  lowest  etieclive  dose  appropriate  lor  the  specific  indication  should  be 
utilized  Studies  ol  the  addition  ol  a progestin  lor  7 or  more  days  ot  a cycle  ol  estrogen  administration  have 
reported  a lowered  incidence  ol  endometrial  hyperplasia  Morphological  and  biochemical  studies  ot  Ihe 
endometrium  suggest  lhal  10  to  13  days  ol  progestin  are  needed  lo  provide  maximal  maturation  ot  Ihe 
endometrium  and  to  eliminate  any  hyperplastic  changes  Whether  this  will  provide  protection  Irom  endometrial 
carcinoma  has  nol  been  clearly  established  There  are  possible  additional  risks  which  may  be  associated  with  Ihe 
inclusion  ol  progestin  in  estrogen  replacement  regimens  (See  PRECAUTIONS ) The  choice  ol  progestin  and 
dosage  may  be  ir^ortanl,  product  labeling  should  be  reviewed  to  minimize  possible  adverse  ettecis 
CDNiRAINDICAITONS:  Estrogens  should  nol  be  used  in  women  (or  men)  with  any  ol  the  following  conditions, 
1 Known  or  suspected  cancer  ot  Ihe  breast  except  in  appropriately  selected  patients  being  treated  lor  metaslalic 
disease  2 Known  or  suspected  estrogen-dependent  neoplasia  3 Known  or  suspected  pregnancy  (see  Boxed 
Warning)  4 Undiagnosed  abnormal  genital  bleeding  5 Active  thrombophlebitis  or  thromboembolic  disorders 
6 A past  history  ot  Ihrombophlebitis,  thrombosis,  or  thromboembolic  disorders  associated  with  previous 
estrogen  use  (except  when  used  in  treatment  ot  breast  or  proslatic  malignancy) 

WARNINGS:  Estrogens  have  been  reported  to  increase  Ihe  risk  of  endometrial  carcinoma  (see  Boxed  Warning) 
However,  a recent  large,  case-conlrolled  study  indicated  no  increase  in  risk  ot  breast  cancer  in  postmenopausal 
women  A recent  study  has  reported  a 2-  to  3-lold  increase  in  the  risk  ol  surgically  confirmed  gallbladder  disease 
in  women  receiving  postmenopausal  estrogens 

Adverse  ellects  ol  oral  contraceptives  may  be  expected  al  Ihe  larger  doses  ot  estrogen  used  lo  treat  proslatic  or 
breast  cancer  or  postpartum  breast  engorgement,  il  has  been  shown  lhal  there  is  an  increased  risk  ot  thrombosis 
in  men  receiving  estrogens  lor  proslatic  cancer  and  women  (or  postpartum  breast  engorgement  Users  ol  oral 
contraceptives  have  an  increased  risk  ot  diseases,  such  as  thrombophlebitis,  pulmonary  embolism,  stroke,  and 
myocardial  inlarction  Cases  of  retinal  thrombosis,  mesenteric  thrombosis,  and  optic  neuritis  have  been  reported 
in  oral  contraceptive  users  An  increased  risk  ol  posisurgery  thromboembolic  complications  has  also  been 
reported  in  users  ot  oral  contraceptives  II  feasible,  estrogen  should  be  discontinued  al  least  4 weeks  before 
surgery  ol  Ihe  type  asspcialed  with  an  increased  risk  ol  thromboembolism,  or  during  periods  ol  prolonged 
immobilization  Estrogens  should  nol  be  used  in  persons  with  active  thrombophlebitis,  thromboembolic 
disorders,  or  in  persons  with  a history  ol  such  disorders  in  association  with  estrogen  use  They  should  be  used 
with  caution  in  patients  with  cerebral  vascular  or  coronary  artery  disease  Large  doses  (5  mg  coniugated 
estrogens  per  day),  comparable  to  those  used  to  treat  cancer  ol  Ihe  prostate  and  breast,  have  been  shown  lo 
increase  the  risk  ot  nonlatal  myocardial  infarction,  pulmonary  embolism,  and  thrombophlebitis  When  doses  ol 
this  size  are  used,  any  ol  Ihe  Ihromboembolic  and  thrombotic  adverse  ettecis  should  be  considered  a clear  risk 


Benign  hepatic  adenomas  should  be  considered  in  estrogen  users  having  abdominal  pain  and  tenderness, 
abdominal  mass,  or  hypovolemic  shock  Hepatocellular  carcinoma  has  been  reported  in  women  taking  estrogen- 
containing  oral  contraceptives  Increased  blood  pressure  may  occur  with  use  ol  estrogens  in  the  menopause  and 
blood  pressure  should  be  monitored  with  estrogen  use  A worsening  ot  glucose  tolerance  has  been  observed  in 
palienis  on  estrogen-conlaining  oral  contraceptives  For  this  reason,  diabetic  patients  should  be  carefully 
observed  Estrogens  may  lead  to  severe  hypercalcemia  in  patients  with  breast  cancer  and  bone  metaslases 
PRECAUTIDNS:  Physical  examination  and  a complete  medical  and  family  history  should  be  taken  prior  to  Ihe 
initiation  ol  any  estrogen  therapy  with  special  reference  lo  blood  pressure,  breasts,  abdomen,  and  pelvic  prgans. 
and  should  include  a Papanicolaou  smear  As  a general  rule,  estrogen  should  not  be  prescribed  tor  longer  than 
one  year  without  another  physical  examination  being  perlormed  Conditions  inlluenced  by  fluid  retention,  such 
as  asthma,  epilepsy,  migraine,  and  cardiac  or  renal  dyslunction.  require  carelul  observation  Certain  patients  may 
develop  manilestations  ot  excessive  estrogenic  stimulation,  such  as  abnormal  or  excessive  uterine  bleeding, 
maslodynia,  etc  Prolonged  administration  ol  unopposed  estrogen  therapy  has  been  repprted  to  increase  Ihe  risk 
ot  endometrial  hyperplasia  in  some  patients  Oral  contraceptives  appear  to  be  associated  with  an  increased 
incidence  ol  mental  depression  Patients  with  a history  ol  depression  should  be  carefully  observed  Pre-existing 
uterine  leiomyomata  may  increase  in  size  during  estrogen  use  The  pathologist  should  be  advised  ot  estrogen 
therapy  when  relevant  specimens  are  submitted  II  laundice  develops  in  any  patient  receiving  estrogen,  the 
medication  should  be  discontinued  while  the  cause  is  investigated  Estrogens  should  be  used  with  care  in 
patients  with  impaired  liver  lunclion,  renal  insulliciency.  metabolic  bone  diseases  associated  with  hypercalcemia, 
or  in  young  patients  in  whom  bone  growth  is  not  yet  complete  II  concomitant  progestin  therapy  is  used,  potential 
risks  may  include  adverse  etiects  on  carbohydrate  and  lipid  metabolism 
The  lollowing  changes  may  be  expected  with  larger  doses  ol  estrogen 
a Increased  sultobromophthalein  retention 

b Increased  prothrombin  and  laclors  VII,  VIII.  IX.  and  X,  decreased  anlilhrombin  3,  increased  norepinephrine- 
induced  platelet  aggregabilily 

c Increased  thyroid  binding  globulin  (TBG)  leading  to  increased  circulating  total  thyroid  hormone,  as 
measured  by  PBI.  T.  by  column,  or  Tj  by  radioimmunoassay  Free  T3  resin  uptake  is  decreased,  reflecting  the 
elevated  TBG.  free  T4  concentration  is  unaltered 
d Impaired  glucose  tolerance 
e Decreased  pregnanediol  excretion 
I Reduced  response  lo  melyrapone  lest 
g Reduced  serum  tolale  concentration 
h Increased  serum  iriglyceride  and  phospholipid  concentration 

As  a general  principle,  the  administration  ot  any  drug  lo  nursing  mothers  should  be  done  only  when  clearly 
necessary  since  many  drugs  are  excreted  in  human  milk 
Long-term,  continuous  adminisiralion  ol  natural  and  synthetic  estrogens  in  certain  animal  species  increases 
Ihe  frequency  ol  carcinomas  ot  the  breast,  cervix,  vagina,  and  liver  However,  in  a recent,  large  case-controlled 
study  ol  postmenoMusal  women  there  was  no  increase  in  risk  ol  breast  cancer  with  use  ol  conjugated  estrogens 
ADVERSE  REACTIDNS:  The  lollowing  have  been  reported  with  estrogenic  therapy,  including  oral  con- 
traceptives breakthrough  bleeding,  spotting,  change  in  menstrual  flow,  dysmenorrhea,  premenstrual-like 
syndrome,  amenorrhea  during  and  alter  treatment,  increase  in  size  ol  uterine  libromyomata.  vaginal  candidiasis, 
change  in  cervical  erosion  and  in  degree  ot  cervical  secretion,  cyslilis-like  syndrome,  tenderness,  enlargement, 
secretion  (ot  breasts),  nausea,  vomiting,  abdominal  cramps,  bloating,  cholestatic  laundice.  chloasma  or 
melasma  which  may  persist  when  drug  is  discontinued,  erythema  mullitorme,  erythema  nodosum,  hemorrhagic 
eruption,  loss  ol  scalp  hair;  hirsutism,  steepening  ol  corneal  curvature,  intolerance  to  contact  lenses,  headache, 
migraine,  dizziness,  mental  depression,  chorea,  increase  or  decrease  in  weight,  reduced  carbohydrate  tolerance, 
aggravation  ol  porphyria,  edema,  changes  in  libido 

ACUTE  OVERDDSAGE:  May  cause  nausea,  and  withdrawal  bleeding  may  occur  in  lemales 

DDSAGE  AND  ADMINISTRATION: 

PREMARIN*  Brand  ol  conjugated  estrogens  tablets.  USP 

1 Given  cyclically  lor  shorl-lerm  use  only  For  irealment  ol  moderale-to-severe  vasomolor  symptoms,  alrophic 
vaginitis,  or  kraurosis  vulvae  associated  with  the  menopause  (0  3 mg  Ip  1 25  mg  pr  more  daily)  The  lowest  dose 
that  will  control  symptoms  should  be  chosen  and  medication  should  be  discontinued  as  promptly  as  possible 
Administration  should  be  cyclic  (eg,  three  weeks  on  and  one  week  oft)  Attempts  lo  discontinue  or  taper 
medication  should  be  made  al  three-  to  six-month  intervals 

2 Given  cyclically  Osteoporosis  Female  castration  Osteoporosis —0  625  mg  daily  Administration  should  be 
cyclic  (eg,  three  weeks  on  and  one  week  oil)  Female  castration — 1 25  mg  daily,  cyclically  Adjust  upward  or 
downward  according  lo  response  ot  the  patient  For  maintenance,  adjust  dosage  lo  lowest  level  that  will  provide 
ettective  control 

Patients  with  an  intact  uterus  should  be  monitored  lor  signs  ot  endometrial  cancer  and  appropriate  measures 
taken  to  rule  out  malignancy  in  the  event  ol  persistent  or  recurring  abnormal  vaginal  bleeding 
PREMARIN’  Brand  at  conjugated  estrogens  Vaginal  Cream 
Given  cyclically  lor  shorl-lerm  use  only  For  treatment  ot  atrophic  vaginitis  or  kraurosis  vulvae 
The  lowest  dose  that  will  control  symptoms  should  be  chosen  and  medication  should  be  discontinued  as 
promptly  as  possible 

Administration  should  be  cyclic  (eg,  three  weeks  on  and  one  week  oti) 

Attempts  to  discontinue  or  taper  medication  should  be  made  al  three-  lo  six-month  intervals 
Usual  dosage  range  2 g to  4 g daily,  intravaginally,  depending  on  Ihe  seventy  ol  the  condition 
Treated  patients  with  an  intact  uterus  should  be  monitored  closely  lor  signs  ol  endometrial  cancer  and 
appropriate  diagnostic  measures  should  be  taken  lo  rule  out  malignancy  in  the  event  ot  persistent  or  recurring 
abnormal  vaginal  bleeding 
References: 

1.  Lindsay  R,  Hart  DM,  Clark  DM  The  minimum  ettective  dose  ol  estrogen  lor  prevention  ol  postmenopausal 
bone  loss  Obs/etCyrrecot  1984.63  759-763  2.  Sludd  JWW,  Thom  MH,  Paterson  MEL,  etal  The  prevention  and 
treatment  ot  endometrial  pathology  in  postmenopausal  women  receiving  exogenous  estrogens,  in  Paselto  N, 
Paoletti  R.  Ambrus  JL  (eds).  The  Menopause  and  Postmenopause  Lancaster,  England,  MTP  Press  Ltd.  1980, 
chap  13 
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FAMILY  PRACTICE  PHYSICIAN  NEEDED- 

A family  practitioner  will  be  needed  in  the 
very  near  future  to  take  over  the  practice  of 
a retiring  physician.  This  practice  is  located 
in  a rural  mountainous  area  of  north  central 
West  Virginia  in  a town  nestled  in  the  heart 
of  vacation  and  recreation  areas  with  hun- 
ting, fishing,  a championship  golf  course  and 
two  major  ski  areas  only  minutes  away.  For 
more  information  contact  or  send  your  C.V. 
with  home  and  office  phone  numbers  to 
Robert  L.  Morris,  C.E.O.,  c/o  Health  Facilities, 
Inc.,  909  Gorman  Avenue,  Elkins,  West 
Virginia  26241.  E.E.O. 


INTERNIST  NEEDED— An  immediate  open- 
ing exists  for  an  internist,  preferably  board 
eligible  or  certified,  in  a rural,  mountainous 
area  of  north  central  West  Virginia  with  a 
newly  renovated  26  bed  hospital  located  in 
the  town.  Nestled  in  the  heart  of  vacation  and 
recreation  areas  there  is  hunting,  fishing,  a 
championship  golf  course  and  two  major  ski 
areas  located  within  an  hour’s  driving  time 
of  the  town.  This  practice  has  great  poten- 
tial with  a lucrative  guarantee  and  office 
space  and  support  personnel  provided  the 
first  year.  In  addition  a 146-bed  hospital  with 
all  major  specialties  is  located  within  25 
minutes  of  the  practice.  Contact  or  send  your 
C.V.  with  home  and  office  phone  numbers  to 
Robert  L.  Morris,  C.E.O.,  Tucker  County 
Hospital,  Inc.,  P.  O.  Box  280,  Parsons,  W.  Va. 
262807-0280.  E.E.O. 


PRACTICE  FOR  SALE— Fully  equiped  two- 
physician  office,  located  across  the  street 
from  200-bed  community  hospital.  Write  P.  O. 
Box  106,  Glen  Dale,  WV  26038. 


SECOND  PEDIATRICIAN  NEEDED  — for  ac- 
tive general  practice.  Drawing  population  of 
40,000.  Three  obstetricians.  Salary  with  incen- 
tive first  year.  Contact:  Edward  F.  Arnett,  M.D., 
F.A.A.P.  2000  Professional  Ct.  Suite  C,  Mar- 
tinsburg,  WV  25401. 

VIRGINIA— Multi-specialty  group  in  Roanoke 
Valley  seeks  BC/BE  general  internist.  Develop 
practice  in  new,  major  satellite.  Excellent 
practice  environment  with  many  fringe 
benefits.  Contact:  Medical  Director,  Lewis- 
Gale  Clinic,  1802  Braeburn  Dr.,  Salem,  VA 
24153. 


MARTINSBURG,  WEST  VIRGINIA— Seeking 
director,  board  prepared  or  certified  in 
emergency  medicine,  for  busy  268  bed 
hospital  within  1 V2  hour  drive  of  Washington, 
D.C.  Attractive  compensation  and  malprac- 
tice insurance  provided.  Please  submit 
resume  to  Emergency  Consultants,  Inc.,  One 
Windemere  Place,  Room  37,  Petoskey,  Ml 
49770;  1-800-253-7092  or  in  Michigan 
1-800-6329650. 


MEDSTAFF  is  a multi-specialty  locum  tenens 
and  permanent  placement  service.  The  most 
respected  physician  staffing  group  in  the 
Southeast  can  provide  you  with  coverage  or 
work  as  our  staff  physician.  CaLL  US 
800-833-3465  (NC  800-672-5770);  or-  write 
Medstaff,  P.  O.  Box  15538,  Durham  NC  27704. 


PHYSICIAN’S  ASSISTANT  — Free  advertis- 
ing and  information  available  to  those  in- 
terested in  employing  a physician’s  Assistant. 
CONTACT:  PA  Placement  Service,  West 
Virginia  Association  of  Physician’s 
Assistants,  c/o  Michael  W.  Holt,  PA-C, 
P.  O.  Box  1365,  Alderson-Broaddus  College, 
Philippi,  West  Virginia  26416,  or  call  (304) 
457-1700,  X.  230. 


DISCOUNT  HOLTER  SCANNING  SERVICE 

Scanning  starting  at  $35.00  • Spacelab 
Holters  available  at  $1,275.00  • Turn  over  time 
Is  24-48  hours  • Hook  up  kits  available  at 
$4.95  • Stress  test  electrodes  available 
at  .29‘  • Scanning  paper  available  at  $18.95 
• One  free  test  is  offered  at  no  obligation  on 
trial  basis  • Blood  pressure  monitoring  ser- 
vice will  be  available  in  eight  weeks  and  our 
prices  start  at  $75.00  per  test.  If  interested 
call  1-800-248-0153 


SOLO  INTERNAL  MEDICINE— Practice  for 
sale.  Earnings  guaranteed  by  hospital. 
Thomas  Memorial  Medical  Building.  Call 
(304)  766-8181. 


NEEDED  URGENTLY:  ALL  Medical  and 
Surgical  Specialties  especially  Family  Prac- 
tice, Dermatology,  EENT;  Orthopedics, 
Radiologist,  Pathologists,  General  Surgeons, 
Physician  Assistants.  Please  contact  Farukh 
Khan  MD,  Golden  Medical  Group  Building, 
Elkins,  WV,  (304)  636-5426. 


THE  WHEELING  CLINIC 

WHEELING,  WEST  VIRGINIA  26003 

L.  L.  CLINE,  Executive  Director 

Wheeling,  234-2000  • St.  Clairsville,  695-2511  • New  Martinsville  area,  455-4588  • Wellsburg-Steubenville  area,  527-1230 


INTERNAL  MEDICINE 
General 

B.  L.  VanPelt,  M.  D. 

P.  R.  Hedges,  M.  D. 

R.  N.  Lewis,  M.  D.  (St.  Clairsville) 

M.  J.  Lohne,  M.  D.  (St.  Clairsville) 

R.  D.  Morris,  D.  O.  (New  Martinsville) 

C.  McCool,  M.  D.  (St.  Clairsville) 

Peripheral  Vascular  Disease 
J.  D.  Holloway,  M.  D. 

Cardiovascular 

A.  M,  Valentine,  M.  D. 

W.  E.  Noble,  M.  D. 

Gastroenterology 

T.  E.  Chvasta,  M.  D. 

L.  R.  Cain,  M.  D. 

Hematology/Oncology 

C.  A.  Vasquez,  M.  D. 

Nephrology  Associates,  inc. 

Pulmonary 

T.  V.  Burke,  M.  D. 

Rheumatology 

M.  A.  Stevens,  M,  D. 

GENERAL  SURGERY 

E.  C.  Voss,  M.  D. 

J.  H.  Mahan,  M.  D.  (St.  Clairsville) 

R.  L.  Cross,  M.  D.  (Martins  Ferry) 

THORACIC  AND 
CARDIOVASCULAR  SURGERY 

H.  Shackelford,  M.  D. 


ORTHOPEDICS 

E.  L.  Barrett,  M.  D. 

R.  S.  Glass,  M.  D. 

UROLOGY 

D.  C.  Trapp,  M.  D. 

B.  M.  Mc(5uskey,  M.  D. 

GYNECOLOGY 

R.  W.  Leibold,  M.  D. 

R.  T.  Brandfass,  M.  D, 

OBSTETRICS  & GYNECOLOGY 
T.  A.  Athari,  M.  D. 

J.  W.  Campbell,  M.  D, 

C.  V.  Porter,  M.  D. 

OPHTHALMOLOGY 

W.  F.  Park,  M.  D. 

M.  E.  Nugent,  M.  D. 

R.  V.  Pangillnan,  M.  D. 

C.  G.  Kirby,  M.  D. 

OTOLARYNGOLOGY/ 

MAXILLO  FACIAL  SURGERY 
W.  A.  Tiu,  M.  D. 

RADIOLOGY 

Valley  Radiologists,  Inc. 

FAMILY  PRACTICE 

R.  A.  Porterfield,  M.  D.  (St.  Clairsville) 
G.  L.  Cholak,  M.  D.  (St.  Clairsville) 

E.  L.  Coffield,  M.  D.  (St.  Clairsville) 

J.  D.  Smith,  D.  O.  (Wheeling) 

DERMATOLOGY 

M.  Baron,  M.  D. 


NEUROLOGY 

H.  L.  Kettier,  M.  D. 

S.  G.  Christopher,  M.  D. 

W.  Zyznewsky,  M.  D. 

S.  Govindan,  M.  D. 

Neuropathology 

S.  Govindan,  M.  D. 

PSYCHIATRY 

S.  D.  Ward,  M.  D. 

D.  H.  Smith,  M.  D. 

D.  P.  Hill,  M.  D. 

Pediatric  Psychiatry 

V.  Stein,  M.  D. 

ANCILLARY  SERVICES 
Optical 

Speech  Therapy/Audiology 

Counseling/Group  Therapy 

Biofeedback  Laboratory 

Electrology/Cosmetic  Therapy 

Electrocardiography 

Electroencephalography 

Neurological  Studies  (Non-invasive) 

Roentgenoiogy 

Pulmonary  Diagnostics  Lab 

Nutrition  Therapy 

24°  A/EEG  Scanning  Service 
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HIGHLAND  HOSPITAL 

300  56th  Street,  S.E.,  R O.  Box  4359 
Charleston,  West  Virginia  25364 

(304)  925-4756 


• Children’s  Pavilion 

• Adult  Psychiatry 

• Adolescent  Psychiatry 

• Geropsychiatry 


ALL  PROGRAMS  OFFER: 

Crisis  intervention  • Group  therapy  • Family  therapy  • Marital  counseling  • Individual 
therapy  • Occupational  therapy  • Recreational  therapy  • Special  care  for  the  acutely 
disturbed  patient  • Schooling  provided  on  Children’s  Pavilion  • Staffed  by  qualified 
psychiatrists  and  medical  consultants. 


MEDICAL  STAFF 


ADULT  PSYCHIATRY 


Charles  C.  Weise,  M.  D 925-2159 

Pablo  M.  Pauig,  M.  D 343-8843 

Ralph  S.  Smith,  Jr.,  M.  D 925-0349 

Lee  L.  Neilan,  M.  D 925-3430 

Edmund  C.  Settle,  Jr.,  M.  D 925-0624 


ADULT  PSYCHIATRY 

Gina  Puzzuoli,  M.  D 925-6914 

John  P.  MacCallum,  M.  D 925-6966 

Sid  Lerfald,  M.  D 925-0004 

Elma  Bernardo,  M.  D 768-1212 

Steve  Kissinger,  M.  D 925-6966 

Jerome  Massenburg,  M.  D 925-0349 


CHILD  PSYCHIATRY 


Pablo  M.  Pauig,  M.  D 343-8843 

Ralph  S.  Smith,  Jr.,  M.  D 925-0349 

John  P.  MacCallum,  M.  D 925-6966 


Serving  the  community  for  over  30  years 
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See  the  difference  in  the  first  week' 


• Sleep  improvement  in  74%  of  patients 
after  first  h.s.  dose^ 

• Significantly  faster  relief-62%  of 
total  four-week  improvement 
evident  in  first  week  versus  44% 
with  amitriptyline  alone' 

• Dramatic  first-week  reduction 
in  somatic  complaints^ 

% Reduction  in  Somatic  Symptoms^ 


Vomiting  | Nausea  | Headache  | Anorexia  | Constipation  | 


• Only  Vs  the  dropout  rate  due  to  side 
effects  of  amitriptyline  alone,  although 
the  incidence  of  side  effects  is  similar' 


Caution  patients  about  the  combined  effects  of  Limbitrol  with  alcohol  or 
other  CNS  depressants  and  about  activities  requiring  complete  mental 
alertness,  such  as  operating  machinery  or  driving  a car.  In  general,  limit 
dosage  to  the  lowest  effective  amount  in  elderly  patients. 


Copyright  ©1987  by  Roche  Products  Inc.  All  rights  reserved. 


Protect  your  decision. 
Write  "Do  not  substitute!' 


In  moderate  depression 
and  anxiety 

LimUtroT 

Each  tablet  contains  5 mg  chlordiazepoxide  and 
12.5  mg  amitriptyline  (as  the  hydrocnioride  salt) 

Limbitrol’ DS 

Each  tablet  contains  10  mg  chlordiazepoxide  and 
25  mg  amitriptyline  (as  the  hydrochloride  salt) 


References:  1.  Feighner  JR  elal-  Psychopharmacology  61  217-225,  Mar  22,  1979  2.  Data  on  file, 
Hotfmann-La  Roche  Inc  , Nutley  NJ 


Limbitrol  ‘ (g 

hranqu  i I izer— Antidepressant 

Before  prescribing,  please  consult  complete  product  intormotion.  o summary  of  which  follows: 
Ihdicotions:  Relief  of  moderate  to  severe  depression  associated  with  moderate  to  severe  anxiety 
Controindicotions:  Known  hypersensitivity  to  benzodiazepines  or  tricyclic  antidepressants  Do  not  use 
with  monoamine  oxidase  (MAO)  inhibitors  or  within  14  days  following  discontinuation  of  MAO  inhibitors 
since  hyperpyretic  crises,  severe  convulsions  and  deaths  hove  occurred  with  cohcomitont  use.  then 
initiate  cautiously  gradually  increasing  dosage  until  optimal  response  Is  achieved  Controindicated 
during  acute  recovery  phase  following  myocardial  infarction 

Warnings:  Use  with  great  care  in  patients  with  history  of  urinary  retention  or  angle-closure  glaucoma 
Severe  constipation  may  occur  in  patients  taking  tricyclic  ontidepressants  and  anticholinergic-fype 
drugs  Closely  supervise  cardiovascular  patients  (Arrhythmias,  sinus  tochycordia  and  prolongation  of 
conduction  time  reported  with  use  of  tricyclic  antidepressants,  especially  high  doses  Myocardial 
infarction  and  stroke  reported  with  use  of  this  class  of  drugs ) Caution  patients  about  possible  combined 
effects  with  alcohol  ond  other  CNS  depressants  and  against  hazardous  occupotions  requiring  complete 
mental  alertness  (e  g . operating  machinery,  driving). 

Usage  in  Pregnancy:  Use  of  minor  tranquilizers  during  the  first  trimester  should  almost 
always  be  avoided  because  of  increased  risk  of  congenital  malformations  os  suggested 
in  several  studies.  Consider  possibility  of  pregnancy  when  instituting  therapy;  advise 
patients  to  discuss  therapy  it  they  intend  to  or  do  become  pregnant. 

Since  physical  ahd  psychological  dependence  to  chlordiazepoxide  have  been  reported  rorely,  use 
caution  in  administering  Limbitrol  to  addiction-prone  individuals  or  those  who  might  increase  dosage, 
withdrawal  symptoms  following  discontinuation  of  either  component  alone  have  been  reported 
(nausea,  headoche  and  malaise  for  amitriptyline,  symptoms  [including  convulsions]  similar  to  those 
ot  barbiturate  withdrawal  tor  chlordiazepoxide) 

Precautions:  Use  with  caution  in  potients  with  a history  of  seizures,  in  hyperthyroid  patients  or  those 
on  thyroid  medication,  and  in  patients  with  impaired  renal  or  hepotic  function.  Because  of  the  possibility 
of  suicide  in  depressed  patients,  do  not  permit  easy  access  to  lorge  quantities  in  these  patients  Periodic 
liver  function  tests  and  blood  counts  are  recommended  during  prolonged  treotment  Amitriptyline 
component  moy  block  oction  of  guanethidine  or  similar  antihypertensives  When  tricyclic  antidepres- 
sants are  used  concomitantly  with  cimetidine  (Tagamet),  clinically  significant  effects  have  been  reported 
involving  delayed  elimination  and  increasing  steady  state  concentrations  ot  the  tricyclic  drugs. 
Cohcomitont  use  of  Limbitrol  with  other  psychotropic  drugs  has  not  been  evaluated,  sedative  effects 
may  be  additive  Discontinue  several  days  before  surgery  Limit  concomitant  administration  ot  ECT  to 
essential  treotment  See  Warnings  for  precautions  about  pregnancy  Limbitrol  should  not  be  taken 
during  the  nursing  period  Not  recommended  in  children  under  12  In  the  elderly  and  debilitoted,  limit  to 
smollest  effective  dosage  to  preclude  otaxio,  oversedotion,  confusion  or  onticholinergic  effects 
Adverse  Reactions:  Most  frequently  reported  are  those  associated  with  either  component  alone 
drowsiness,  dry  mouth,  constipation,  blurred  vision,  dizziness  and  bloating  Less  frequently  occurring 


reactions  include  vivid  dreoms,  impotence,  tremor,  confusion  and  nasal  congestion  Many  depressive 
symptams  including  anorexia,  fatigue,  weakness,  restlessness  and  lethargy  have  been  reported  as 
side  effects  at  both  Limbitrol  and  amitriptyline  Granulocytopenia,  joundice  and  hepatic  dysfunction 
have  been  observed  rarely 

The  tollowing  list  includes  adverse  reactions  not  reported  with  Limbitrol  but  requiring  consideration 
because  they  have  been  reported  with  one  or  both  components  or  closely  related  drugs 
Cardiovascular  Hypotension,  hypertension,  tochycordia,  palpitations,  myocardial  infarction, 
orrhythmios,  heart  block,  stroke 

Psychiatric  Euphoria,  apprehension,  poor  concentration,  delusions,  hallucinations,  hypomonia  and 
increased  or  decreased  libido 

Neurologic.  Incoordination,  ataxia,  numbness,  tingling  and  paresthesias  of  the  extremities,  extra- 
pyramidal  symptoms,  syncope,  changes  in  EEG  potterns 

Anticholinergic:  Disturbance  of  accommodation,  paralytic  ileus,  urinary  retention,  dilatotion  of  urinary 
tract 

Allergic  Skin  rosh,  urticaria,  photosensitization,  edema  ot  face  ond  tongue,  pruritus 
Hematologic  Bone  morrow  depression  including  agranulocytosis,  eosinophilia,  purpura,  thrombocy- 
topenia 

Gasiroinleslihot  Nausea,  epigastric  distress,  vomiting,  onorexio,  stomatitis,  peculiar  taste,  diarrhea, 
black  tongue 

Ehdocrine  Testiculor  swelling  and  gynecomastia  in  the  male,  breosf  enlargement,  galactorrhea  and 
minor  menstrual  irregularities  in  the  female,  elevation  and  lowering  of  blood  sugar  levels,  ond  syndrome 
ot  inappropriate  ADH  (antidiuretic  hormone)  secretion 

Other  Headoche,  weight  goin  or  loss,  increased  perspiration,  urinory  frequency  mydriasis,  jaundice, 
alopecio,  parotid  swelling 

Overdosoge:  Immediately  hospitalize  patient  suspected  of  having  taken  an  overdose  Treatment  is 
symptomatic  and  supportive  I V administration  of  1 to  3 mg  physostigmine  salicylate  has  been 
reported  to  reverse  the  symptoms  of  omitriptyline  poisohing  See  complete  product  information  for 
manitestotion  and  treatment 

Dosage:  Individualize  according  to  symptom  severity  and  potient  response  Reduce  to  smallest  effective 
dosage  when  satisfactory  response  is  obtoined  Larger  portion  of  daily  dose  may  be  taken  at  bedtime 
Single  h s dose  may  suffice  for  some  patients.  Lower  dosages  are  recommended  tor  the  elderly 
Limbitrol  DS  (double  strength)  Tablets,  initial  dosage  ot  three  or  tour  tablets  daily  in  divided  doses, 
increased  up  to  six  tablets  or  decreased  to  two  tablets  daily  as  required  Limbitrol  Tablets,  initial  dosage 
of  three  or  four  tablets  daily  in  divided  doses,  lor  patients  who  do  not  tolerate  higher  doses 
How  Supplied:  Double  strength  (DS)  Tablets,  white,  tilm-coated,  each  containing  10  mg  chlordiaze- 
poxide  ond  25  mg  omitriptyline  (os  the  hydrochloride  salt),  and  Tablets,  blue,  film-coated,  each 
contoihing  5 mg  chlordiazepoxide  and  12  5 mg  amitriptyline  (as  the  hydrochloride  salt)  Available  in 
bottles  ot  100  and  500,  Tel-E-Dose*  packages  of  100,  Prescription  Paks  of  50 


ROCHE  PRODUCTS  INC 
Manati,  Puerto  Rico  00701 
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fthe  rewards  of  Limbitrol 

both  smiling  again! 


See  the  difference 
in  the  first  week’ 

In  depressed  and  anxious 
patients,  you  can  see  the  dif- 
ference sooner— 62%  of  total 
four-week  improvement 
achieved  in  the  first  week  with 
Limbitrol  versus  44%  with  ami- 
triptylineJ 


In  moderate 
depression 
and  anxiety 


Each  tablet  contains  5 mg  chlordiazei 
12.5  mg  amitriptyline  (as  the  hydrocf 


tablet  contains  10  mg  chlordiazepoxide  and 
^ amitriptyline  (as  the  hydrochloride  salt) 


Please  see  summary  of  product  information  on  adjacent  page 
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Imagine 

A MACHINE 
THAT  CAN 
DO  THIS  TO 


We're  proud  to  announce  the  introduction  of  Extra- 
corporeal Shock  Wave  Litliotripsy  as  a new  feature  of  our 
kidney  stone  treatment  program.  This  new  device  makes 
it  possible  to  pulverize  and  eliminate  kidney  stones  witla- 
OLit  invasive  surgery.  Now  you  have  the  opportunity  to 
participate  in  this  state-of-the-art  procedure  at  CAMC's 
High  Tech  Center  here  in  Charleston,  West  Virginia. 

The  Lithotripter  uses  shock  waves  to  bombard  kid- 
ney stones  into  sand-like  particles  inside  the  body  The 
residue  is  then  easily  passed.  Although  the  theory 
behind  Lithotripsy  is  simple,  the  process  is  precise.  The 
stone  is  pinpointed  inside  the  body  with  fluoroscopy 
and  shock  wave  firing  is  synchronized  witli  tire  patient's 
heartbeat  by  electrocardiogram.  Usually,  the  entire  pro- 
cess takes  about  an  hour. 


As  you  can  imagine.  Lithotripsy  offers  many  benefits 
to  kidney  stone  patients.  The  process  is  less  painful, 
entails  fewer  side  effects,  and  recuperation  is  quicker 
than  with  conventional  surgery.  It's  even  less  expensive 
than  surgery. 

We're  encouraging  all  area  urologists  to  apply  for 
privileges  in  Extracorporeal  Shock  Wave  Litliotripsy  We 
invite  you  to  visit  CAMC  and  see  the  lithotripter  in 
action.  Come  and  learn  about  this  revolutionary  ther- 
apy which  is  the  wave  of  the  future  in  kidney  stone 
treatment.  We  will  happily  provide  you  witli  a brochure 
for  your  use  as  well  as  brochures  for  your  patients. 

Eor  your  brochures  or  other  information  about 
Lithotripsy  and  our  kidney  stone  treatment  program, 
call  CAMC  at  1-800-654-0159. 


CAMC 

Charleston  Area  Medical  Center 
1-800-654-0159 
We  Care  For  West  Virginia 


the /V\ASTEH  program 

Muscular  And  SkeletalTreatment/Exercise/Rehabilitation 


Prevention  of  Persistent  Pain 

Prevention  of  persistent  pain  and  dysfunction 
following  a musculoskeletal  injury  is  an  important 
task  for  both  physician  and  patient.  Several  Important 
factors  which  contribute  to  the  development  of 
chronic  pain  have  been  identified. 

Disuse  and  deconditioning  produced  by  excessive 
rest  and  inactivity  are  prime  factors  in  the  develop- 
ment of  chronic  pain.  While  rest  and  limiting  activity 
based  on  pain  intensity  is  appropriate  following  an 
acute  injury  to  prevent  further  injury,  this  strategy  is 
counter-productive  after  healing  has  occurred.  After 
a few  days  or  weeks,  depending  upon  the  severity  of 
the  injury,  progressive  physical  reconditioning  should 
be  prescribed. 

Analgesics  can  provide  symptomatic  relief  while 
healing  occurs.  To  prevent  chronic  pain,  anaigesics 
should  be  given  on  a regular  schedule,  around  the 
clock,  in  sufficient  dosage  to  keep  the  patient  pain 
free.  After  heaiing  has  occurred,  analgesics  have  a 
iimited  benefit  and  a potential  for  complicating  the 
patient’s  problem.  Other  pain  management  tech- 
niques should  be  utilized. 


The  Rehabilitation  Center 

at  Mon  General 

1 000  J.  D.  Anderson  Dr.,  Morgantown,  WV  26505 

The  use  of  sedative-hypnotics  and  muscle  relaxants 
should  be  limited.  Many  of  these  drugs  make  pain 
worse. 

Recognition  and  appropriate  treatment  of  pain  syn- 
dromes such  as  myofascial  syndromes  and  reflex 
sympathetic  dystrophy  can  prevent  these  disorders 
from  becoming  chronic. 

As  the  duration  of  pain  and  dysfunction  increases, 
so  do  the  behavioral  and  psychological  complications 
associated  with  chronic  pain.  After  four  months,  the 
pain  should  be  considered  a chronic  pain  disorder  and 
evaluation  and  intervention  for  chronic  pain  should  be 
sought.  Early  appropriate  intervention  can  decrease 
suffering,  shorten  disability,  and  restore  functioning. 

The  diagnostic  and  therapeutic  strategies  for 
chronic  pain  are  quite  different  than  those  for  acute 
pain.  The  factors  which  maintain  chronic  pain  are  dif- 
ferent than  those  which  initiated  acute  pain.  A small 
group  of  physicians  are  specializing  in  Pain  Medicine. 
These  physicians  have  the  knowledge,  training,  and 
experience  to  help  their  colleagues  manage  patients 
with  chronic  pain  disorders. 

The  MASTER  Program  helps  physicians  help  their 
patients.  The  program  provides  evaluation,  recommen- 
dations, intervention  if  needed  and  suggestions  for 
the  physicians’  continuing  management  of  their 
patients. 

For  information  on  The  MASTER  Program  please 
contact  David  Colvin,  M.D.,  at  304-598-1411.  Or  write: 
The  MASTER  Program,  The  Rehabilitation  Center  at 
Mon  General  Hospital,  1000  J.  D.  Anderson  Dr., 
Morgantown,  WV  26505. 


McDonough 

Caperton 

Systems 


Now  serving  over  120  physicians 


We  offer  the  largest,  most  complete  selection  of  medical  office  management  systems 
and  services  available  to  physicians  in  West  Virginia.  Our  efforts  mean  you  have  a 
choice  . . . 

^of  programs  including 

• Patient  Past  History/Lab 
Results/Treatment  Information 

• Statistical  Retrieval  and  Analysis 
of  Medical  Information 

• Patient  Billing  Preparation 

• Aged  Account  Information 

• Complete  Financial  and 
Management  Reporting 

• Insurance  Forms  Preparation 

of  hardware  including  IBM,  AT  & T,  and  IMS 

^ of  investment  levels  beginning  at  $9,995  with  upgrade  opportunity 

^ of  purchase  or  lease  arrangements  to  meet  your  individual  business  needs 

^ of  total  hardware  and  software  for  the  life  of  the  system  provided  by  our 
own  trained  technicians 

^of  a company  sincerely  interested  in  your  satisfaction  and  success  in  the  day- 
-to-day use  of  our  systems. 

We’re  your  systems  consultant  and  welcome  the  opportunity  to  discuss  your  individual 
concerns  and  questions.  Our  job  and  our  commitment  is  to  help  you  reduce  your  paper- 
work, increase  your  productivity  and  improve  your  cash  flow. 


• Scheduling  Functions 

• Hospital  Census 

• Electronic  Claims  Submission 

• Word  Processing 

• Tailoring  by  Specialty 

• “Password”  Security  Protection 

• Remote  access,  including 
master  ON/OFF  capability. 


MAKE  US  YOUR  CHOICE 

Call  us  at  744-2583 
or  write 

325  Sixth  Avenue 

South  Charleston,  West  Virginia  25303 
Bradley  E.  Layne,  President 
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McDonough  Caperton  Insurance  Group’s  new  corporate  office  building,  located  in  Charleston,  West  Virginia,  houses  over  150 
employees  and  serves  as  the  home  base  for  all  McDonough  Caperton  Insurance  Group  activity.  McDonough  Caperton  Insurance 
Group  also  maintains  office  facilities  in  eight  cities  throughout  West  Virginia,  Ohio,  Pennsylvania  and  Kentucky. 


McDonough 

Caperton 

Insurance 

Group 


Uniquely  capable  . . . Professionally  competent  . . . 

Serving  others  . . . Through  excellence. 


providing  a broad  range 
of  insurance  and  financial  services 
to  the  business  community, 
associations,  institutions, 
and  individuals. 


Among  the  10  Largest  Privately  Owned  Insurance  Brokers  in  the  United  States. 


Corporate  Headquarters:  One  Hillcrest  Drive,  East,  P.O.  Box  1551,  Charleston,  WV  25326.  Telephone:  (304)  346-0611. 
With  offices  in:  Beckley,  Charleston,  Fairmont,  Parkersburg,  Wheeling,  Pittsburgh,  Cleveland  and  Lexington,  KY. 


Elcomp...the  best  medical  office 
computer  system  is  now  even 
better  with  the  Flexible  Package** 


Would  you  treat  only  the  symptoms,  If  you  knew 
there  was  a proven  cure? 


It’s  hard  to  cure  chronic  ailments 
like  runaway  accounts  receivable, 
backlogged  claim  processing,  poor 
collection  ratio — by  treating  only  the 
symptoms.  The  Flexible  Package 
from  Elcomp  Systems,  combined 
with  Data  General’s  Desktop  Gener- 
ation computers,  has  been  a proven 
cure  for  more  than  500  physicians 
since  1978. 

The  Flexible  Package  is  modular, 
which  means  you  can  tailor  the 
system  to  fit  your  practice’s  specific 
needs  without  any  programming 
changes.  We  will  train  your  staff  in 
the  operation  of  your  system,  and 
show  you  how  your  practice  can 
most  benefit  from  all  the  features  in 
your  Flexible  Package. 


The  Flexible  Package  cure  for 
medical  office  ailments: 

• Improved  cash  flow  through 
advanced  collection  methods  and 
delinquency  reporting 

• Account  Inquiries— demographic, 
insurance,  and  financial  information 
at  a touch 

• Accounts  Receivable  and  Man- 
agement Reports,  whenever  you 
need  them 

• Instantaneous  retrieval  of  patients’ 
procedures  and  diagnoses 

• Appointment  Scheduler,  to  help 
organize  your  day 

• Automatic  preparation  of  recall 
letters 

• Flexibility  to  design  your  own 
reports  with  the  Report  Generator 

• and  many  more  benefits . . . 


Elcomp  Systems  can  supply  the 
cure  for  your  practice  management 
ailments.  The  treatment  is  singular 
and  straightforward— to  give  you 
hardware,  software,  training,  and 
after-purchase  support  as  one 
package. 

Focus  on  curing  your  office  problems, 
not  just  relieving  the  symptoms. 

Call  Elcomp  today — you’ll  never 
feel  better. 


IrDataGeneral 


i Personal 
I Computers 


ELLSEfTIF"  s^sisms,  ins. 

Foster  Plaza  VII,  661  Andersen  Drive,  Pittsburgh,  PA  15220 
(800)  441  -8386 


WAm  Jeeling  blue!' 
is  all  the  feeling 
there  is 


V 

■ our  patient  has  described  the  synnptonns  of 
X depression  but  hasn't  responded  to  the  usual  anti- 
depressant medications.  You  review  the  symptoms  again: 


• Change  in  sleep  patterns 

• Fatigue 

• Loss  of  appetite 

• Feeling  helpless  and  hopeless 

• No  physical  cause  for  the  symptoms 

You  decide  a consultation  is  needed,  or  perhaps 
referral.  There  are  many  specialists  who  may  be 
appropriate  for  this  patient,  and  some  of  the  best 
practice  at  Harding  Hospital. 

Through  the  years,  Harding  Hospital  psychiatrists, 
along  with  psychologists,  social  workers  and  other 
mental  health  professionals,  have  helped  with  many 
difficult  treatment  problems.  The  hospital  offers 
a wide  range  of  psychiatric  services  evaluation, 
out-patient,  in-patient  and  partial  haspital 
care,  short-term,  intermediate,  and  long-term 
treatment  far  aaolescents  and  adults. 


Harding  Hospital  has  been  a resource  for 
professionals  across  the  United  States.  If  you 
have  such  a need,  we'd  like  to  help.  We  invite 
you  to  call  or  visit  our  facilities.  Cantact  Ray 
Dutton,  Admissions  Director,  for  information  or 
to  arrange  for  consultation  and  treatment. 


Harding  Hospital 


445  East  Granville  Road  ■ Worthington,  Ohio  43085  ■ 614/885-5381 


ISbfuss,  nofotrns 
giurocovera^ 


700  Market  Square  PO  Box  1948 
Parkersburg  WV26102 


We  make  it  easy  to  give  your  group 
complete  health  care  coverage  — 
plus  a lot  more. 

Blue  Cross  and  Blue  Shield  of  West  Central 
West  Virginia  has  taken  a lot  of  the  paper- 
work out  of  administering  the  nation’s  #1 
medical/surgical  coverage  — and  that 
means  less  time  and  cost  for  you.  In  fact, 
we’ve  made  the  claims  process  so  simple 
that  there’s  no  need  for  you  to  assign  an 
employee  to  handle  it.  When  one  of  your 
group  has  a claim,  he  or  she  fills  out  a 
simple  9 -line  flap  on  the  back  of  our  pre- 
addressed envelope,  then  mails  it  along 
with  the  bill  or  receipt.  Claims  are  proc- 
essed quickly  — right  here  in  West 
Virginia  — with  less  need  for  follow-up 
or  handling  on  your  part. 


prescription,  AD&D,  short-  and  long-term 
disability  and  dental  coverage.  Your  Blue 
Cross  and  Blue  Shield  plan  can  also  be 
custom-designed,  with  the  options  and 
deductibles  that  fit  your  needs  and  your 
budget.  And  because  we’re  constantly 
working  with  employers  and  health  care 
providers  to  keep  costs  down,  we’re  able 
to  offer  a 15-month  rate  guarantee  to 
groups  of  20  or  more. 

Service  that's  part  of  the  package. 

Your  group  will  have  a Customer  Service 
Representative  assigned  to  work  with  you, 
to  answer  your  questions  and  provide  any 
help  you  need.  So  you  always  have  one 
person  to  call  about  any  of  your  group 
coverage. 

Find  out  more  about  the  easiest,  most 
complete  insurance  package  available  to 
your  group.  Call  us  toll-free  or  contact 
your  local  independent  agent. 

In  WV  call  1-800-344-5514  or 
1-800-654-5013. 


One-stop  service  for  gM  your  group 
insurance. 

Along  with  our  subsidiary.  Combined 
Services,  Inc.,  we  can  design  a package 
for  your  group  that  includes  life,  paid 


Blue  Cross 
Blue  Shield 

of  West  Central  West  Virginia 
Parkersburg 


®'Registered  Marks  Blue  Cross  and  Blue  Shield  Association 


1967- 1987 


As  The  Eye  and  Ear  Clinic  of  Charleston,  Inc.  completes  20  years  of 
service  as  West  Virginia’s  only  eye,  ear,  nose  and  throat  specialty 
hospital,  we  recognize  our  outstanding  medical,  professional  and  support 
staff. 


Eye  and  Ear  Clinic  Medical  Staff  (I  to  r)  Romeo  Y.  Lim,  MD,  W.  Allen  Shelton 
II,  Administrator,  Robert  E.  O’Connor,  MD,  Samuel  A.  Strickland,  MD,  R.  David 
Allara,  MD,  R.  Austin  Wallace,  MD,  Moseley  H.  Winkler,  MD,  John  A.  B.  Holt, 
MD,  Nabil  A.  Ragheb,  MD  and  James  W.  Caudill,  MD. 


1306  KANAWHA  BOULEVARD,  EAST 
P.  O.  BOX  2271 

CHARLESTON,  WEST  VIRGINIA  25328 
TELEPHONE;  (304)  343-4371 
TOLL  FREE:  (800)  642-3049  (WV) 
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News  from  about  a new  dosage  form  of  cephalexin 


ANNOUNCING  NEW 


Keflef 

TABLETS 

cephalexin 


All  the  advantages  of  cephalexin 
in  a convenient  tablet  form 

• Backed  by  over  15  years  of  clinical  experience 

• Smaller  tablet  is  specially  shaped  and  coated  for  easier  swallowing 

• May  enhance  patient  compliance,  particularly  among  the  elderly 

• Tablet  dosage  form  may  be  appreciated  by  patients  of  all  ages 


NEW  Keflet  Tablets  are  available  as: 


250-mg 

Tablets 


500-mg 

Tablets 


Keflet  is  contraindicated  in  patients  with  known  allergy  to  the  cephalosporins 
and  should  be  given  cautiously  to  penicillin-sensitive  patients. 


Brief  Summary.  Consult  the  package  literature  lor  prescribing 
information.  Indications  and  Usage:  Keller^  Tablets  (cephalexin.  Disla) 
are  indicated  lor  Ihe  trealmenl  ol  the  lollowing  inleclions  when  caused  by 
susceptible  strains  ol  the  designated  microorganisms: 

Respiratory  tract  intections  caused  by  ^re/iococtus  pneumoniae  and 
group  A /3-bemolytic  streptococci  (Penicillin  is  the  usual  drug  ol 
choice  in  the  treatment  and  prevention  ol  streptococcal  Inleclions, 
including  the  prophylaxis  of  rheumatic  lever  Kellet  is  generally  ellec- 
tive  in  Ihe  eradication  ol  streptococci  from  Ihe  nasopharynx;  however, 
substantial  data  establishing  the  elticacy  ol  Kellet  in  the  subsequent 
prevention  ol  rheumatic  lever  are  nol  available  at  present.) 

Otitis  medB  due  to  S pneumoniae.  Haemophilus  inlluemae,  staphylo- 
coai,  streptococci,  and  Heisseria  catarrhahs 
Skin  and  skin  structure  inleclions  caused  by  staphylococci  andror 
streptococci 

Bone  inleclions  caused  by  staphylococci  and/or  Proteus  mirabilis 
Genitourinary  tract  infections,  including  acute  prostatitis,  caused  by 
Escherichia  coli.  P mirabilis,  and  Klebsiella  sp 
Afo/e— Culture  and  susceptibility  tests  should  be  initiated  prior  to  and 
during  therapy  Renal  function  studies  should  he  peilormed  when  indicated, 
Contraindicafion;  Kellet  is  contraindicated  in  patients  with  known  allergy 
to  the  cephalosporin  group  ol  antibiotics 

Warnings:  before  cephalexin  therapy  is  instituteo.  careful  inolury  shoulo  be 

MAOE  concerning  PREVIOUS  HYPERSENSITIVITY  REACTIONS  TO  CEPHALOSPORINS  ANO 
PENICILLIN  CEPHALOSPORIN  C OERIVATIVES  SHOULO  BE  GIVEN  CAUTIOUaY  TO  PENICILLIN- 
SENSITIVE  PATIENTS 

SERIOUS  ACUTE  HYPERSENSITIVITY  REACTIONS  MAY  REQUIRE  EPINEPHRINE  AND  OTHER 
EMERGENCY  MEASURES 

There  is  some  clinical  and  laboratory  evidence  ol  partial  cross-allergen- 
icity  ol  the  penicillins  and  Ihe  cephalosporins.  Patients  have  been  repoded 
to  have  had  severe  reactions  (including  anaphylaxis)  to  both  drugs. 

Any  patient  who  has  demonstrated  some  form  ol  allergy,  particularly  to 
drugs,  should  receive  antibiotics  cautiously  No  exception  should  he  made 
with  regard  to  Keflet 

Psewfomemhranous  colitis  has  been  repoded  with  vidually  all  broad- 
spectrum  antibiotics  (including  macrolldes.  semisynthetic  penicillins,  and 
cephalosporins),  Iherelore,  it  is  impodant  to  consider  its  diagnosis  in 
patients  who  develop  diarrhea  in  association  with  Ihe  use  ol  antibiotics. 

Such  colitis  may  range  in  severity  from  mild  to  lile-ihreatening. 

Trealmenl  with  broad-spectrum  antibiotics  alters  the  normal  flora  ol  the 
colon  and  may  permit  overgrowth  of  Clostridia,  Studies  indicate  that  a 
toxin  produced  by  Clostridium  dillicile  is  one  primary  cause  of  antibiolic- 
associated  colitis 

Mild  cases  ot  pseudomembranous  colitis  usually  respond  to  drug  dis- 
continuance alone.  In  moderate  to  severe  cases,  management  should 
include  sigmoidoscopy,  appropriate  bacteriologic  studies,  and  fluid,  elec- 
trolyte, and  protein  supplementation.  When  Ihe  colitis  does  nol  improve 
after  the  drug  has  been  discontinued,  or  when  it  Is  severe,  oral  vancomycin 
IS  the  drug  ol  choice  for  antibiotic-associated  pseudomembranous  colitis 
produced  by  C dillicile  Other  causes  ol  colitis  should  he  ruled  out. 

Usage  in  Pr^nancy— Safety  ol  this  product  lor  use  during  pregnancy  has 
not  been  established 

Precautions:  General—  Patients  should  he  followed  carefully  so  that  any 
side  eltects  or  unusual  manifestations  ol  drug  idiosyncrasy  may  he  detected. 

It  an  allergic  reaction  to  Kellet  occurs,  Ihe  drug  should  be  discontinued  and 
Ihe  patient  treated  with  the  usual  agents  (eg.  epinephrine  or  other  pressor 
amines,  antihistamines,  or  corticosteroids) 

Prolonged  use  of  Keitel  may  result  in  Ihe  overgrowth  of  nonsusceptible 
organisms.  Careful  observation  ol  the  patient  is  essential.  It  superinlectlon 
oaurs  during  therapy  appropriate  measures  should  be  taken. 

Positive  direct  Coomte'  tests  have  been  reported  during  treatment  with 
the  cephalosporin  antibiotics  In  hematologic  studies  or  in  transfusion 
cross-matching  procedures  when  antiglobulin  tests  are  performed  on  fhe 
minor  side  or  in  Coombs'  testing  ol  newborns  whose  mothers  have 
received  cephalosporin  antibiotics  before  parturition.  It  should  be  recog- 
nized that  a positive  Coombs'  lest  may  be  due  to  the  drug. 

Keflet  should  be  adminislered  with  caution  in  the  presence  ol  markedly 
impaired  renal  function  Under  such  conditions,  careful  clinical  obseivation 
and  laboratory  studies  should  be  made  because  safe  dosage  may  be  lower 
than  that  usually  recommended. 

Indicated  surgical  procedures  should  be  periormed  in  conjunction  with 
antibiotic  therapy 

hs  a result  ol  administration  of  Keflet,  a false -positive  reaction  lot  glu- 
cose in  Ihe  urine  may  oaur.  This  has  been  observed  with  Benedict's  and 
Fehling's  solutions  and  also  with  CllnllesI®  tablets  but  nol  wllh  Tes-Tape* 
(Glucose  Enzymatic  Test  Strip,  USR  Lilly) 

Broad-spectrum  antibiotics  should  be  prescribed  with  caution  In  individ- 
uals with  a history  ol  gastrointestinal  disease,  particularly  colitis. 

Usage  in  Pregnancy— Pregnancy  Category  8—  The  daily  oral  administra- 
tion ol  cephalexin  to  rats  in  doses  of  250  or  500  mg/kg  prior  to  and  during 
pregnancy  ot  to  rats  and  mice  during  the  period  of  organogenesis  only,  had  no 
adverse  effect  on  fertility,  lelal  viability,  fetal  weight,  or  litter  size.  Note  that  the 
safety  ol  cephalexin  during  pregnancy  in  humans  has  nol  been  established. 

Cephalexin  showed  no  enhanced  loxicity  in  weanling  and  newborn  rats 
as  compared  with  adult  animals.  Nevertheless,  because  Ihe  studies  in 
humans  cannot  rule  out  Ihe  possibility  ol  barm,  Keflet  should  be  used  during 
pregnancy  only  if  clearly  needed 

Nursing  Mothers— the  excretion  of  cephalexin  in  Ihe  milk  increased  up  to 
4 hours  after  a 500-mg  dose,  the  drug  reached  a maximum  level  of  4 /Ag/mL, 
then  decreased  gradually,  and  had  disappeared  8 hours  after  administration. 
Caution  should  be  exercised  when  Keflet  is  administered  to  a nursing  woman. 
Adverse  Reactions:  GastTOirr/esf/naf— Symptoms  ol  pseudomembran- 
ous colitis  may  appear  either  during  or  after  antibiotic  treatment  Nausea 
and  vomiting  have  been  reported  rarely  The  most  frequent  side  etiect  has 
been  diarrhea  It  was  very  rarely  severe  enough  to  warrant  cessation  of 
therapy  Dyspepsia  and  abdominal  pain  have  also  oaurred.  PiS  wllh  some 
penicillins  and  some  other  cephalosporins,  transient  hepatitis  and  choles- 
latic  laundice  have  been  reported  rarely 
Hypersensilivily—  Allergic  reactions  in  the  form  ol  rash,  urticaria,  angio- 
edema,  and.  rarely,  erythema  mullitorme,  Stevens-Johnson  Syndrome,  or 
toxic  epitfermal  necrolysis  have  been  observed  These  reactions  usually  sub- 
sided upon  discontinuation  of  the  drug  Anaphylaxis  has  also  been  repoded. 

Other  reactions  have  included  genital  and  anal  pruritus,  genital  moniliasis, 
vaginitis  and  vaginal  discharge,  dizziness,  fatigue,  and  headache  Reversible 
interstitial  nephritis  has  been  reported  rarely,  Eosinophilia.  neutropenia, 
thrombocytopenia,  and  slight  elevations  in  SGOT  and  SGPT  have  been 
repoded 
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Additional  inlormalion  available  to  Ihe  prolession  on  request  Irom 
Dista  Products  Company 
Division  ol  Ell  Lilly  and  Company 
Indianapolis.  Indiana  46235 
Mid  by  Ell  Lilly  Industries,  Inc 
Carolina,  Puerto  Rico  00630 
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'Living  in  the  city 
is  lonely  enov^h... 
with  herpes  it’s  like 
solitary  confinement; 


(acyclovir) 

CAPSULES 


Prevent  genital  herpes 
recurrences 
month  after  month  with 
daily  therapy. 

(In  controlled  studies,  recurrences  were 
totally  prevented  for  4 to  6 months  in  up  to 
75%  of  patients.) 


Please  see  last  page  of  this  advertisement  for 
brief  summary  of  prescribing  information. 


CNA^  enlightened  idea 
for  malpractice  insurance: 
financial  stability. 


CNA’s  financial  stability  provides  the  security 
you  need  in  an  insurer.  CNA  will  be  able  next  year, 
and  in  the  years  after  that,  to  honor  the  commit- 
ments it  has  made  because  CNA  has  the  resources 
to  adequately  finance  your  professional  liability 
coverage. 

Standard  & Poor’s  rates  CNA’s  ability  to  pay  its 
insurance  claims  at  AAA,  the  highest  rating.  A.M. 
Best  & Company,  an  independent  rating  source, 
also  gives  CNA  its  highest  rating,  A+.  Financial 
stability  is  one  reason  that  CNA  has  been  able  to 
provide  professionals  with  quality  malpractice 
protection  for  over  30  years. 


As  the  13th  largest  insurance  orgcinization, 
CNA  offers  you  even  more  than  financial  stability. 
CNA’s  programs  include  comprehensive  coverages, 
local  claim  service,  legal  defense,  results  oriented 
loss  control  assistance,  as  well  as  expert  underwriting. 

It’s  your  professional  reputation  eind  your 
practice.  Protect  them  with  a company  that  has 
the  financial  stability  you  can  depend  on.  Contact: 
McDonough,  Caperton, 

Association  Group 
One  Hillcrest  Dr.  E. 

Charleston,  WV  25332 
(304)346-0611 


f I 'I 

^ The  WVSMA/CNA  Physiciains  Protection  Progr2mi  is  underwritten  by 
Continentcil  Caisualty  Company,  one  of  the  CNA  Insureince  Compcinies. 
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Scientific  Newsfront 


The  First  Year 

West  Virginia’s  Air  Medical  Program 


WILLIAM  D.  ROSE,  M.  D. 

Assistant  Professor.  Emergency  Services, 
West  Virginia  University  Medical  Center, 
Morgantown;  and  Medical  Director, 
HealthNet  Aeromedical  Services 
(Northern  Base) 

STEPHEN  C.  RECTOR,  M.  D. 

Assistant  Professor  and  Medical  Director, 
Emergency  Services,  WVU  Medical  Center, 
Morgantown 


The  state's  first  medically- 
dedicated  emergency  helicopter  pro- 
gram started  operation  in  mid-June, 
1986.  We  performed  a retrospective 
analysis  of  patient  transport  and 
dispatch  data  for  the  first  12 
months  of  operation  of  HealthNet 
Aeromedical  Services.  During  this 
period  the  program  transported 
1,441  patients. 

Patient  follow-up  data  from  the 
program’s  northern  base  reveal  a 
mortality  of  12  per  cent.  The 
primary  reason  for  not  initiating  a 
flight  is  adverse  weather.  A small 
percentage  of  the  flight  requests 
were  inappropriate. 

Suggestions  for  utilization  of  the 
program  and  for  preparing  trauma 
patients  for  aeromedical  transport 
are  given. 

Introduction 

Mid-June,  1986,  marked  the 
start-up  of  West  Virginia’s  first 
medically-dedicated  emergency 
helicopter  program.  This  program 
was  organized  as  HealthNet 
Aeromedical  Services,  and  was 
developed  by  the  coordinated  ef- 
forts of  two  HealthNet  member 
hospitals.  West  Virginia  University 
Hospitals,  Inc.  (WVUH)  and 
Charleston  Area  Medical  Center,  Inc. 
(CAMC).  This  program  was  establish- 
ed to  provide  a quickly  available, 
24-hour  system  for  rapid  transport 
of  critically  ill  patients,  and  to 


deliver  high-quality  advanced  life 
support  (ALS)  en  route.  In  July,  1987, 
a third  base  of  operation  was  added 
at  Cabell  Huntington  Hospital 
(CHH). 

This  system  is  not  limited  to 
transporting  patients  solely  to  its 
parent  hospitals.  In  response  to 
medically  appropriate  requests,  the 
HealthNet  aircraft  are  available  for 
critical  patient  transport  between 
any  two  points  in  Wsst  Virginia  and 
surrounding  states. 

The  program  consists  of  two 
Messerschmidt-Bolkow-Blohm  BK-117 
helicopters  and  one  Aerospatiale 
AS350B  “A-Star”  helicopter,  outfitted 
with  state-of-the-art,  computerized 
navigation  and  communication 
equipment.  One  helicopter  is  sta- 
tioned at  the  Northern  Base 
(WVUH),  another  at  the  Southern 
Base  (CAMC),  and  a third  at  the 
Western  Base  (CHH)  in  order  to  pro- 
vide statewide  coverage.  The 
medical  flight  teams  consist  of 
registered  nurses  and  paramedics 
provided  by  the  member  hospitals. 

A neonatal  nurse  specialist  is  pro- 
vided for  neonatal  flights.  The  EMS 
pilots,  mechanics,  and  aircraft  are 
provided  by  Rocky  Mountain 
Helicopters,  Inc,  Provo,  Utah,  the 
nation’s  largest  aeromedical  vendor. 

NATURE  OF  FLIGHTS 


This  vendor  was  selected  in  part  for 
its  outstanding  safety  record. 

The  program  provides  immediate 
dispatch  of  the  flight  team,  without 
financial  screening,  for  medically  ap- 
propriate requests  as  determined  by 
a staff  Emergency  Department  physi- 
cian acting  as  the  Medical  Command 
physician.  Requests  are  recognized 
from  physicians,  nurses,  emergency 
medical  technicians,  paramedics,  fire 
departments,  industrial  safety  of- 
ficers, and  law  enforcement  agen- 
cies. The  lay  public  cannot  activate 
the  service. 

History 

The  concept  of  using  helicopters  for 
transporting  critically  ill  patients  is 
not  new.  The  first  major  use  of 
rotorcraft  transport  for  medical  pur- 
poses began  during  the  Korean  con- 
flict, when  wounded  soldiers  were 
loaded  onto  stretchers  outside  the 
vehicle.  This  was  further  developed 
during  the  Vietnam  War  when  com- 
bat casualties  were  moved  inside  the 
craft  and  treated  en  route  to 
definitive  care.'  Use  of  helicopters  in 
the  civilian  sector  for  patient  care 
began  in  the  late  1960s.  In  1972,  St. 
Anthony’s  Hospital  in  Denver  started 
the  first  full-time,  hospital-based 
helicopter  program.  Since  then, 
emergency  aeromedical  programs 
have  grown  rapidly.  Currently,  there 
are  145  hospital-based  flight  pro- 
grams in  the  United  States. 

Emergency  helicopter  transport 
has  been  shown  to  be  most  valuable 
in  rural  areas  where  the  time  be- 
tween occurrence  of  injury  and  the 
initiation  of  appropriate  therapy 
often  becomes  the  factor  that  deter- 
mines survival.^  This  is  especially 
important  in  areas  where  the  first 
prehospital  care  providers  may  only 
be  trained  in  basic  life  support 
(BLS).  The  nearest  advanced  life 
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TABLE  1 


Reasons  for  Cancellation  of  Flight 
(WVUH  only) 


Adverse  'X’eather 

573% 

On  .Another  Flight 

25.9% 

Timed — Out 

11.2% 

Maintenance 

3.6% 

Patient  Refused  Flight 

1.5% 

No  landing  zone 

0.5% 

support  (ALS)  may  be  many  miles 
away  at  the  local  hospital  emergency 
facility.  In  these  cases,  the  flight 
team  can  bring  ALS  capability 
directly  to  the  accident  scene,  and 
provide  urgent  transport  to 
definitive  care. 

A point  of  particular  interest  to 
West  Virginians  is  that  studies  have 
shown  that  "^0  per  cent  of  all 
trauma  fatalities  in  the  United  States 
occur  in  rural  areas. ^ Houtchens"* 
found  that  the  fatality  rate  for  rural 
motor  vehicle  trauma  victims  was 
40  per  cent  to  60  per  cent  higher 
than  that  for  urban  victims  with 
similar  injuries.  Anderson  et  al.^ 
have  shown  helicopter  scene 
responses  to  be  of  particular  value 
in  these  rural  settings.  Other  studies 
have  indicated  that  superior  out- 
comes result  from  aeromedical 
transport  even  when  local  EMS  is 
available.  Baxt  et  al.'’  showed  a 
52-per  cent  reduction  in  the 
predicted  mortality  of  patients 
treated  and  transported  by  an 
aeromedical  service  compared  to  a 
similar  group  treated  and 
transported  by  land  EMS. 

Methods 

A retrospective  review  using  the 
dispatch  log  and  flight  crew  records 
w'as  conducted  for  the  first  12 
months  of  HealthNet  operation. 

Results 

HealthNet  Aeromedical  Services 
transported  1,441  patients  on  1,432 
missions  in  the  first  year  of  opera- 
tion (mid-June,  1986,  to  mid-June, 
1987).  The  medical  distribution  of 
these  flights  for  the  first  six  months 
is  illustrated  in  the  Eigure.  The 
number  of  flights  was  split  almost 
equally  between  the  two  bases  in 
operation  during  that  time. 


Erom  additional  data  available 
from  the  Northern  base  (WVUH) 
regarding  flights  requested  but  not 
dispatched,  the  reasons  for  cancella- 
tion are  shown  in  Table  1.  The 
primary  reason  for  not  responding 
to  a flight  request  was  adverse 
weather.  This  occurred  in  57.3  per 
cent  of  the  cancelled  flights.  Many 
of  the  “on  another  flight”  cases 
were  actually  transported  by 
helicopter  after  the  call  was  transfer- 
red to  the  CAMC-based  team.  All 
three  bases  cross-cover  for  their 
sister  programs. 

“Timed-out”  problems  occurred 
early  in  program  start-up  when  the 
pilot  had  flown  the  maximum 
number  of  hours  allowed  by  the 
Federal  Aviation  Administration 
(FAA)  in  a given  day  and  no  backup 
pilot  was  available.  This  problem 
has  been  eliminated  with  the  hiring 
of  additional  pilots. 

Interestingly,  several  flights  were 
cancelled  by  patients  after  the  flight 
team  arrived  at  the  requesting 
hospital  only  to  find  that  the  pa- 
tient’s physician  had  not  discussed 
the  impending  air  transfer  to 
another  hospital  with  them. 

With  the  swiftness  of  aeromedical 
transport  being  a primary  reason  for 
the  activation  of  the  flight  team,  the 
efficiency  of  the  helicopter  team  is 
reflected  in  their  average  response 
times,  shown  in  Table  2. 

For  the  purpose  of  determining 
how  sick  the  aeromedical  patients 
really  were,  mortality  of  patients 
flown  was  reviewed  for  the  first  six 
months.  Disposition  was  easily  traced 
since  part  of  the  flight  team’s 
responsibility  is  to  follow  up  on  pa- 
tients they  transport.  Of  the  382  pa- 
tients flown  during  the  first  six 
months  by  the  WVUH-based  team, 
one  was  dead  on  scene  (and  was 
not  transported),  one  died  in  the 
helicopter,  and  44  died  at  the 
receiving  hospitals.  Overall  mortality 
was  12  per  cent. 

Similarly,  charts  w^ere  reviewed  to 
determine  if  any  patients  were 
discharged  from  the  Emergency 
Department  after  transport.  Two  per 
cent  of  those  transported  were 
treated  and  released  after  being 
flown  inappropriately  to  the 
hospital. 


Trauma  scores  were  reviewed  for 
all  trauma  patients  flown  in  from 
the  scene  of  the  accident.  This 
score  was  computed  by  the  flight 
nurse  or  medic  and  reflects  a 
numerical  score  that  has  implica- 
tions for  predictability  of  survival. 
Average  trauma  score  of  scene 
flights  was  14,  with  a range  of  three 
to  16. 

Discussion 

The  12-month  volume  of  1,432 
missions  places  the  HealthNet  pro- 
gram among  the  nation’s  busiest 
aeromedical  services.  In  the  first 
month  of  operation,  the  program 
set  a national  industry  record  for  in- 
itial volume,  with  106  missions.  Part 
of  this  high  volume  may  be  second- 
ary to  the  state’s  Medevac  project' 
that  preceded  the  HealthNet 
transport  system;  the  Medevac 
program  paved  the  way  by 
demonstrating  the  need  for  a state- 
wide, medically  dedicated  system. 

With  regard  to  expediency  of 
dispatch,  our  program  averaged  a 
seven-minute  response  from  time  of 
flight  page  to  lift-off.  This  is  quite 
good  since  it  takes  three  minutes 
just  to  “crank  up”  the  helicopter. 
Any  quicker  response  would  not 
allow  our  pilots  adequate  time  to 
check  weather  prior  to  dispatch. 

The  average  bedside  time  was  19 
minutes.  Bedside  times  on  a few^ 
flights  were  greater  than  one  hour. 
These  extended  in-hospital  times  oc- 
curred most  often  on  flights  where 
numerous  procedures  were  done 
prior  to  transport;  however,  bedside 
times  exceeding  45  minutes  are  not 
usually  reasonable,  in  our  opinion, 
for  any  patient  sick  enough  to  need 
helicopter  transport. 

The  problem  of  extended  bedside 
time  needed  to  stabilize  critically  in- 
jured trauma  patients  prior  to 

TABLE  2 

Response  Times  of  Flight  Team 

(WVUH  only) 

Average  Time  from  Flight 

Page  to  Lift-off  ^ minutes 

Average  Time  at  Bedside 

(Interhospital)  19  minutes 

Average  Time  on  Ground 
(Scene  Calls)  25  minutes 
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TABLE  3 

Preparation  of  the  Major  Trauma  Vic- 
tim for  Aeromedical  Transport 

• Secured  airway  to  include  tracheal  intuba- 
tion of  patients  wdth  respiratory  distress, 
airway  compromise,  and/or  severe  clos- 
ed head  injury. 

• Rigid  C-spine  immobilization  (P-collar), 

• Two  large-bore  peripheral  IV  lines  in  all 
patients,  including  those  not  initially  re- 
quiring volume  resuscitation. 

• Tube  thoracostomy  in  all  patients  with 
traumatic  pneumothorax/hemothorax. 

• Arterial  blood  gas  (ABG). 

• Blood  for  transfusion  in  hypovolemic 
patients,  including  uncross-matched 
blood  if  necessary. 

• Labeled  red  top,  non-serum  separator 
tube  (for  rapid  type  and  cross  at  receiv- 
ing hospital). 

• Nasogastic  tube  (orally  placed  in  closed 
head  injury). 

• Foley  catheter. 

• Lateral  cervical  spine,  chest,  and  pelvis  x- 
rays  only  after  above  is  completed  and  if 
time  permits. 

transport  has  been  investigated. 
Leicht  et  al.®  found  that  in  some  in- 
stances the  short  transit  times  put 
the  flight  team  at  the  patient’s  bed- 
side before  the  referring  physician 
had  time  to  complete  stabilization. 
More  often,  however,  the  treating 
physician  had  inadequately  stabi- 
lized the  patient  for  transfer,  thus 
requiring  the  flight  team  to  carry 
out  those  procedures  prior  to  the 
flight.  We  recommend  that  the 
guidelines  shown  in  Table  3 (which 
are  nearly  identical  to  those  sug- 
gested by  Leicht®)  be  used  in 
preparation  of  the  major  trauma  vic- 
tim for  aeromedical  evacuation. 

The  overall  mortality  of  12  per 
cent  for  transported  patients  is  ac- 
tually low,  compared  to  mortality 
rates  of  21-24  per  cent  at  some 
other  flight  programs.®'^  Whether 
this  reflects  a patient  mix  in  the 
WVUH-based  HealthNet  program  of 
less  critical  patients  than  for  other 
programs  is  an  unanswered  ques- 
tion. Only  two  per  cent  of  the  pa- 
tients transported  were  discharged 
from  the  receiving  Emergency 
Departments  (ED).  This  two  per 
cent  is  about  the  same  as  other 
aeromedical  programs  and  reflects  a 
need  for  additional  training  of 
prehospital  personnel  as  to  when  to 
“call  in  the  chopper.’’  Aside  from 
these  two  extremes — patients  who 


died  and  those  who  were  discharged 
from  the  ED — it  was  usually  difficult 
retrospectively  to  ascertain  from  the 
records  whether  the  aeromedical 
transfer  was  really  necessary  based 
on  the  facts  known  as  the  time  of 
dispatch.  For  example,  two  flights 
were  made  for  pediatric  patients,  in 
whom  the  referring  physicians 
suspected  meningitis,  but  both  were 
diagnosed  ultimately  as  having 
bilateral  otitis  media  and  discharged 
within  24  hours.  Every  mission  is 
audited  for  appropriateness  of  the 
flight  decision  and  of  the  care  by 
the  flight  team. 

Trauma  Score  (TS),  a numerical 
grading  system  for  estimating  the 
severity  of  injury,  has  been  endors- 
ed by  the  American  Trauma  Society 
as  a mechanism  of  triaging  those  pa- 
tients needing  specialized  trauma 
care.  Champion  et  al.‘°  showed  that 
those  patients  with  a trauma  score 


i i wji  very  mission  is 
MJ/  audited  for 
appropriateness  of  the 
flight  decision  and  of  the 
care  by  the  flight  team,  y y 


of  12  or  less  had  a markedly 
decreased  chance  of  survival,  yet 
this  group  included  only  10  per 
cent  of  all  traumatized  patients.  We 
recommend  that  those  patients  with 
trauma  scores  of  12  or  less  be  con- 
sidered for  aeromedical  transport  to 
a trauma  center,  and  preferably 
transported  by  helicopter  directly 
from  the  scene  of  injury  if  more 
than  20  minutes  from  the  nearest 
hospital  by  ground  or  if  the  patient 
is  comatose  or  entrapped. 

Our  average  trauma  score  of  14  for 
scene  flights  might  suggest  that  field 
utilization  of  our  program  is  too 
nonselective,  yet  we  know  that 
many  critically  injured  and/or  en- 
trapped patients  never  get  con- 
sidered for  air  evacuation  from  the 
scene.  The  trauma  score,  if  used  by 
itself  as  the  sole  field  triage  instru- 
ment, is  somewhat  insensitive.  It 
will  cause  undertriage  of  25  per 
cent  of  patients  with  severe 
injuries." 


Therefore,  like  other  programs,  we 
recommend  that  the  history  and 
mechanism  of  injury  also  be  impor- 
tant factors  in  considering  air 
transport  of  trauma  patients.  Two 
such  criteria  that  have  good  correla- 
tion with  severe  injuries  are:  death 
of  another  occupant  in  the  vehicle, 
and  extrication  time  exceeding  20 
minutes. 

Conclusion 

The  medical  community  has  used 
HealthNet  Aeromedical  Services  to 
transport  a large  number  of  patients 
to  centers  around  the  state.  This 
review  is  our  way  of  reporting  to 
our  users  the  data  we  have  col- 
lected on  our  activity  and  perfor- 
mance during  the  first  year  of 
operation. 
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Vascular  Variance  — 
Scylla  And  Charybdis? 


JOHN  H.  McWhorter,  m.  d. 
McWhorter  West  Virginia 


Variants  of  normal  are  common 
enough  in  medicine.  Concern 
arises  from  a double  source  of  error 
— the  Scylla*  of  underestimating 
underlying  pathology  and  the 
Charybdis*  of  judging  normal  by 
the  pathological.  Presented  here  are 
two  cases  of  thyroid  vascular 
variance,  one  of  which  is  potentially 
abnormal,  and  the  second  a variant 
of  normal.  Cunningham’s  textbook 
of  anatomy  describes  the  superior 
thyroid  vein  as  accompanying  the 
corresponding  artery  and  the  v^eins 
as  bilateral.' 

Using  an  optical  filter  method 
derived  from  gastrointestinal  en- 
doscopy,^ a Hoya  R62  red  filter 
preventing  reflection  of  blue  light 
from  the  surface  of  objects  which 

•Scylla  and  Charybdis,  Greek  mythological 
figures,  both  representing  danger:  two  equal- 
ly hazardous  alternatives 

I 


Figure  la.  Unfiltered  view  of  the  neck. 


t 


Figure  lb.  Filtered  view  with  right- 
sided predominance  of  the  superior 
thyroid  vein. 


would  then  appear  black,  was  at- 
tached to  a 90mm  macro  lens. 
Panatomic-X  film  set  at  ASA  80  was 
used  for  both  unfiltered  and  filtered 
photographs  in  each  of  the  two 
cases. 

Case  1 

A 30-year-old  nurse  whose  mother 
had  had  Graves  disease  presented 
for  an  opinion  on  a swelling  of  the 
right  lobe  of  her  thyroid,  with 
headaches  and  intermittent  tachycar- 
dia of  two  years’  duration.  The  mass 
was  soft  without  associated 
adenopathy;  no  bruit  or  thrill  was 
appreciated.  Pulse  was  90  per 
minute  and  regular.  Laboratory  work 
revealed  normal  thyroid  function, 
including  TSH.  HLA-DR3  was  not 
present. 

Figure  la  shows  an  unfiltered 
view  of  the  neck,  and  Figure  lb 
shows  a filtered  view  with  right- 
sided predominance  of  the  superior 
thyroid  vein.  Figure  Ic  shows  a Tc^^ 
and  P^'  scan  of  the  thyroid 
demonstrating  a right-sided  cold 
nodule  extending  to  the  isthmus;  in- 
creased uptake  was  noted. 


Figure  Ic.  A Tc’’  and  scan  of  the 
thyroid  demonstrating  a right-sided  cold 
nodule  extending  into  the  isthmus;  in- 
creased uptake  was  noted. 


She  w'as  referred  to  a surgeon 
who  aspirated  sanguinous  fluid  from 
a cystic  structure;  cytology  was 
negative.  The  cyst  recurred  and  fur- 
ther intervention  is  planned. 

Case  2 

A 26-year-old  nurse  complained  of 
weight  gain,  dry  skin,  coarse  hair, 
and  exacerbation  of  intermittent 
asthma  over  several  months. 

Thyroid  function  studies  were  nor- 
mal, as  w'as  the  head  and  neck  ex- 
amination, except  for  a left-sided 
superior  thyroid  vein.  Figure  2a 
shows  an  unfiltered  view  of  the 
neck,  and  Figure  2b  a filtered  view 
indicating  left  superior  thyroid  vein 
prominence.  Ultrasonography  of  the 
thytroid  was  normal;  a chest  x-ray 
was  unremarkable. 

The  first  case  raises  the  possibility 
of  involvement  of  the  thyroid  in 
potential  venous  structure  abnor- 
malities. The  second  case  suggests 


Figure  2 a.  Unfiltered  view  of  the 
neck. 


Figure  2b.  Filtered  view  indicating 
left  superior  thyroid  vein  prominence. 
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a variant  of  normal;  only  further  ex- 
perience may  continue  to  allow  im- 
proved ability  to  differentiate  nor- 
mal from  abnormal  variance. 
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This  paper  describes  the  activities 
of  the  West  Virginia  Community 
Clinical  Oncology  Program  between 
June,  1984,  and  December,  1986.  In 
this  program  the  National  Cancer 
Institute  directly  supports  communi- 
ty physicians  in  their  efforts  to  par- 
ticipate in  national  clinical  cancer 
trials. 

The  West  Virginia  CCOP  is  a con- 
sortium of  seven  hospitals  in  West 
Virginia  and  26  physicians.  The  ad- 
ministrative center  is  located  at 
Charleston  Area  Medical  Center. 

Of  the  approximately  2,300  new 
cancer  patients  seen  during  this 
time  period,  116  patients  were 
registered  onto  investigational  pro- 
tocols. The  majority  of  the  patients 
had  breast,  colon,  or  lung  cancer, 
and  half  had  metastatic  disease  at 
presentation.  The  median  age  of  the 
patients  was  49  years  compared  to 
63  years  for  all  patients  seen  dur- 
ing this  period.  Eighty-four  of  the 
protocol  patients  are  still  alive  and 
being  followed. 

Within  the  last  three  years  it  is 
clear  that  community  cancer  care 
has  changed  because  of  this  pro- 
gram with  respect  to  improved  pa- 
tient care,  public  and  professional 
education,  and  increased  collabora- 
tion among  the  various  medical 
specialties  involved  in  cancer  care. 


in  developing  the  photographic 
protocol. 
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In  September,  1983,  the  National 
Cancer  Institute  (NCI)  funded  a 
new  community  cancer  care  pro- 
gram called  the  Community  Clinical 
Oncology  Program  (CCOP).  Under 
this  program,  the  NCI  directly  sup- 
ports community  physicians  in  their 
efforts  to  participate  in  national 
clinical  trials  (i.e.,  to  enter  and 
manage  community  patients  on 
NCI-approved  protocols).  The  im- 
petus for  the  development  of  this 
program  came  from  the  fact  that 
approximately  80  per  cent  of  all 
cancer  patients  are  treated  in  their 
own  communities  rather  than  being 
referred  to  major  cancer  treatment 
centers.  Thus,  the  CCOP  was  im- 
plemented to  assure  that  patients 
treated  in  communities  have  access 
to  the  same  benefits  of  medical  care 
resulting  from  participation  in 
clinical  trials  and  technological  ad- 
vances that  are  available  at  major 
cancer  treatment  centers. 

This  report  summarizes  the  ac- 
tivities of  the  West  Virginia  CCOP 
from  June,  1984,  to  December,  1986. 
Most  of  the  information  was  obtain- 
ed from  patient  logs  required  of 
each  CCOP  physician  by  the  NCI. 
Information  requested  in  the  patient 
log  included:  age,  sex,  primary 
cancer  diagnosis,  stage,  availability 
of  an  investigational  protocol, 
reasons  for  patient  ineligibility  for  a 
CCOP-approved  protocol,  and 
reasons  for  non-entry  to  an  in- 
vestigational protocol  for  clinically- 
eligible  patients. 

Organizational  Structure 

The  West  Virginia  CCOP  consists 
of  a consortium  of  seven  hospitals 


(located  in  Huntington,  Charleston, 
Beckl^,  Parkersburg,  and  Wheeling) 
and  26  physicians  (13  medical  on- 
cologists, eight  surgeons,  three 
radiotherapists,  one  pathologist,  and 
one  nuclear  medicine  physician). 

The  administrative  center  is  located 
at  Charleston  Area  Medical  Center 
(CAMC). 

The  Eastern  Cooperative  On- 
cology Group  (ECOG)  and  National 
Surgical  Adjuvant  Breast  and  Bowel 
Project  (NSABP)  are  the  two  national 
cooperative  research  groups  with 
which  the  West  Virginia  CCOP  is 
affiliated. 

Process  of  Protocol 
Participation 

In  order  for  investigational  pro- 
tocols to  be  used,  approval  by  the 
CCOP  hospitals’  Institutional  Review 
Boards  (IRBs)  is  necessary.  Protocols 
for  submission  to  the  IRB  are 
selected  by  a cooperative  decision 
among  the  CCOP  physicians.  The 
most  important  factors  considered 
in  selecting  protocols  are  accept- 
ability of  protocol  treatment, 
prevalence  of  the  cancer  for  which 
a protocol  is  available,  and  the 
scientific  question  addressed. 

The  first  step  in  patient  enroll- 
ment involves  patient  identification. 
Potential  protocol  patients  are  iden- 
tified through  review  of  inpatient  or 
outpatient  records  and  pathology 
reports.  Eligibility  requirements  for 
participation  in  a protocol  is  then 
evaluated.  If  the  patient  is  eligible, 
the  protocol  is  explained  to  the  pa- 
tient by  the  physician  and  data 
manager.  Patients  are  required  to 
sign  a consent  form  before  par- 
ticipating in  the  protocol. 

Data  management  is  handled 
through  the  administrative  office  at 
CAMC.  Patients  who  are  entered  in- 
to a protocol  are  registered  with  the 
data  manager.  The  physician  is 
responsible  for  data  entry  on  the  pa- 
tient’s record,  except  when  the 
R.N./data  manager  is  called  for  con- 
sultation. Additional  data  entry  is 
performed  by  oncology  nurses  at 
the  component  hospitals.  Protocol 
data  and  required  pathology  slides 
are  sent  by  the  component  hospitals 
to  two  data  managers  at  CAMC  and 
fowarded  to  the  respective  research 
groups  on  a monthly  basis. 

The  CAMC  pharmacy  controls  the 
dispensation  of  investigational  drugs 
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ordered  by  the  R.N./data  manager 
(as  required  by  a specific  protocol). 
These  drugs  are  dispensed  to  other 
component  pharmacies  along  with 
drug  accountability  records.  Out- 
dated drugs  are  returned  to  the  NCI 
by  the  CAMC  pharmacy. 

Results 

Approximately  2,300  new  cancer 
patients  were  seen  by  CCOP  physi- 
cians, 116  of  whom  were  registered 
onto  investigational  protocols.  Four- 
teen patients  were  registered  from 
June,  1984,  to  September,  1984,  33 
from  September,  1984,  to 
September,  1985,  and  69  from 
September,  1985,  to  December, 

1986.  Problems  with  establishing 
IRBs  at  the  component  hospitals 
and  setting  up  an  organizational 
structure  accounted  for  the  initial 
slow  accrual  of  patients. 

Two  thirds  of  the  protocol  pa- 
tients had  breast,  colon  or  lung 
cancer  (Table).  Fifty  per  cent  of 
these  patients  had  metastatic  disease 
at  presentation.  There  were  78 
females  and  38  males.  There  w’ere 
113  Caucasian  patients  and  three 
black  patients.  The  median  age  of 
these  patients  was  49  years  (age 
range  17  to  74  years)  compared  to 
63  years  for  all  patients  seen  during 
this  period.  (Cancer  patients 
reported  onto  the  NCI  Surveillance 
Epidemiology  and  Results  Program 
have  a median  age  of  65  years.) 
Eighty-four  patients  are  still  alive 
and  being  followed.  Most  of  these 
patients  w'ere  registered  onto  adju- 
vant breast,  adjuvant  colon,  and 
lymphoma  protocols. 

Discussion 

The  CCOP’s  major  goal  was  to  en- 
courage community  physicians  to 
become  more  involved  in  clinical 


TABLE 

Total  Accrual/Disease  Site 


Breast 

48 

Colon 

16 

Lung 

16 

Leukemia 

10 

Lymphoma 

6 

Sarcoma 

7 

Prostate 

1 

Brain 

3 

Melanoma 

6 

Gastric 

2 

Renal 

1 

cancer  research  by  accruing  patients 
to  NCI-approved  protocols.  It  is  evi- 
dent that  patient  accrual  increased 
since  the  inception  of  the  CCOP.  At 
CAMC,  for  example,  only  25  patients 
were  registered  onto  protocols  in 
the  three-year  period  prior  to  the 
formation  of  the  CCOP  (1980-1983). 
Since  June,  1984,  however,  86  pa- 
tients have  been  registered  onto 
protocols. 

A major  concern,  how'ever,  w^as 
that  only  a small  portion  of 
available  patients  (five  per  cent)  ac- 
tually participated  in  investigational 
protocols.  This  low  accrual  w^as  due 
primarily  to  the  unavailability  of 
adequate  protocols  for  the  majority 
of  patients.  A protocol  was  available 
for  only  25  per  cent  of  patients 
seen.  In  those  patients  for  whom  a 
protocol  was  available,  the  most 


i iwt  is  evident  that 
JL  patient  accrual  in- 
creased since  the  incep- 
tion of  the  CCOP.  y y 


common  reason  for  exclusion  was 
patient  ineligibility  due  either  to 
protocol  design  or  poor  physical 
condition  of  the  patient.  In  those 
patients  for  whom  a protocol  was 
available  and  w'ho  were  clinically 
eligible,  the  most  common  reason 
for  exclusion  was  physician 
preference  for  an  alternate  (or  no) 
treatment.  Rarely  was  non-entry  to  a 
protocol  due  to  patient  refusal. 

Although  patient  accrual  was  the 
primary  accomplishment  of  the 
CCOP,  a number  of  positive  secon- 
dary diffusion  effects  in  the  CCOP 
communities  have  been  noted.  Many 
CCOP  physicians  have  reported 
greater  collaboration  among  the 
various  medical  specialties  (i.e., 
medical  oncology,  surgery, 
gynecology,  urology)  in  caring  for 
cancer  patients.  An  improvement  in 
patient  care  has  been  noted  since 
most  investigational  protocols  pro- 
vided appropriate  guidelines  for 
management  of  the  various 
malignancies.  The  availability  of 
these  protocols  has  provided  more 


treatment  alternatives  to  patients 
with  cancers  for  which  no  effective 
standard  therapy  was  available.  The 
CCOP  has  stimulated  an  increase  in 
professional  education,  in  particular 
an  increase  in  scientific  information 
and  physician  participation  in 
Tumor  Board  presentations  in  the 
component  hospitals.  An  increased 
public  awareness  of  investigational 
cancer  trials  has  been  noted  as 
evidenced  by  numerous  local 
newspaper  publications  on  the  West 
Virginia  CCOP,  and  by  increased  pa- 
tient inquiries  about  investigational 
therapies. 

Despite  its  initial  success,  the 
CCOP  has  developed  new  goals  to 
further  enhance  its  performance. 

One  goal  is  to  promote  greater  par- 
ticipation by  physicians  of  various 
specialties.  Under  the  present  CCOP, 
the  primary  participants  were  the 
medical  oncologists.  Since  CCOP 
program  emphasis  was  on  accrual, 
primary  care  physicians  and  other 
specialists  may  have  had  limited  op- 
portunities to  participate  extensively. 
The  provision  of  cancer  care  in- 
cludes a number  of  different  special- 
ty areas,  and  attempts  to  influence 
health  care  practices  must  include 
all  these  physicians  (especially 
primary  care  physicians  and 
surgeons).  Another  goal  is  to  in- 
crease the  CCOP’s  responsibility  for 
cancer  control  efforts  such  as 
screening  and  smoking  cessation 
programs.  This  is  occurring  to  some 
degree  now,  especially  since  the  NCI 
has  added  a cancer  control  research 
requirement  to  its  July,  1986,  re- 
quest for  applications. 

Although  changes  in  health  care 
practices  occur  slowly,  and  it  is 
unrealistic  to  expect  extensive 
change  in  just  a few  years,  it  is  evi- 
dent already  that  cancer  care  in  the 
community  has  changed  as  a result 
of  this  program.  As  more  communi- 
ty physicians  become  aware  of  the 
availability  of  state-of-the-art  in- 
vestigational studies  for  their  pa- 
tients, utilization  of  these  protocols 
will  increase,  and  clinically  eligible 
patients  will  no  longer  have  to  leave 
their  families  and  communities  to 
participate  in  national  clinical  trials. 

Reference 
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special  Article 


In  Search  Of  A 
Doctor-Professor’s  Roots 


CHARLES  R.  JOY,  M.D. 

Erie,  Pennsylvania 

Editor’s  Note:  Reprinted  with 
permission  from  The  West  Virginia 
Hillbilly,  “Hill  Doctor”  series, 

July  30,  1987 

I worked  on  Chapter  Three 

for  two  hours  and  then  I stopped 
to  watch  these  big  clouds  moving 
through  the  sky.  I was  at  McCoy’s 
Best  Western  Motor  Lodge  in  Ripley, 
but  I would  soon  be  leaving  West 
Virginia. 

Four  years  here.  Not  in  Ripley.  In 
West  Virginia.  That’s  short  when 
compared  to  some  but  longer  when 
compared  to  others.  Like  compared 
to  myself,  for  example.  Before  the 
Spring  of  1983,  when  I began  plan- 
ning to  move  to  Morgantown,  I had 
spent  exactly  one  night  in  this  state, 
at  Holly  River,  camping,  with  Frank, 
my  roommate  in  medical  school. 
Since  that  Spring,  if  there’s  three 
hundred  and  fifty  days  a year  when 
I’m  not  on  the  road,  for  one  thing 
or  another,  and  there  aren’t.  I’m 
sure,  but  this  is  just  an  estimate, 
then  I’ve  slept  fourteen  hundred 
nights  of  my  short  life  within  the 
friendly  confines  of  the  Mountain 
State. 

Doctor  Kelley,  on  the  other  hand, 
was  born  here.  If  he  hadn’t  been  he 
might  be  famous.  He  should  be. 

After  all,  he  was  just  about  the  first 
Child  Psychiatrist  to  work  in  West 
Virginia.  That  suggests  to  me  that  he 
and  his  career  here  have  a certain 
historical  significance.  Unfortunately, 
it’s  hard  to  learn  from  history, 
especially  while  it’s  occurring. 
Nonetheless,  I’ve  spent  the  best  part 
of  the  last  few  years  trying  to  do 
that.  I’ve  been  Doctor  Kelley’s 
student. 

Fellow  in  Child  Psychiatry 

I’ve  been  what  they  call  a Fellow 
in  Child  Psychiatry.  What  that 
means  is  I’ve  got  my  M.D.  That’s 


445  Lorentz  Avenue 
Morgantown 
Dear  Mr.  Comstock,* 

Having  become  aware, 
through  announcements  in  the 
State  Medical  Association  Bulletin, 
that  you  are  seeking  “stories  by 
doctors  about  doctors”  for 
publication  in  the  West  Virginia 
Hillbilly,  I undertook  to  produce 
a submission,  the  result  of  which 
you  will  find  enclosed.  I look  for- 
ward to  your  reply  regarding  this 
material. 

Sincerely, 
Charles  R.  Joy,  M.D. 

*Jim  Comstock,  Editor 

number  one.  After  that,  the  law  re- 
quires that  every  doctor  spend  a 
year  working  under  the  supervision 
of  more  experienced  doctors,  usual- 
ly at  a hospital.  That’s  called  an  In- 
ternship, and  I did  that.  After  that,  a 
doctor  can  choose  to  spend  some 
more  years  working  under  the 
supervision  of  doctors  who  practice 
a particular  speciality.  That’s  called  a 
Residency,  and  I did  that,  too,  in 
Psychiatry.  After  that,  a psychiatrist 
can  choose  to  spend  some  more 
time  working  under  the  supervision 
of  psychiatrists  who  are  particularly 
qualified  to  work  with  children,  and 
that’s  called  a Fellowship,  and  that’s 
when  I met  Doctor  Kelley. 

Still  with  me?  Doctor  Kelley  is  the 
Director  of  the  Child  Psychiatry 
Division  of  the  Department  of 
Behavioral  Medicine  and  Psychiatry 
at  West  Virginia  University.  He’s  a 
Professor,  his  first  name  is  John,  and 
his  office  is  in  Morgantown.  I know 
all  kinds  of  other  facts  about  him 
but  the  one  that  seems  to  mean  the 
most  lately  is  that  he  was  in  the 
Marines.  That,  and  the  fact  that  he 
was  born  in  this  little  town  that  I 
just  checked  out  of,  called  Gay. 

That’s  one  reason  I’m  here.  Let’s 
just  drop  any  pretense  to  the  past 


tense.  I’m  writing  this  in  Ripley,  sit- 
ting on  a couch,  with  my  left  foot 
propped  on  a chair’s  bottom.  I was 
glad  to  have  a chance  to  be  in 
Ripley  because  it’s  near  Gay.  The 
other  day  my  wife  had  reported  that 
she’d  discovered  the  road  to  Gay 
and  I wanted  to  be  on  it.  For  some 
reason  that  was  a trip  that  I wanted 
to  make. 

I’d  tried  before.  The  last  time  I 
had  driven  all  the  way  out  of 
Jackson  County  without  seeing  a 
sign  or  any  other  indication  of  the 
way,  in  spite  of  the  fact  that  my 
map  showed  a paved  road  that  left 
the  highway,  heading  south,  to 
dead-end  in  the  town.  Maybe  I real- 
ly didn’t  want  to  go.  But  Dawn, 
that’s  my  wife,  has  more  reason  than 
me  to  drive  that  stretch  of  Thirty- 
Three,  and  she’d  finally  found  it. 

The  sign  is  small,  but  no  smaller 
than  any  of  the  other  green  signs 
with  white  letters  that  mark  the 
secondary  roads.  There  is  a thick 
branch  of  something  trying  to  grow 
over  it  that  obstructs  the  “G”  but  I 
knew  where  to  look  and  that 
helped  me.  Gay  Road.  Gay  Road 
was  paved.  It  climbed  a little  hill.  I 
followed  a pick-up  with  a cover  that 
turned  on  to  it.  That  pick-up,  which 
was  red,  soon  pulled  away. 

Averaging  One  Fellow 

I’m  like  a lot  of  people  who  have 
studied  Child  Psychiatry  with  Doc- 
tor Kelley.  Some  of  them  stay  and 
some  of  them  go.  Not  that  there’s 
ever  been  a lot  of  us.  The  Fellows. 
That  peculiar  institution,  medical 
education  (sort  of  a double  negative, 
like  military  intelligence)  fails  to  at- 
tract or  keep  many  young  men  or 
women  with  the  personal  maturity, 
elegant  manners,  and  psychological 
sophistication  necessary  to  provide 
psychiatric  care  to  children.  I’m  still 
not  sure  how  I got  into  it  myself.  At 
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Morgantown  lately  we’ve  been 
averaging  less  than  one  Fellow  a 
year,  until  this  year,  when  there’s 
two,  one  from  Philadelphia  and  one 
from  Man.  Me,  I’m  from  Penn- 
sylvania. Erie. 

Doctor  Kelley’s  from  Gay.  The 
road,  old  and  unmarked,  with  a 
thick  strip  of  fresh  asphalt  laid 
along  the  starboard  berm,  followed 
the  left  bank  of  a narrow  but  flat 
valley  whose  bottom  was  cleared  for 
pasture  and  field.  Round  hills,  their 
sides  and  summits  green  with  forest, 
pressed  high  on  either  side  beneath 
a sky  scrubbed  blue  after  a cold 
front.  I had  my  radio  tuned  to  a 
local  station  that  was  featuring  a 
Swap  Shop.  People  were  calling  to 
sell  things  like  tires  and  cats.  The  DJ 
had  an  irritating  vocal  tic.  He’d  say 
the  word  “Okay”  in  a nasal  sort  of 
way  at  the  beginning  of  every  other 
sentence. 

Program  Threatened 

Okay,  I passed  a small  place  with 
a sagging  roof  and  thought  to 
wonder  whether  any  only  child 
playing  in  that  weedy  yard  might 
grow  to  be  another  Doctor  Kelley.  I 
imagined  a child  from  this  very 
valley  fated  to  engage  distant  titans 
determined  to  grind  these  surroun- 
dings to  dust.  Okay,  in  this  case  we 
aren’t  talking  about  absentee  owners 
or  coal  conglomerates,  no.  In  this 
case  we’re  referring  to  accreditation 
agencies,  specifically,  the  one  that 
runs  Child  Psychiatry.  Enough  okay. 
You  see,  because  our  program  is  so 
small,  the  folks  who  write  the  rules, 
mostly  men,  in  cities  far  away,  were 
threatening  to  close  our  little 
school.  Consolidation  again.  Their 
idea  was  that  guys  like  me,  who 
wanted  to  study  Child  Psychiatry, 
would  be  better  served  by  bigger 


aw  wondered  how  to  measure  the  rewards  of 
A working  with  students  like  me  and 
remembered  the  education  I had  received  in 
West  Virginia,  all  at  once,  as  something  special, 
that  represented  history,  and  civilization,  yy 


programs  in  the  urban  centers,  like 
Pittsburgh.  Eellows  here,  in  all  of 
West  Virginia,  were  an  endangered 
species. 

Letting  Go 

Such  is  progress,  right?,  I thought, 
penetrating  further  up  the  valley. 

The  eastern  hills  were  squeezing  in 
and  now  the  road  was  shadowed  by 
the  trees  that  crowded  with  it 
through  the  ever-thinner  gap.  That 
was  Doctor  Kelley’s  problem.  I was 
leaving.  I had  finished  before  the 
apocalypse.  My  diploma  was  secure 
at  home.  I owed  it  to  myself  and  to 
my  future  to  let  go.  I had  played  my 
part.  I had  served  my  time  in  that 
oddly  happy  little  army  that  Doctor 
Kelley  was  leading  against  that  par- 
ticular windmill.  We  had  tried, 
against  all  odds,  to  make  our  case. 

He  was  still  trying.  The  road 
dropped  to  the  left.  I passed  a 
garden  where  a woman  was  tending 
to  rows  of  greens.  Even  as  I drove,  I 
knew  that  Doctor  Kelley  would  be 
busy,  lining  up  the  documents  that 
suggested  to  us  there  was  a purpose 
in  continuing  the  training  program. 
Another  man  might  have  thrown  up 
his  hands  at  the  size  of  that  job, 
choosing  to  be  too  busy  to  erect 
those  barricades  that  I knew  were 
essential  to  protect  our  little  opera- 
tion. Another  man  might  have 
waited  for  someone  else  to  seize  the 
day  and  charge  into  the  fray.  Not 
Doctor  Kelley.  Doctor  Kelley  was 
doing  what  had  to  be  done,  pulling 
the  rest  of  us  along. 

Some  months  hence,  no  one 
knew  exactly  when,  the  powers- 
that-be  would  render  their  decision. 
West  Virginia  would  continue  in  the 
business  of  training  Child 
Psychiatrists  or  it  would  stop.  I pass- 
ed a cemetery  shining  in  the  sun- 


shine. Some  trailers  and  three  or 
four  houses  appeared.  Two  men, 
one  in  a worker’s  uniform,  the 
other  a boy,  were  walking  in  the 
road.  The  boy,  a big  one,  waved.  I 
smiled  and  slowed. 

Something  Special 

Beyond  a gravel  yard,  a weary 
white  building  read  “U.S.  Post  Of- 
fice.” I had  reached  Gay.  The  road 
topped  a sharp  rise  and  stopped, 
abruptly.  Had  there  been  a drop  off 
there  I might  have  been  a dead 
man.  Instead,  my  Cadillac  thumped 
clumsily  on  rutted  dirt  while  I ap- 
plied the  brake,  feeling  embarrassed. 
I killed  the  radio  and  ran  a window 
down. 

There  was  a big  house  there, 
beside  a barn,  uphill  from  a ditch 
where  a small  creek  cut  a raw 
wound  across  the  exhausted  remains 
of  a dirt  track.  It  might  have  been  a 
mansion  once,  that  house,  but  now 
it  was  decayed.  A grand  porch  had 
collapsed  into  itself  behind  tall  trees 
that  shielded  the  wreck  with  shade. 
Dark,  scrawny  vines  climbed  peel- 
ing walls  and  pushed  a blind 
passage  through  broken  screens.  I 
knew  Child  Psychiatrists  were  in 
unique  demand.  My  own  career, 
and  the  opportunity  awaiting  me, 
proved  that.  Doctor  Kelley  might 
have  left.  He  could  be  rich  and 
famous.  I wondered  how  to  measure 
the  rewards  of  working  with 
students  like  me  and  remembered 
the  education  I had  received  in 
West  Virginia,  all  at  once,  as 
something  special,  that  represented 
history,  and  civilization.  I heard  a 
song  begin  playing  instead  of  buzz- 
ing silence.  Then  I backed  up  and 
turned  away.  The  trip  to  Gay  was 
over. 
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Great  Expectations 


On  this  beautiful  fall  day  my 

thoughts  turn  again  to  my  year 
of  “Great  Expectations”  and  work- 
ing together  with  our  spouses  for 
medical  progress  in  West  Virginia. 

Basically,  our  “Great  Expecta- 
tions” are: 

• 100  per  cent  Unified 
Membership 

• 100  per  cent  Sharing  Card 
Participation 

• 100  per  cent  Participation 
in  Health  Projects 
• 100  per  cent  WESPAC 
Membership 
• 100  per  cent  Political 
Involvement 

They  have  been  projects  of  the 
Auxiliary  for  a number  of  years  but 
we  have  never  really  excelled  in  our 
efforts.  We  have  never  set  our  sights 
high  enough.  This  year  is 
different — we  want  to  excel!  We 
want  our  communities  to  know  we 
care  about  them  and  that  we  care 
about  good  medicine  in  our  state. 

A unified  membership  can  only 
be  accomplished  by  each  county, 
regardless  of  how  small,  joining 
together  and  paying  county,  state 
and  national  dues.  We  are  the  grass 
roots  of  the  AMA  Auxiliary.  If  we 
can  accomplish  this  goal  we  would 
become  a strong  and  viable 
organization  to  be  recognized. 


Small,  scattered  voices  do  not  make 
the  impact,  no  matter  how  just  and 
right  the  cause,  of  a multitude 
speaking  together. 

How  little  time  it  takes  for  us  to 
participate  in  the  AMA-ERE  Sharing 
Card  and  what  better  cause  is  there? 
When  you  were  in  medical  school 
did  you  ever  wonder  where  those 
funds  for  summer  grants  and  other 
needs  originated.  They  came  from 
AMA-ERE.  Let’s  continue  to  help  our 
medical  school  students  through 
this  fund.  Those  students  are  our 
future  in  medicine. 

WESPAC  is  NOW.  It  gives  us  the 
ear  of  our  politicians.  Unless  we 
support  them,  we  cannot  expect 
much  understanding  or  sympathy. 

We  cannot  turn  our  heads  and  say 
the  problem  will  go  away  or  some- 
one else  will  solve  it.  Husband  and 
wife  need  to  join  separately,  but  we 
must  work  together  to  attain 
recognition. 

Political  involvement  goes  beyond 
WESPAC.  It  involves  phone  banks, 
letter  writing,  assisting  in  campaigns, 
and  becoming  personally  involved. 
Do  you  know  who  your  state 
senator  and  delegates  are?  You 
should.  Our  next  election  year  will 
come  up  soon  and  we  should  be 
getting  involved  now.  Know  the 
issues! 


Finally,  but  certainly  not  the  least, 
participation  in  health  projects  is 
needed.  Nothing  could  be  more  cur- 
rent. Teen  suicide,  child  abuse, 
adolescent  health,  infant  mortality, 
drug  abuse,  and  AIDS  and  sex 
education  in  our  schools  are  just  a 
few  of  the  concerns!  Jeanny 
Kalaycioglu  [1985-86  state  Auxiliary 
President]  and  I met  with  the  State 
Board  of  Education,  and  they 
welcomed  our  suggestions  for  help 
and  support  in  areas  of  health,  sex, 
and  AIDS  education.  I recently  at- 
tended the  Governor’s  Conference 
on  Infant  Mortality.  Later  this  year,  I 
will  attend  the  White  House 
Regional  Conference  for  a “drug- 
free”  America. 

Solving  these  issues  should  in- 
volve all  of  us  to  insure  a better 
future  for  our  children  and 
ourselves.  By  participation  we  can 
influence  our  world  and  make  it  a 
better  place  for  our  communities 
and  our  families.  Finding  solutions 
to  these  concerns  also  will  make  a 
better  environment  for  our  spouses 
and  improve  the  medical  image  in 
West  Virginia. 
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Editorials 


Informed  Consent — ^An  Opportunity 


A middle-aged  woman,  scheduled 
for  a sigmoidoscopy,  was  in- 
formed by  her  surgeon  toward  the 
end  of  a hurried  office  visit  of  the 
possible  complications  of  the  pro- 
cedure. Included  were  the 
possibilities  of  hemorrhage  if  a 
biopsy  were  needed,  as  well  as  per- 
foration of  the  bowel  and  infection 
of  the  peritoneal  cavity. 

No  statement  was  made  to 
her  why  these  terrible  events 
were  being  recounted.  She  left 
the  office  very  fearful  and  not  at 
all  certain  she  should  have  the  pro- 
cedure done. 


An  unusual  experience?  Not 
at  all.  We  have  become  so 
accustomed  to  a rapid-fire  listing 
of  the  possible  complications 
of  a procedure  that  we  forget 
that  many  patients  do  not  under- 
stand the  reasons  for  informed 
consent.  Many  assume  that  any 
or  all  of  these  things  may  happen  to 
them. 

What  better  opportunity  to  in- 
itiate a discussion  with  the  patient 
about  modern  legal  restraints  on 
medical  practice?  Furthermore,  he 
or  she  will  be  reassured  on  learning 
that  the  “parade  of  horribles” 


is  something  which  must  be  done 
to  protect  you  legally,  but  the  events 
are  statistically  unlikely  to  occur. 

There  are,  as  a matter  of  fact, 
books  and  articles  from  which  one 
can  compile  statistical  data  about 
the  remote  odds  of  complications 
for  virtually  any  procedure.  Such  an 
approach  is  not  only  useful,  but 
often  convinces  the  patient  that  the 
physician  is  very  detailed  and 
thorough  in  his  understanding  of 
the  things  that  might  go  wrong. 

We  should  view  gaining  informed 
consent  from  our  patients  as  an  op- 
portunity rather  than  an  unpleasant 
chore. — DZM 


Helping  Others 


I frequently  ask  medical  students 
what  prompted  them  to  pursue 
medicine  as  a career  and  often  I 
receive  the  response,  “I  want  to 
help  people.”  If  we  ponder  this 
quote,  we  find  it  most  unusual.  Are 
physicians  special  because  they  have 
chosen  to  dedicate  their  lives  to 
helping  others?  This  is  not  so.  It 

Smokeout 

It’s  winding  dow'n.  Apparently, 

Fewer  Americans  are  smoking 
than  ever  before,  according  to  the 
federal  Centers  for  Disease  Control. 

The  CDC’s  Adult  Use  of  Tobacco 
Survey  indicates  that  only  26.5  per 
cent  of  Americans  over  age  17  are 
regular  smokers. 

Meanwhile,  the  10th  annual  Great 
American  Smokeout  Day  has  been 
set  for  November  19.  The  goal  this 


would  seem  rather  that  this  would 
only  make  one  a candidate  for  the 
human  race,  as  all  people  who  are 
not  of  the  pathological  sort  should 
want  to  help  others.  Hasn’t  the 
baker,  hasn’t  the  repairman,  hasn’t 
the  mailman  dedicated  his  life  to 
helping  others?  “Yes,”  one  might 
say,  “but  we  do  it  in  a special 


year  is  to  get  one  smoker  in 
five  to  give  it  up  for  an  entire  24 
hours,  reports  American  Medical 
News. 

Actor  Larry  Hagman  of  TV’s 
“Dallas”  will  again  serve  as  national 
Chairman  of  the  Smokeout. 

Hagman,  who  we  understand  is  an 
ex-smoker,  is  a good  choice,  and  the 
“Smokeout”  planners  obviously 
want  someone  with  a lot  of  clout 
with  the  public. 


fashion.”  I doubt  that  what  we  do  is 
any  more  “special”  than  what  they 
do.  Indeed,  what  makes  our  profes- 
sion special  is  exactly  what  makes 
theirs  the  same,  and  that  is  the 
dedication,  caring,  and  even  the 
love  that  we  bring  to  the  “others” 
we  help. — DRA 


On  the  other  hand,  it  might  be 
equally  effective  to  have  a TV  spot 
of  a destitute  street  person  grinding 
out  a cigarette  in  disgust. 

Medical  meetings  at  which  no 
doctors  were  smoking  have  been 
observed  in  the  past  several  years. 

Despite  the  encouraging  progress, 
however,  more  than  46  million 
Americans  still  smoke,  according  to 
the  CDC  survey. 

Yet,  the  AMA-WVSMA  goal  of  a 
smoke-free  society  by  the  year  2000 
does  not  seem  impossible. — CBH 


The  Publication  Committee  is  not  responsible  for  the  authenticity  of  opinion  or  statements  made 
by  authors  or  in  communications  submitted  to  this  Journal  for  publication.  The  author  shall  be  held 
entirely  responsible.  Editorials  printed  in  The  Journal  do  not  necessarily  reflect  the  official  position 
of  the  West  Virginia  State  Medical  Association. 
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Our  Readers  Speak 


Precedents  For  Testing 


Doctor  Apelgren’s  letter*  criticiz- 
ing the  recent  editorial,  “AIDs  is 
Winning,”**  deserves  its  own 
criticism. 

It  is  true  that  AIDs  increase  is  due 
to  the  sexual  and  social  mores  of 
society.  So  was  syphilis.  It  has  not 
been  many  years  since  a serology 
was  done  on  every  hospital  admis- 
sion. A serology  was  required  an- 
nually for  food  handlers,  a serology 
was  required  for  practically  every 
employment  examination,  and 
serology  is  still  required  for  a mar- 
riage license.  There  were  false 
positives  with  those  tests  too  but  I 

"The  Journal.  September,  Page  439 
**  The  Journal,  July,  Page  327 


have  never  heard  of  any  permanent 
psychological  trauma  as  a result  of 
a false  positive. 

Physicians  did  treat  “the  ravages 
of  tuberculosis”  and  they  also 
caught  the  disease.  Probably  75  per 
cent  of  the  physicians  treating  the 
patients  in  TB  sanitoriums  had  had 
the  disease  or  caught  it,  and  that 
figure  may  be  conservative.  I will 
wager  that  Doctor  Apelgren  has  no 
idea  of  the  stringent  precautions 
that  were  taken  to  protect  the  staff 
in  that  environment  where  it  was 
known  that  each  patient  was  in- 
fected, and  still  they  caught  the 
disease. 

As  for  those  physicians  who  “ex- 


posed themselves  by  treating  pa- 
tients with  plague,”  they  had  little  to 
fear  from  their  patients,  and  more  to 
fear  from  sleeping  in  their  own 
homes,  with  their  own  rats  and  the 
accompanying  fleas. 

The  editorial  in  question  did  not 
advocate  not  treating  the  patient.  It 
suggested  routine  testing  to  protect 
ourselves,  hospital  personnel  and 
our  patients. 

If  the  “high-risk  population”  ob- 
jects to  routine  testing,  then  they  are 
self-centered  and  uncaring  for  the 
rest  of  society. 

James  W.  Banks,  M.  D. 

Ronceverte 


Mandatory  Testing  Needed 


I have  read  the  editorials  on  AIDS. 
I am  of  the  opinion  the  we  are  ap- 
proaching the  AIDS  issue  in  the 
wrong  fashion. 

In  recent  years  we  have  become 
increasingly  concerned  about  the 
civil  rights  of  individuals.  Perhaps 
we  are  violating  the  civil  rights  of 
the  population  when  we  become 
overly  concerned  about  the  rights  of 
the  AIDS  victims. 

Health  departments  in  the  first 
half  of  this  century  had  broad 
powers  that  they  used  to  enforce 
codes  in  order  to  control  com- 
municable disease.  Individuals  with 
communicable  disease  were  quaran- 
tined or  confined. 

Testing  of  individuals  who  might 
harbor  communicable  disease  was 
mandatory.  Those  refusing  to  be 
tested  would  be  fined,  incarcerated, 
or  both.  Some  health  department 
employees  even  carried  weapons  in 
order  to  enforce  the  code  and  to 
control  the  spread  of  disease. 

Victims  had  few  civil  rights  or 
none  at  all.  For  example,  those  in- 
dividuals diagnosed  as  having  active, 
communicable  tuberculosis  were 
confined  to  sanitariums.  Typhoid 
carriers  were  identified  and 


restricted.  Families  suspected  of  ac- 
quiring small  pox  were  immediate- 
ly quarantined.  Immigrants  were  ex- 
amined for  communicable  diseases 
in  quarantine  stations... 

With  the  advent  of  chemotherapy 
and  antibiotics,  we  have  become 
very  lax  toward  infectious  and  com- 
municable disease. 

The  civil  rights  movement  of  the 
1960s  further  weakened  health  of- 
ficials’ ability  to  enforce  restrictions 
on  those  that  might  be  a health 
hazard  to  society. 

Now  in  the  1980s  we  have  an 
epidemic  of  AIDS.  AIDS  does  not 
respond  to  any  form  of 
chemotherapy  or  antibiotic.  It  is 
communicable  and  it  is  deadly.  Yet, 
we  seem  to  be  reluctant  to  enforce 
mandatory  testing  of  those  in  the 
high-risk  categories.  We  take  great 
precautions  to  protect  the  confiden- 
tiality of  tests  that  are  done. 
Children  are  ordered  to  go  to  school 
where  some  students  have  AIDS. 

Just  whose  civil  rights  are  being 
violated? 

We  health  officials  know  of  the 
tried  and  proven  techniques  for 
control  of  infectious  and  com- 


municable disease.  Other  nations 
enforce  health  laws  very  rigorously 
while,  here,  we  are  lax  and  apparent- 
ly more  concerned  about  the  rights 
of  those  who  are  a health  hazard 
than  we  are  with  the  general 
population. 

Indeed,  30-50  years  ago,  if 
someone  had  a communicable 
disease,  he  or  she  was  controlled. 
Our  laxity  is  not  confined  to  our  at- 
titude towards  AIDS.  Illegal  aliens 
from  countries  where  typhoid  fever, 
polio,  tuberculosis,  and  parasite 
disease  are  common,  are  currently 
allowed  to  apply  for  citizenship 
without  screening... 

I,  for  one,  feel  that  health  officials 
need  to  take  strong  measures  if  we 
are  to  control  AIDS.  Mandatory 
testing  needs  to  be  done  on  high- 
risk  populations.  Results  should  be 
examined  like  any  other  public 
health  information.  Those  in- 
dividuals capable  of  transmitting 
AIDS  should  be  restricted... 

Times  have  changed;  let’s  go  back 
to  a system  we  know  will  work. 

Lionel  H.  deMontigny,  M.D.,  M.PH. 
Physician  Director 

Monongalia  County  Health  Department 
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General  News 


Nicholas  J.  Gross,  M.  D.,  Ph.D  N.  LeRoy  Lapp,  M.  D. 

Pulmonary  Diseases  Update 
On  Tap  For  ’88  ‘Mid-Winter’ 


“Update:  Pulmonary  Diseases” 
will  be  the  subject  of  the  Saturday 
afternoon,  January  23,  session  of  the 
21st  Mid-Winter  Clinical  Conference. 

“Drug  Therapy  in  COPD”  will  be 
the  topic  of  the  first  paper,  to  be 
presented  by  Nicholas].  Gross,  M.  D., 
Ph.D.  He  is  Chief,  Department  of 
Medicine,  Hines  (Illinois)  Veterans 
Administration  Medical  Center,  and 
Professor,  Department  of  Medicine, 
Loyola  University  of  Chicago. 

The  other  pulmonary  speakers 
and  topics  will  be  Drs.  N.  LeRoy 
Lapp  of  Morgantown,  “Newer  Con- 
cepts in  Bronchospastic  Disease,” 
and  Nancy  J.  Munn,  Huntington, 
“Preoperative  Evaluation  of  the 
Pulmonary  Patient.” 

Doctor  Lapp  is  Professor  and  Act- 
ing Chief,  Pulmonary  Disease  Sec- 
tion, Department  of  Medicine,  West 
Virginia  University  School  of  Medi- 
cine, and  Doctor  Munn  is  Associate 
Professor  of  Medicine  and  Chief, 
Section  of  Pulmonary  Diseases, 
Department  of  Medicine,  MU. 


Dr.  Dominic  Gaziano  of 
Charleston  will  be  moderator. 

The  annual  CME  program,  which 
will  be  held  in  Charleston  at  the 
Charleston  House  Holiday  Inn,  will 
begin  Friday  afternoon,  January  22, 
and  end  at  noon  Sunday,  January 
24.  Scientific  sessions  also  are 
scheduled  Friday  afternoon, 

Saturday  morning  and  Sunday 
morning. 

A physician’s  session  on  “Practice 
Management”  will  be  held  Friday 
evening  along  with  a concurrent 
public  session  on  “AIDS.” 

The  opening  Friday  afternoon 
session  will  cover  dermatology; 
Saturday  morning,  “AIDS;”  and 
Sunday  morning,  “Practical  Informa- 
tion on  Hypertension,  Insulin 
Therapy,  Coronary  Heart  Disease 
and  Breast  Reconstruction.” 

Educated  In  England 

Doctor  Gross  was  born  in 
Malaysia  and  educated  in  England 


where  he  received  undergraduate 
and  medical  education  at  Cambridge 
University. 

He  came  to  the  United  States  in 
1964  as  a Fellow  in  Medicine  at 
Johns  Hopkins  University,  and  then 
took  further  training  and  served  on 
the  staff  at  the  University  of 
Chicago. 

Doctor  Gross  also  earned  a Ph.D. 
from  the  University  of  Chicago  in 
1970. 

He  is  a Fellow  of  the  American 
College  of  Chest  Physicians  and  the 
Royal  College  of  Physicians,  and  is  a 
past  President  of  the  Illinois  Chapter 
of  the  American  College  of  Chest 
Physicians  and  the  Chicago  Thoracic 
Society. 

Doctor  Gross  is  the  author  of 
three  books  including  Self-Assessment 
of  Current  Knowledge  in  Pulmonary 
Diseases,  published  in  1974.  He  also 
is  the  author  or  co-author  of  four 
book  chapters,  65  articles  and  30 
short  reports  and  abstracts. 

Writer,  Editor 

Doctor  Lapp,  a WVU  faculty 
member  since  1966,  is  a Diplomate 
of  the  American  Board  of  Internal 
Medicine  and  a Diplomate  of  the 
Board  in  the  Subspecialty  of 
Pulmonary  Diseases.  He  is  a “B” 
reader  for  pneumoconiosis  by  the 
National  Institute  for  Occupational 
Safety  and  Health. 

Doctor  Lapp  is  a reviewer  and 
member  of  the  Editorial  Board  of 
the  American  Review  of  Respiratory 
Disease. 

He  was  graduated  from  Eastern 
Mennonite  College  in  Harrisonburg, 
Virginia,  and  received  his  M.  D. 
degree  in  1961  from  Temple  Univer- 
sity. He  completed  his  internship 
and  residency  at  St.  Luke’s  Hospital 
in  Bethlehem,  Pennsylvania;  a 
residency  at  the  Mayo  Graduate 
School,  and  a pulmonary  physiology 
fellowship  and  internal  medicine 
residency  at  Mayo  Graduate  School. 

Doctor  Lapp  is  the  author  or  co- 
author of  five  books  and  book 
chapters,  and  was  Editor-in-Chief  of 
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Medical  Examination  Review  Book, 
Volume  24,  Pulmonary  Diseases, 

Third  Edition  (1983). 

He  also  is  author  or  co-author  of 
64  articles  and  15  abstracts. 

VA  Pulmonary  Post 

Doctor  Munn  also  is  Chief  of  the 
Pulmonary  Section  and  Medical 
Director  of  Respiratory  Therapy  at 
the  Huntington  VA  Medical  Center, 
and  is  an  Attending/Consultant  in 
Critical  Care  Medicine  there  and  at 
St.  Mary’s  and  Cabell  Huntington 
hospitals  in  Huntington. 

Doctor  Munn  is  Director  of 
Pulmonary  Elective  for  senior 
medical  students  at  MU,  and  is 
Pulmonary  Attending  Physician  for 
Residents  in  the  Intensive  Care  Unit 
at  the  VA  Center. 

She  was  graduated  from  the 
University  of  Kentucky,  received  her 
M.  D.  degree  in  1978  from  the 
University  of  Louisville,  and  served 
her  internship  and  residency  at  the 
University  of  Cincinnati.  She  also 
was  a fellow  in  pulmonary  diseases 
at  the  University  of  Cincinnati  in 
1981-83. 

Doctor  Munn  received  the  MU 
Outstanding  Attending  Physician 
Award  in  1984-85,  and  was  named 
Outstanding  Teacher  Honorary 
Society  at  MU  in  1985-86. 

Previously  Announced 
Speakers 

Speakers  and  topics  announced 
previously  are: 

Friday  Afternoon  (“Dermatology 
for  the  Primary  Care  Physician”) — 
“Manifestations  of  Collagen 
Diseases,”  Charles  L.  Yarbrough,  M.  D., 
MU  Clinical  Assistant  Professor  of 
Medicine  and  Pathology;  “Cutaneous 
Manifestations  of  Internal  Malignan- 
cies,” Robert  B.  Point,  M.  D.,  Kings 
Mountain,  North  Carolina,  formerly 
of  Charleston,  Clinical  Professor  of 
Medicine,  Section  of  Dermatology, 
WVU  School  of  Medicine, 

Charleston  Division; 

“Diagnosis  and  Treatment  of 
Primary  Skin  Malignancies,”  Stephen 
K.  Milroy,  M.  D.,  Charleston,  Clinical 
Assistant  Professor  of  Medicine, 
Department  of  Dermatology,  WVU 
Charleston  Division. 


Saturday  Morning  (“Acquired 
Immune  Deficiency  Syndrome 
(AIDS)”)— ‘Treatment  of  HIV 
Infections,”  John  G.  Bartlett,  M.  D., 
Chief,  Division  of  Infectious 
Diseases,  Johns  Hopkins  Hospital 
and  School  of  Medicine,  Baltimore; 
Retroviruses:  A Primer  for  Clini- 
cians,” Robert  B.  Belshe,  M.  D.,  MU 
Professor  of  Medicine; 

“The  Epidemiology  and  Preven- 
tion of  Human  Immunodeficiency 
Virus  Infection,”  Richard  S.  Hopkins, 
M.  D.,  Assistant  Professor,  Depart- 
ment of  Preventive  Medicine,  Ohio 
State  University;  and  “AIDS:  Its  Ef- 
fect on  Blood  Transfusion  Practice,” 
Mabel  M.  Stevenson,  M.  D.,  Director, 
Tri-State  Red  Cross  Blood  Services, 
Huntington,  and  Clinical  Professor 
of  Pathology,  MU. 

Sunday  morning  speakers  and 
specific  topics  are  to  be  announced. 

Psychiatrists  to  Meet 

The  West  Virginia  Psychiatric 
Association  will  be  meeting  in  con- 
junction with  the  conference  Friday 
from  5-7  P.  M.  The  guest  speaker 
will  be  Dr.  Jeffrey  A.  Coffman, 
whose  subject  will  be  “AIDS: 

Clinical  Psychiatry.”  He  is  Assistant 
Professor  of  Psychiatry  at  Ohio  State 
University  College  of  Medicine  in 
Columbus. 

Members  of  the  Program  Commit- 
tee are  Drs.  William  O.  McMillan,  Jr., 
Charleston,  Chairman;  Maurice  A. 
Mufson,  Huntington;  Joseph  T. 
Skaggs,  Charleston;  Richard  G.  Starr, 
Beckley;  John  W.  Traubert,  Morgan- 
town, and  C.  Carl  Tully,  South 
Charleston. 

Additional  conference  speakers 
and  program  developments  will  be 
presented  in  coming  issues  of  The 
Journal. 


AAFP  President 

Harry  L.  Metcalf,  M.  D.,  of 
Williamsville,  New  York,  became  the 
40th  President  of  the  American 
Academy  of  Family  Physicians 
(AAFP)  in  September. 

He  succeeds  Robert  H.  Taylor, 

M.  D.,  of  Spartanburg,  S.C. 


Record  35  Women 
In  New  WVU  Class 

A record  number  of  women 
entered  Medical  School  at  West 
Virginia  University  this  fall.  The  35 
women  in  the  class  of  88  first-year 
students  are  the  largest  group  since 
the  WVU  School  of  Medicine  open- 
ed 75  years  ago. 

All  but  14  of  the  first-year 
students  are  from  West  Virginia,  and 
21  of  the  state’s  counties  are 
represented. 

Class  members  completed 
undergraduate  studies  at  30  univer- 
sities or  colleges.  Sixty-three  receiv- 
ed their  premedical  education  in 
West  Virginia,  47  of  them  at  WVU. 

Other  state  schools  with  alumni  in 
the  class  are  Bethany  College,  Con- 
cord College,  Fairmont  State  College, 
Marshall  University,  Shepherd  Col- 
lege,West  Liberty  College,  West 
Virginia  Wesleyan  College,  and 
Wheeling  College. 

Members  of  the  class,  their  coun- 
ty, home  town,  and  the  schools  they 
attended  include: 

Berkeley:  Martinsburg — ^Allen 
Fard,  Shepherd  College;  Brian 
Patrick  Murphy,  Wheeling  College; 

Brooke:  Weirton — Lisa  Fazi, 

WVU; 

CabelhHuntington — Mary  Beth 
Booten,  Marshall  University;  Avinash 
Khatter,  Johns  Hopkins  University; 
Thomas  Wesley  Steele,  MU; 

Hancock:Weirton — ^John  P. 

Schultz,  WVU; 

Harrison:  Bridgeport — Tanver  A. 
Ghuman,  Fairmont  State  College; 
David  Hess,  WVU;  Carolyn  S. 
Ridenour,  WVU;  Clarksburg — 
Vincent  J.  Caruso,  WVU;  Elizabeth 
D.  Cox,  WVU;  Gerardo  C.  Lopez, 
WVU;David  C.  Mendoza,  WVU; 

Marc  A.  Merroto,  WVU;  Karen  L. 
Morrissetts,  West  Virginia  Wesleyan; 

Jefferson:  Kearneysville — Sherry 
A.  Keiter,  Shepherd  College; 

Kanawha:  Charleston — Barry 
Scott  Eskins,  WVU;  George  H. 

Faber,  Virginia  Polytechnical  In- 
stitute; Dominic  J.  Gaziano,  WVU; 
George  T.  Heath,  WVU;  Jessica  W. 

(continued  on  page  570) 
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Continuing 

Education 

Activities 


Here  are  the  continuing  medical 
education  activities  listed  primarily 
by  the  Marshall  University  and  West 
Virginia  University  Schools  of 
Medicine  for  part  of  1987,  as  com- 
piled by  Ernest  W.  Chick,  M.  D.,  MU 
Director  of  Continuing  Medical 
Education;  Robert  E.  Kristofco, 

WVU  Assistant  to  the  Dean/Continu- 
ing Medical  Education;  J.  Zeb 
Wright,  Ph.D.,  Director  of  Continu- 
ing Education  Outreach  and  Com- 
munity Affairs,  WVU  Charleston 
Division;  and  Sharon  Hall,  Director 
of  Continuing  Education,  Charleston 
Area  Medical  Center  (also  in  charge 
of  WVU  Charleston  Division  on- 
campus  CME).  The  schedule  is 
presented  as  a convenience  for 
physicians  in  planning  their  continu- 
ing education  program.  (Other  na- 
tional, state  and  district  medical 
meetings  are  listed  in  the  Medical 
Meetings  Department  of  The 
Journal.) 

The  program  is  tentative  and  sub- 
ject to  change.  It  should  be  noted 
that  weekly  conferences  also  are 
held  on  the  WVU  Morgantown, 
Charleston  and  Wheeling  cam- 
puses. Eurther  information  about 
CME  activities  may  be  obtained  by 


“He  wants  a second  opinion  on  whether  you’re 
sure  you  don’t  want  to  take  advantage  of  his 
services." 


calling  Doctor  Chick  at  (304)  696-7018; 

Kristofco,  (304)  293-3937;  Wright, 

(304)  347-1243;  and  Hall,  (304) 

348-9580. 

Marshall  University 

Nov.  6,  Huntington,  Code  Blue: 
Pediatrics 

Nov.  6,  Charleston,  Learning 
Disabilities  Conference 

Nov.  14,  Huntington,  Medical  Manage- 
ment of  the  Child  in  Crisis 

Nov.  17,  Barboursville,  Adolescent 
Health  Care 

Dec.  4,  Huntington,  AAFP  Meeting 

Dec.  5,  Huntington,  Sports  Medicine 
Conference 

Dec.  12-13,  Huntington,  Conscious 
Sedation  for  the  Control  of  Pain  & 
Anxiety 

West  Virginia  University 

Nov.  6-7,  Morgantown,  Ob-Gyn  Update 

Nov.  7,  Morgantown,  Common 
Neurological  Problems* 

Nov.  14,  Morgantown,  Common  Spine 
Problems* 

Nov.  14,  Charleston,  Trauma  Seminar 

Nov.  18,  Charleston,  Sport  & Fitness 
Seminar 

Dec.  5,  Charleston,  Hypertension 
Update 

’In  conjunction  with  W\'U  football  games. 

Regularly  Scheduled  Continuing 
Education  Outreach  Programs 
from  WVU  Medical  Center 
Morgantown 

Brownsville,  PA,  Brownsville 
General  Hospital,  1st  and  4th  Thurs- 
day, 11  A.  M.  to  1 P.  M. — Nov.  5, 
“What  Every  Physician  Needs  to 
Know  About  Nutrition  & Mineral 
Metabolism,”  C.  Lawrence  Kien, 
Ph.D. 

Nov.  26  (no  program) 

Fairmont,  Fairmont  Clinic,  3rd 
Wednesday,  12:30  P.  M.  — Nov.  18, 
“Lupus  Disorders,”  Maryann  An- 
tonelli,  M.D. 

Martinsburg,  V.A.  Medical  Center,  1st 
Thursday,  2 P.  M.  — Nov.  5,  “G.  I. 
Laser  Therapy,”  Firas  Al-Kawas,  M.D. 

Martinsburg,  City  Hospital,  12-1  P.  M. 
— Nov.  6,  “Magnetic  Resonance  Im- 
aging,” Michael  Cunningham,  M.D. 

New  Martinsville,  Wetzel  County 
Hospital,  2nd  Thursday,  12-1  PM.  — 
Nov.  12,  “Workup  on  Anemia,”  John 
S.  Rogers,  M.D. 


Philippi,  Broaddus  Hospital,  2nd 
Thursday,  7-8  P.M. — Nov  12,  “Evalua- 
tion of  Pediatric  Seizures  & 
Treatments”  (speaker  tba) 

Waynesburg,  PA,  Greene  County 
Memorial  Hospital,  2nd  and  4th 
Tuesday,  7-9  P M.  — Nov.  10,  “Com- 
mon E.R.  Errors — How  to  Avoid 
Them,”  Fred  Blum,  M.D., 

Nov.  24,  “AIDS,”  Rashida  Khakoo, 
M.D. 

Wheeling,  Ohio  Valley  Medical 
Center,  2nd  Wednesday,  8-9  A.M. — 
Nov.  11  (no  program) 

Regularly  Scheduled  Continuing 
Education  Outreach  Programs 
from  WVU  Medical  Center- 
Charleston  Division/CAMC 

Beckley,  Southern  W.  Va.  Clinic,  4th 
Thursday,  5:30  to  7:30  P.  M.  — Nov. 
12  (no  program) 

Cabin  Creek,  Cabin  Creek,  Medical 
Center,  Dawes,  2nd  Thursday,  8-10 
A.  M.  — Nov.  12,  “Low  Back  Pain” 
(speaker  tba) 

Gassaway,  Braxton  Co.  Memorial 
Hospital,  1st  Wednesday,  7-9  R M. 
— Nov.  4,  “Finer  Points  of  Reading 
Mammograms,”  David  A.  Sparks, 
M.D. 

Greenbrier,  Library,  Greenbrier 
Clinic,  3rd  Tuesday,  4-5  P M.  — Nov. 
17,  “Peripheral  Vascular  Disease,”  Ali 
AbuRahma,  M.  D, 

Dec.  15,  “Sprains  & Strains,”  Michael 
Fidler,  M.D. 

Madison,  Boone  Memorial  Hospital 
Conference  Room,  2nd  Tuesday,  7-9 
P.  M.  — Nov.  10,  “New  Diagnostic 
Images  Procedure,”  Kenneth  Dwyer, 
M.D. 

Oak  Hill,  Plateau  Medical  Center 
(Oyler  Exit,  N 19)  4th  Tuesday, 
7-9  P.  M.  — Nov.  24  (holiday) 

Summersville,  Summersville 
Memorial  Hospital,  1st  Tuesday, 
6:30-8:30  P.  M.  — Nov.  3,  “Update 
Outpatient  Depression,”  John  Mac- 
Callum,  M.  D. 

Welch,  Stevens  Clinic  Hospital,  3rd 
Wednesday,  12  Noon-2  P.  M.  — 
Nov.  18,  “Alzheimer’s  Disease,” 
Mary  Ann  Rosswmrm,  Ph.D. 

Whitesville,  Raleigh-Boone  Medical 
Center,  4th  Wednesday,  11  A.  M.- 
1 P.  M.  — Nov.  25  (holiday) 

Williamson,  Williamson  Memorial 
Hospital,  1st  Thursday,  6:30-8:30 
P.  M.  — Nov.  5,  “Fertility,”  Sherif 
Awadalla,  M.  D. 
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jJJ  Poetry 
'y  Corner 

Ready 

Sititig  down  here  on  the  porch 
swing 

In  afternoon 's  bright  sunlight, 

I got  so  hot  in  my  winter  clothes, 

I went  upstairs  and  changed  to 
white. 

Though  comfortable  now  for  just  a 
few  more  hours 
In  the  chariot’s  continued  glow 


The  Raleigh  County  Medical 
Society  has  a new  office  in  Beckley 
at  407  George  Street. 

Dr.  Robert  R Pulliam,  the  Socie- 
ty’s Secretary/Treasurer,  sent  to  the 
Journal  a description  and  photo  of 
the  new  office. 

The  office  is  staffed  by  Thelma 
Wilson,  Executive  Secretary,  and 
Margaret  Gillispie,  general  secretary. 

A computer  has  been  installed  in 
the  new  office.  Doctor  Pulliam  said. 
“That  computer  is  used  with  a 


Before  October’s  dusk  comes  on, 

I am  wise  enough  to  know 

That  my  winter  clothes  should  be 
kept  at  ready, 

For  October  nights  can  chill. 

And  the  temperature  may  plunge  to 
freezing 

Before  the  sun  comes  over  the  hill. 

And  that  is  the  way  we  should  live 
our  lives, 

Ready  to  change  as  the  need  arises. 

Ready  for  any  exigency, 

Ready  for  any  surprises. 

Robert  L.  Smith,  M.D. 

Morgantown 


We  request  physician  contributions  to 
Poetry  Corner. 


special  program  written  by  myself 
that  keeps  a record  of  all  physicians, 
does  their  dues  billing,  credits  their 
accounts,  keeps  a list  of  wives  and 
addresses,  widows  and  addresses, 
drug  representatives,  and  other  peo- 
ple.” 

He  said  the  computer  also  keeps  a 
record  of  CME  credits  for  all  of  the 
physicians  in  the  Society.  The  report 
generated  by  the  computer  separates 
the  CME  meetings  by  date,  category, 
and  total  hours  for  each  doctor. 


1- 4 — Southern  Medical  Assoc.,  San 
Antonio. 

2- 7 — Am.  College  of  Emergency  Physi- 
cians, San  Francisco. 

4-7 — Am.  Cancer  Society,  New  York  City. 

8-12 — Am.  Academy  of  Ophthalmology, 
Dallas. 

14 — Parkersburg  Area  Diabetes  Assoc. 
Seminar,  Parkersburg. 

14-18 — Am.  College  of  Allergists, 

Boston. 

16-19— Am.  Heart  Assoc,  Anaheim, 

Calif. 


1988 

January 


22-24 — 21st  Mid-Winter  Clinical  Con- 
ference, Charleston. 

31 — Feb.  3 — Southeastern  Surgical  Con- 
gress, Orlando,  Fla. 

February 


1-3 — Southeastern  Surgical  Conference, 
Lake  Buena  Vista,  Fla. 

17-21 — Am.  College  of  Psychiatrists, 
Tucson. 

March 


2 5-27— WV  Urological  Society  Spring 
Seminar,  Charleston. 

April 


24-27— WV  Academy  of  Ophthalmology, 
41st  Annual  National  Spring  Meeting, 
White  Sulphur  Springs. 

May 


27-30— WV  Academy  of  Otolaryngology, 
Head  & Neck  Surgery,  White  Sulphur 
Springs. 

August 


16-21 — 121st  Annual  Meeting,  WV 
State  Medical  Assoc.,  White  Sulphur 
Springs. 

For  More  Information  . . . 

Contact  The  Journal  for  additional 
information  about  most  of  the 
above  meetings.  Call  (304) 
925-0342. 


The  sign  indicates  the  location  of  the  new  office  of  the  Raleigh  County  Medical 
Society  (listed  at  bottom)  in  Beckley.  Looking  on  proudly  are,  from  left,  Thelma 
Wilson,  Executive  secretary;  Margaret  Gillispie,  general  secretary,  and  Dr.  Robert  P. 
Pulliam,  Secretary-Treasurer. 


Raleigh  In  New,  Computerized  Office 
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the  Elje  and  Ear  clink 


Of  Charleston,  Inc. 

•The  Laser  Surgery  Center 


MEDICAL  AND  SURGICAL  SERVICES  PROVIDED  THROUGH 


EYE  EAR  NOSE  and  THROAT  PHYSICIANS 
& SURGEONS  OF  CHARLESTON,  INC. 


OPHTHALMOLOGISTS 

Robert  E.  O’Connor,  MD 
Moseley  H.  Winkler,  MD 
Samuel  A.  Strickland,  MD 
James  W.  Caudill,  MD 
R.  David  Allara,  MD 


OTOLARYNGOLOGISTS 

Romeo  Y,  Lim,  MD 
Nabil  A.  Ragheb,  MD 
R.  Austin  Wallace,  MD 


EENT 

John  A.  B.  Holt,  MD 


Eye  and  Ear  Clinic  Staff 


Nursing  Care 


Janet  Allio,  RN 
Carol  Anderson 
Kelly  Baldwin 
Nancy  Beezley,  RN 
Connie  Bishop,  RN 
Diana  Bradley 
Sandra  Brown,  LPN 
Patricia  Clonch,  RN 
John  Critchfield 
Judith  Critchfield,  LPN 
Nellie  Critchfield 
Carol  Davis,  RN 
Debra  Dehart,  RN 
Marsha  Eisenhut 
Mabel  Fields 
Bethel  Gainer 
Tamela  Hale,  RN 
Barbara  Harper,  RN 
Shauna  Harter,  RN 
Beckie  Hinchcliffe,  RN 
Kristi  Hudnall 
Rodney  Hudson 
Phyllis  Jimenez,  RN 
Emma  Jean  Johnson 
Catherine  Kenney,  CRNA 
Leslie  Kenney 
Sandra  Larck 
Ramona  Lemon,  RN 
Jerry  Leonard 
Joanne  Light,  LPN 
Karen  Lively,  RN 
Catherine  McCarty,  RN 
Inez  Maggio,  CRNA 
Delores  Monty,  RN 
Sharon  Mullins,  RN 
Carmen  Palmer,  RN 
Donna  Patterson 
Dana  Payne 


Michael  Province,  PA 
Catherine  Rieser 
Muriel  Roe,  CRNA 
Joyce  Rummell 
Lorraine  Selman,  RN 
Ada  Sevy 

Sharon  Snyder,  RN 
Deborah  Thompson,  RN 
Barbara  Tucker,  RN 
Lisa  Warden,  RN 
Mary  Lou  Wehrle 
Marjorie  Williams 
Judith  Ziegler,  RN 

Associates 

Dante  Geronilla,  MD 
Jeffrey  Greathouse,  CRNA 
Kathy  King,  CRNA 
Jack  Marcum,  CRNA 
Sue  Miller,  CRNA 


Hospital 
Support  Services 


Janettie  Bays 
Karen  Brown 
Chester  Calhoun 
Tracey  Clark 
Wanda  Cline 
Ellen  Colonna 
Jeffrey  Copen 
Jean  Fields 
Richard  Fletcher 
Carol  Gilmore 
Judith  Gunnoe 
Patricia  Habenschuss 
Peggy  Hammack 
Dena  Hanshaw 
Kitty  Kiser 
Judith  Lailer 


Karen  Lane 
Julie  Lejeune 
Cynthia  Linville 
Valerie  Lyons 
Joyce  McClanahan 
Rebecca  Matthews 
Virginia  Mitchell 
Mary  Morton 
Sandra  Pentony 
Debra  Petry 
James  Petry 
Lori  Petty 
Barbara  Priestley 
Anita  Pyles 
Debra  Robertson 
Diana  Salamie 
Linda  Samms 
W.  Allen  Shelton  II 
Ardena  Spencer 
Kathy  Vandale 
Flora  Williams 


Doctors’  Office  Staff 
and  Support  Services 


Joyce  Abbott 
Christine  Alley 
Peter  Americo 
Kimberly  Bird 
Barbara  Blankenship 
Donna  Bratcher 
Phyllis  Brison 
Lea  Ann  Canterbury 
Carolyn  Childers 
Sherry  Cooper 
Delores  Dalton 
Carla  Duttine 
Robin  Estep 
Dianne  Facello 


Debra  Fisher 
Bonnie  Fleck 
Patrick  Francis 
Lisa  Gillespie 
Johna  Goff 
Cheryl  Green 
Sheryl  Greene 
Stephanie  Hackwonh 
Charles  Hale 
Mary  Hardman 
Cindy  Hatch 
Ann  Holbrook 
Anne  Howie 
Kelly  Hudson 
Edith  Johnson 
Teresa  Jones 
Elizabeth  Judy 
Keith  Lewis 
Mary  McKinney 
Tammy  Maynor 
Steven  Moles 
Betsey  Moore 
Cyndi  Murray 
Jean  O’Connor 
A.  Michelle  Redden 
Sheril  Richards 
Thomas  Rieser 
Judith  Russo 
John  Sibold 
Christy  Snodgrass 
Tracy  Stover 
Lynda  Strickland 
Drema  Tetoff 
Bonnie  Vannoy 
Carol  Vickers 
Vanessa  Waggoner 
Kathrvn  Warden 
Dianna  Wehrle 
Mary  Jane  Willis,  PA 
Geraldine  Wilson 
Sharon  Winkler 


WVU  Medical  West  Virginia 

Center  News  ^ 


Compiled  from  material  furnished  by  the 
Medical  Center  Seu  s Service.  .Morgantown. 

vr:  \a 


The  Little  Doctor  rides  again — on  the  pages  of  a new  booklet  describing  the 
outreach  program  of  U^X’s  School  of  Medicine.  He  is  actually  Dr.  David  .Morgan, 
-Associate  Dean  of  the  W\'U  schooi  of  medicine  and  past  President  of  the  West 
Virginia  State  Medical  .Association. 


‘Little  Doctor’  Has 
Outreach  Message 

The  Little  Doctor  is  back. 

The  miniature  physician  made  his 
debut  three  years  ago  dispensing 
medical  wisdom  from  a supermarket 
cereal  shelf  and  a bathroom 
medicine  cabinet  in  a series  of 
award-winning  television  spots 
distributed  by  \X"\'U  School  of 
Medicine.  The  spots  were  aired 
widely  throughout  West  Virginia  and 
surrounding  states  and  are  still  seen 
on  some  charmels. 

Now,  in  a new  booklet,  the  Little 
Doctor  leads  readers  on  a tour  of 
the  medical  school's  outreach  pro- 
grams in  the  state. 

The  booklet  is  free  and  will  be  of 
value  to  community  leaders,  social 
service  professionals,  state  and  local 
lawmakers,  teachers,  community 
physicians  and  other  health  care 
professionals,  as  well  as  interested 
citizens  of  West  Virginia. 

“We  are  proud  of  the  range  and 
quality  of  our  outreach  efforts, 
which  open  doors  to  health  oppor- 
tunities all  over  West  \'irginia,”  said 
Richard  De^■aul,  Dean  of  the  Medical 
School.  “Our  outreach  programs 
allow  health  care  serv  ices  for  people 
who  cannot  pay,  for  those  needing 
sometimes  scarce  technologies,  and 
for  those  whose  greatest  need  is  for 
information  and  education  about 
health  care.” 

Doctor  De^'aul  added  that  while 
many  communities  make  extensive 
use  of  School  of  Medicine  outreach 
programs,  few  are  reaping  the  full 
range  of  health  benefits  available 
from  W\'U. 

Booklet  Contents 

.Among  the  programs  covered  in 
this  booklet  are  camps  and  clinics 


for  children,  outreach  services  in 
rheumatology'  and  orthopedics, 
cancer  information,  and  continuing 
medical  education. 

-Appearing  among  the  brief  pro- 
gram description,  the  Little  Doctor 
rides  a stork,  has  his  reflexes  tested 
with  a giant  knee  hammer,  puts  his 
ear  to  an  immense  telephone,  and 
wanders  about  with  a peculiar 
comic  gait. 

The  Little  Doctor  is  actually  Dr. 
David  Z.  Morgan,  .Associate  Dean  of 


the  WAX'  Medical  School  and 
past  President  of  the  West  Virginia 
State  -Medical  Association.  In 
real  life,  he  stands  well  over  six 
feet  tall. 

For  a copy  of  the  booklet, 

“The  ^WU  School  of  .Medicine 
Reaches  Out  for  West  \'irginia’s 
Good  Health,”  contact  the  Dean’s 
Office,  School  of  .Medicine.  Basic 
Sciences  Building,  West  Virginia 
University  .Morgantown,  ’VTV  26506. 
Phone  304-293-4511. 
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How  MoreThan 3000  Doctors 
Have  Eased  The  Pain 
Of  Managing  A Practice. 


If  your  practice  is  like  a lot  of  others, 
you  often  spend  more  time  on  office 
problems  than  on  the  health  problems  of 
your  patients. 

Our  one  easy-to-use,  fully-integrated 
computer  system  can  take  care  of  billing, 
provide  financial  updates,  help  you  market 
your  practice.  And  give  you  more  time  to  do 
what  you  went  to  medical  school  for. 

“We've  found  that  Medic  saves  us 
many  hours  of  paperwork  every  week. 
It  has  cut  our  overtimeforthe  business 
office  staff  75%.” 

Leona  Neal,  office  manager,  Tri-State  Allergy 
Inc.,  Huntington,  West  Virginia 

With  Medic,  jobs  that  once  took  a 
large  part  of  the  business  day  can  be  done 
in  minutes.  And  that’s  only  one  of  the  ways 
that  Medic  makes  the  medical  office  run 
more  smoothly. 

“It’s  helped  our  cash  flow 
tremendously.” 

George  Toma,  M.D.,  Charleston  Eye  Care 
Associates,  Charleston,  West  Virginia 
The  Medic  system  can  ease  the  pro- 
cess of  sending  statements  and  reduce  the 
number  of  uncollected  bills.  Plus,  our  eas>^ 
to-understand  printouts  help  you  keep 
better  track  of  your  financial  condition. 


“Our  practice  has  doubied  and  we  have 
not  had  to  add  additionai  biiiing  pe^ 
sonnei.  Medic  has  been  abie  to  handie 
whatever  we’ve  asked  of  it.” 

Nancy  Psimas,  office  coordinator, 
Portsmouth  Orthopaedic  Associates, 
Portsmouth,  Virginia 

We’ll  do  whatever  it  takes  to  keep  your 
system  working.  Day  or  night.  We  have  a 
toll-free  STAT  line  to  handle  questions  and 
problems.  And  there’s  a STAT  PLUS  line  from 
our  support  center  to  your  system  for  soft- 
ware updates  and  diagnoses. 

“Their  software  updates  are  timely  and 
they’ve  gone  out  of  their  way  to  add 
programs  to  meet  our  needs.” 

Richard  I.  Tapper,  M.D.,  Toledo,  Ohio 

Not  only  do  we  make  program  changes 
for  individual  medical  practices,  we  also 
provide  our  customers  with  software 
enhancements,  which  often  result  from 
customer  suggestions. 


“Medic's  extensive  training  program 
for  our  staff  made  it  easy  to  introduce 
the  system.  We  recommend  it  highiy.” 

Tessa  Home,  administrator,  Morgantown 
Ear,  Nose  & Throat  Clinic,  Morgantown, 
West  Virginia 

"We  love  the  training  program.  And  the 
updates  they  do  really  help,"  Ms.  Horne 
said.  When  a practice  brings  in  over  200 
patients  a day  as  this  one  does,  the  busi- 
ness office  has  to  run  smoothly.  “Medic 
does  everything  we  need.  It’s  great.” 

So  if  you  want  to  increase  the  efficiency, 
productivity  and  profitability  of  your  practice, 
take  a look  at  the  Medic  Computer  System. 

Over  3000  physicians  in  more  than 
800  practices  throughout  the  U.S.  are 
calling  it  a minor  medical  miracle. 


medic 

computer  systems 

8601SixForksRd..Ste.300.Raleigh,NC27615 
Ph.919-847-8102.lnNCCall:l-800-822-2914 
In  Western  US  Call:  1-800-541-7717 
In  Eastern  US  Call:  1-800-334-8534 

Other  Offices:  Orlando.  Ann  Arbor,  Chicago, 
Cincinnati.  Pittsburgh,  Richmond,  Atlanta 


MU  School  Of 
Medicine  News 


Compiled  from  material  furnished  by  the 
Office  of  University  Relations,  Marshall 
University. 


Nutrition  Training 
Sparked  By  Grant 

MU  School  of  Medicine  has 
received  a three-year,  $139,000  grant 
to  help  future  doctors  learn  to  bet- 
ter care  for  rural  people  who  have 
nutrition-related  problems. 

School  of  Medicine  Dean  Lester 
R.  Bryant  said  the  Public  Health  Ser- 
vice grant  will  allow  the  school  to 
create  a Division  of  Nutrition  in  its 
Department  of  Family  and  Com- 
munity Health.  The  director  of  this 
division  will  design  nutrition  educa- 
tion activities  for  medical  students 
and  residents. 

“In  recent  years,  the  medical  pro- 
fession has  become  increasingly 
aware  of  just  how  essential  proper 
nutrition  is  in  treating  medical  prob- 
lems,” Doctor  Bryant  said. 

“We  want  to  give  our  students 
enhanced  training  about  nutrition  in 
general,  and  then  we  want  to  go 
one  step  further  and  prepare  them 
to  deal  with  the  special  nutritional 
concerns  relevant  to  our  region.” 

The  people  living  in  the  rural 
parts  of  southern  West  Virginia  dif- 
fer from  their  counterparts  nation- 
wide in  several  ways,  said  Dr.  Robert 
B.  Walker,  who  requested  the  grant. 

“People  here  are  at  higher  risk  for 
developing  coronary  artery  disease, 
diabetes,  thyroid  deficiency,  and 
deficiencies  of  vitamins  A and  C,” 
he  said.  “Nutrition  plays  a role  in  all 
of  these.” 

In  addition,  he  said,  rural  children 
are  particularly  vulnerable  to  dental 
problems  and  parasites,  adults  often 
have  poorly  balanced  diets,  and 
elderly  people  who  have  lost  their 
natural  teeth  have  difficulty  getting 
adequate  nutrition. 

“These  conditions  may  originate 
in  part  from  genetic,  social  and 
cultural  influences  that  are  unique 
to  rural  areas,”  said  Doctor  Walker, 
who  is  Chairman  of  the  Department 
of  Family  and  Community  Health. 
“Adequate  health  care — including 


special  attention  to  its  nutritional 
aspects — has  been  hampered  by  a 
lack  of  physicians,  poor  roads  and 
transportation  systems,  and  the 
reluctance  of  persons  to  seek  health 
care  due  to  financial  constraints  as 
well  as  social  and  cultural  in- 
fluences.” 

The  nutrition  director  will  plan, 
develop,  and  implement  nutrition- 
related  activities  both  within  the 
Family  and  Community  Health  cur- 
riculum and  at  rural  ambulatory  care 
facilities  with  which  the  department 
is  affiliated.  The  director  also  will 
work  with  faculty  and  staff  and 
serve  as  an  advisor  for  nutrition- 
related  teaching  and  research. 


Residents  Taste 
Overseas  Service 

Three  MU  medical  residents  spent 
two  weeks  of  August  in  the  jungles 
of  Ecuador  as  part  of  the  school’s 
growing  emphasis  on  international 
education. 

The  three  cared  for  patients  and 
taught  other  medical  professionals 
as  part  of  a team  led  by  Dr.  John 
Walden,  Associate  Chairman  of  the 
Department  of  Family  and  Com- 
munity Health.  In  addition,  they 
gathered  research  samples  in  a col- 
laborative project  with  Harvard 
University. 

The  residents  were  Drs.  Ronald 
Brownfield  and  Daniel  Peterson  of 
Cabell  County  and  Dr.  Richard 
Moore,  a native  of  Madison,  Wiscon- 
sin. The  team  also  included  Dr. 
Richard  McCray,  a Huntington  oral 
surgeon  who  is  a volunteer  faculty 
member  at  Marshall,  and  four  other 
United  States  health  professionals. 

The  department  this  year  in- 
stituted an  international  medicine 
track  as  an  option  in  its  residency 
program.  About  25  per  cent  of  MU 
medical  students  express  interest  in 
electives  overseas.  Doctor  Walden 
said.  Several  have  followed  through, 
going  to  such  places  as  Nepal, 
Pakistan  and  Ghana. 

Doctor  Walden,  who  has  been  go- 
ing to  Ecuador  for  20  years,  said 
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such  experiences  have  both  tangible 
and  intangible  benefits  for  physi- 
cians in  training,  particularly  those 
who  plan  to  stay  in  West  Virginia. 

“People  often  think  of  interna- 
tional medicine  as  dealing  with 
exotic  tropical  diseases,”  he  said. 

“In  reality,  most  of  the  sickness 
and  death  is  caused  by  diseases  of 
poverty.  The  principles  involved  in 
preventing,  diagnosing,  and  treating 
them  are  essentially  the  same 
whether  one  is  concerned  with  a 
health  problem  in  a developing  na- 
tion or  in  a largely  rural  and 
relatively  poor  state  such  as  West 
Virginia. 

“Overseas  experiences  give  us  a 
greater  ability  to  deal  with  people  of 
different  economic,  cultural,  and 
racial  backgrounds,”  he  said.  “They 
also  give  us  a better  understanding 
of  health-care  issues,  all  the  way 
from  cost  containment  to  death  and 
dying. 

“These  are  perspectives  no  book 
on  earth  can  teach,”  he  added.  “You 
have  to  see  it,  smell  it,  taste  it,  feel 
it...” 


Visiting  Professor 
Slated  In  March 

MU  is  one  of  21  schools  nation- 
wide selected  to  receive  a Wellcome 
Visiting  Professorship  in  the  Basic 
Medical  Sciences  this  academic  year. 
Dean  Lester  R.  Bryant  announced. 

Marshall’s  guest  professor  will  be 
Dr.  Marion  W.  Anders  of  the  Univer- 
sity of  Rochester’s  Department  of 
Pharmacology  and  Toxicology.  He 
will  visit  Marshall  in  March,  1988. 

Wellcome  Visiting  Professorships 
are  sponsored  by  the  Burroughs 
Wellcome  Fund  and  administered  by 
the  Federation  of  American  Societies 
for  Experimental  Biology.  They  are 
designed  to  stimulate  interest  in  the 
basic  sciences  and  to  recognize  emi- 
nent scientists  in  physiology, 
biological  chemistry,  pharmacology, 
pathology,  nutrition,  immunology, 
and  cell  biology. 
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Eye  Physicians  & Surgeons 


Keeping 
Your  Family 
In  Sight 


Richard  C.  Rashid,  M.D.  Muhib  S.  Tarakji,  M.D.  Herbert  A.  Tipler,  M.D. 


IS  PROUD  TO  ANNOUNCE 
THE  ASSOCIATION  OF 


G.  GEOFFREY  MILLER,  M.D. 


Eye  Physicians  & Surgeons  offers  many  advantages 

• The  WV  Surgery  Center  (Same  Day  Surgery). 

• Medicare  assignment  on  M Medicare  patients.  We  charge  only  what  Medi- 
care approves  for  covered  services. 

• Free  transportation  for  our  patients  if  needed. 

• 2 locations. 

CHARLESTON  For  Information 

CAMC/General  Division  CALL  (304)  768-7371 

General  Medical  Pavilion,  Suite  1 00  TOLL  FREE  IN  WV 

41 5 Morris  Street  1 -800-642-3937 


SOUTH  CHARLESTON 

Across  the  street  from 
Thomas  Memorial  Hospital 
424  Division  Street 
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41st  Annual 


NATIONAL  SPRING  MEETING 

at 


APRIL  24-27,  1988 


GUEST  SPEAKERS 


MARSHALL  M.  PARKS,  M.D. 

Washington,  D.C. 

WILLIAM  S.  HARRIS,  M.D. 

Dallas,  TX 

THOMAS  J.  ZIMMERMAN,  M.D. 

Louisville,  KY 

RICHARD  L.  ANDERSON,  M.D. 

Salt  Lake  City,  UT 


OBJECTIVE:  To  educate  ophthalmologists  in 
current  medical  and  surgical  management  of 
Cataracts,  lOLs,  Glaucoma,  Oculoplastic  and 
Reconstructive  Surgery,  and  Pediatric 
Ophthalmology. 

CREDIT:  1 6 Hours  CME  Credit 
AMA  Credit  Category  I 


REGISTRATION 


Members:  $ 1 00 

Non-Members:  $225 

Exhibitors:  $450 

(fully  equipped  lO'xlO'  space  available) 

Advance  Registration  Required 

(refundable  through  3/9/88) 

Make  checks  payable  to: 

The  West  Virginia  Academy  of  Ophthalmology 

c/o  Samuel  A.  Strickland,  M.D. 

Secretary-Treasurer 

P.O.  Box  3107 

Charleston,  WV  25331 

(304)  345-4136 

Room  Reservations:  Contact  Directly 
The  Greenbrier 
White  Sulphur  Springs 
West  Virginia  24986 
(304)  536-1  1 10 

Reservation  forms  sent  to  all  registrants 
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ARAFATE 

(sucralfate) 


BRIEF  SUMMARY 


CONTRAINDICATIONS 

There  are  no  known  contraindications  to  the  use  of  sucralfate, 

PRECAUTIONS 

Duodenal  ulcer  is  a chronic,  recurrent  disease.  While  short-term  treatment 
with  sucralfate  can  result  in  complete  healing  of  the  ulcer,  a successful 
course  of  treatment  with  sucralfate  should  not  be  expected  to  alter  the 
post-healing  frequency  or  severity  of  duodenal  ulceration. 

Drug  Interactions:  Animal  studies  have  shown  that  the  simultaneous 
administration  of  CARAFATE  with  tetracycline,  phenytoin,  or  cimetidine  will 
result  in  a statistically  significant  reduction  in  the  bioavailability  of  these 
agents.  This  interaction  appears  to  be  nonsystemic  in  origin,  presumably 
resulting  from  these  agents  being  bound  by  CARAFATE  in  the  gastrointesti- 
nal tract.  The  bioavailability  of  these  agents  may  be  restored  simply  by 
separating  the  administration  of  these  agents  from  that  of  CARAFATE  by 
two  hours.  The  clinical  significance  of  these  animal  studies  is  yet  to  be 
defined. 

Carcinogenesis,  Mutagenesis,  Impairment  of  Fertility:  No  evi- 
dence of  drug-related  tumorigenicity  was  found  in  chronic  oral  toxicity 
studies  of  24  months'  duration  conducted  in  mice  and  rats  at  doses  up  to  1 
gm/kg  (12  times  the  human  dose).  A reproduction  study  in  rats  at  doses  up 
to  38  times  the  human  dose  did  not  reveal  any  indication  of  fertility  impair- 
ment. Mutagenicity  studies  have  not  been  conducted. 

Pregnancy:  Pregnancy  Category  B.  Teratogenicity  studies  have  been 
performed  in  mice,  rats,  and  rabbits  at  doses  up  to  50  times  the  human  dose 
and  have  revealed  no  evidence  of  harm  to  the  fetus  due  to  sucralfate.  There 
are,  however,  no  adequate  and  well-controlled  studies  in  pregnant  women. 
Because  animal  reproduction  studies  are  not  always  predictive  of  human 
response,  this  drug  should  be  used  during  pregnancy  only  if  clearly  needed. 

Nursing  Mothers:  It  is  not  known  whether  this  drug  is  excreted  in 
human  milk.  Because  many  drugs  are  excreted  in  human  milk,  caution 
should  be  exercised  when  sucralfate  is  administered  to  a nursing  woman. 

Pediatric  Use:  Safety  and  effectiveness  in  children  have  not  been 
established. 

ADVERSE  REACTIONS 

Adverse  reactions  to  sucralfate  in  clinical  trials  were  minor  and  only  rarely  led 
to  discontinuation  of  the  drug.  In  studies  involving  over  2,500  patients, 
adverse  effects  were  reported  in  121  (4.7%).  Constipation  was  the  most 
frequent  complaint  (2.2%).  Other  adverse  effects,  reported  in  no  more  than 
one  of  every  350  patients,  were  diarrhea,  nausea,  gastric  discomfort,  indi- 
gestion, dry  mouth,  rash,  pruritus,  back  pain,  dizziness,  sleepiness,  and  vertigo. 

DOSAGE  AND  ADMINISTRATION 

The  recommended  adult  oral  dosage  for  duodenal  ulcer  is  1 gm  four  times  a 
day  on  an  empty  stomach. 

Antacids  may  be  prescribed  as  needed  for  relief  of  pain  but  should  not 
be  taken  within  one-half  hour  before  or  after  sucralfate. 

While  healing  with  sucralfate  may  occur  during  the  first  week  or  two, 
treatment  should  be  continued  for  4 to  8 weeks  unless  healing  has  been 
demonstrated  by  x-ray  or  endoscopic  examination. 

HOW  SUPPLIED 

CARAFATE  (sucralfate)  1-gm  pink  tablets  are  supplied  in  bottles  of  100  and 
in  Unit  Dose  Identification  Paks  of  100.  The  tablets  are  embossed  with 
MARION/1712.  Issued  3/84 

References: 

1.  Grossman  Ml:  Scand  J Gastroenterol  58  (suppi  15):7-16, 1980. 

2.  Marks  IN,  in  Hellemans  J,  Vantrappen  G (eds):  Gastrointestinal  Tract  Dis- 
orders in  the  Elderly.  Edinburgh,  Churchill  Livingstone,  70-81, 1984. 

3.  Krentz  K,  Jablonowski  H,  in  Hellemans  J,  Vantrappen  G (eds):  Gastrointes- 
tinal Tract  Disorders  in  the  Elderly  Edinburgh,  Churchill  Livingstone,  62-69, 
1984. 


Another  patient  benefit  product  from 

PHARMACEUTICAL  OlVISiOM 
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Specialized  ulcer  therapy 


When  advancing  age 
signals  reduced 
acid  secretion  ^ 


If  your  duodenal  ulcer  patient  is  over  55,  decreased 
mucosal  resistance  is  more  likely  to  cause  an  ulcer  than 
hypersecretion  of  acid-pepsin.'  A tendency  toward  lower 
acid  secretion  with  advancing  age  has  been  shown.” 


Declining  gastric  secretion  and  age' 


Age  Group 


CARAFATE®  (sucralfate/Marion)  makes  sense  as 
initial  ulcer  therapy  for  the  elderly.  Carafate  provides  ulcer 


healing  rates  comparable  to  antagonists  without  the 
risk  of  systemic  side  effects  or  drug  interactions— an  impor- 
tant benefit  for  older  patients. 

The  unique,  nonsystemic  action  of  Carafate  enhances 
the  body's  own  ulcer  healing  ability,  strengthening  the  muco- 
sal structure  as  it  protects  damaged  tissue  from  further  injury. 

When  advancing  age  signals  reduced  acid  secretion, 
choose  the  specialized  ulcer  therapy  of  safe,  nonsystemic 
Carafate. 


Nothing  works  like 


r\RAFATE‘ 

sucralfate/Marion 

Please  see  adjoining  page  for  references  and  brief  summary  of  prescribing  information. 
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There’s  never  been  a better  time  for  her... 


and  PREMARIN* 


Proven  benefits  beyond  relief 
of  vasomotor  symptoms 


No  other  estrogen  proven 
effective  for  osteoporosis 

Only  conjugated  estrogens  tablets  have 
established  efficacy  in  both  osteoporosis'  and 
vasomotor  symptoms*  at  0.625  mg/day  No 
other  estrogen,  oral  or  transdermal,  has  estab- 
lished clinical  evidence  or  minimum  effective 
dose  in  both  indications. 

No  estrogen  proven  safer 

PREMARIN  is  the  most  extensively  tested 
estrogen,  with  an  unsurpassed  record  of 
long-  term  safety. 

And  clinical  evidence  shows  a significantly 
reduced  risk  of  endometrial  hyperplasia  when 
cycled  with  a progestin.'^ 


PRE/VIARIN' 

(conjugated  estrogens  tablets) 

Most  trusted  for  more  reasons 


"PREMARIN  is  indicated  for  moderate-to-severe  vasomotor  symptoms 

Please  see  following  page  for  brief  summary 
of  prescribing  information. 


For  moderate-to-severe 
vasomotor  symptoms  and 
for  osteoporosis 

PREAAARIN 

(conjugated  estrogens  tablets) 


0.3  mg  0.625  mg  0.9  mg  1.25  mg  2.5  mg 


The  appearance  of  these  tablets  is  a trademark  of  .Ayerst  Laboratories. 


For  atrophic  vaginitis 


PREMARIN 

(conjugated  estrogens) 


Vaginal 
Cream  ' 

-ij 

* SSSSM" 
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Premarin 

0.625  mg/g 

VflGWALCffiW 

. • * * 

BRIEF  SUMMARY  (FOR  FULL  PRESCRIBING  INFORMATION  AND  PATIENT  INFORMATION.  SEE  PACKAGE 
CIRCULARS ) 

PREMARIN’  Brand  of  conjugated  estrogens  tablets.  USP 

PREMARIN’  Brand  ot  conjugated  estrogens  Vaginal  Cream,  in  a nonliquefying  base 


1 ESTROGENS  HAVE  BEEN  REPORTED  TO  INCREASE  THE  RISK  OF  ENDOMETRIAL  CAROINOMA 
Three  independent  case-controlled  studies  have  reported  an  increased  risk  ol  endometrial  cancer  in 
postmenopausal  women  exposed  to  exogenous  estrogens  lor  more  than  one  year  This  risk  was  mdependent 

01  the  other  known  risk  laclors  lor  endometrial  cancer  These  studies  are  turlher  supported  by  the  linding 
that  incidence  rales  ol  endometrial  cancer  have  rncreased  sharply  since  1969  in  eight  dilterent  areas  ol  the 
United  Stales  with  population-based  cancer  reporting  systems,  an  increase  which  may  be  related  lo  the 
rapidly  expanding  use  ol  estrogens  during  the  last  decade  The  three  case-controlled  studies  reported  that 
the  tisk  ol  endometrial  cancer  in  estrogen  users  was  about  4 5 to  13  9 times  greater  than  m nonusers  The 
risk  appears  to  depend  on  both  dotation  ol  iteaimenl  and  on  estrogen  dose  In  view  ot  these  lindings.  when 
estrogens  are  used  lor  Ihe  treatment  of  menopausal  symptoms,  the  lowest  dose  lhal  will  control  symptoms 
should  be  utilized  and  medication  should  be  discontinued  as  soon  as  possible  When  prolonged  Irealmeni 
IS  medically  indicated  the  patient  should  be  reassessed  on  at  least  a semi-annual  basis  lo  deteimine  Ihe 
need  lor  continued  therapy  Although  the  evidence  must  be  considered  preliminary,  one  study  suggests  that 
cyclic  administration  ot  low  doses  ol  estrogen  may  carry  less  risk  than  continuous  administration,  it 
Iherelore  appears  prudent  lo  utilize  such  a regimen  Close  clinical  surveillance  ol  all  women  taking 
estrogens  is  important  In  all  cases  ol  undiagnosed  persistent  or  recurring  abnormal  vaginal  bleeding, 
adequate  diagnostic  measures  should  be  undertaken  to  rule  oul  malignancy  There  is  no  evidence  al  present 
that  natural ' estrogens  are  more  or  less  hazardous  than  "synihelic"  estrogens  at  equi-esttogemc  doses 

2 ESTROGENS  SHOULD  NOT  BE  USED  DURING  PREGNANCY 

The  use  ol  female  sex  hormones,  both  estrogens  and  progestogens,  during  early  pregnancy  may  seriously 
damage  Ihe  ottsprmg  It  has  been  shown  that  temales  exposed  in  utero  lo  dielhylslilbesliol.  a nonsteroidal 
estrogen,  have  an  increased  risk  ol  developing,  in  later  hie.  a form  ol  vaginal  or  cervical  cancer  that  is 
ordinaiily  extremely  rare  This  risk  has  been  estimated  as  not  greater  than  4 per  1,000  exposures 
Furthermore,  a high  percentage  ot  such  exposed  women  (Irom  30%  lo  90%)  have  been  found  to  have 
vaginal  adenosis,  epithelial  changes  ol  the  vagina  and  cervix  Although  these  changes  are  histologically 
benign,  it  is  not  known  whether  they  are  precursors  of  malignancy  Although  similar  data  are  nol  available 
with  the  use  ot  other  estrogens,  it  cannot  be  ptesumed  they  would  not  induce  similar  changes  Several 
reports  suggest  an  association  between  intrauletme  exposute  to  female  sex  hotmones  and  congenital 
anomalies,  including  congenital  heart  detects  and  limb-reduclion  delects  One  case-controlled  study 
estimated  a 4 7-told  increased  risk  ol  limb-reduclion  delects  in  infants  exposed  in  ulero  lo  sex  hotmones 
(oral  contraceptives,  hormone  withdrawal  tests  lot  pregnancy,  or  attempted  treatment  tot  threatened 
abortion)  Some  ol  these  exposures  were  very  short  and  involved  only  a lew  days  ot  Iteaimenl  The  data 
suggest  that  Ihe  risk  ot  limb-reduction  delects  in  exposed  leluses  is  somewhat  less  than  1 per  1.000  In  the 
past,  temale  sex  hormones  have  been  used  during  pregnancy  in  an  attempt  to  treat  threatened  or  habitual 
abortion  Thete  is  considerable  evidence  lhal  estrogens  are  melleclive  lor  these  indications  and  there  is  no 
evidence  Irom  well-controlled  studies  that  progestogens  are  ellective  lor  these  uses  II  PREMARIN  is  used 
during  pregnancy,  or  il  the  patient  becomes  pregnant  while  taking  this  drug,  she  should  be  apprised  ol  Ihe 
potential  risks  to  the  tetus.  and  the  advisability  ol  pregnancy  continuation 


DESCRIPTION:  PREMARIN  (conjugaled  estrogens.  USP)  conlams  a mixture  ol  estrogens,  obtained  exclusively 
Irom  natural  sources,  blended  lo  represent  the  average  composition  ol  maleiial  derived  from  pregnant  mares 
urine  II  conlams  estione,  equilin,  and  17a-dihydioequilin.  together  with  smaller  amounts  ot  17u-eslradiol 
equilenin.  and  17a-dihydroequrlenin  as  salts  ol  their  sultale  esters  Tablets  ate  available  in  0 3 mg.  0 625  mg.  0 9 
mg,  1 25  mg.  and  2 5 mg  sitengths  ot  coniugaled  estrogens  Cream  is  available  as  0 625  mg  coniugaled 
estrogens  per  gram 

INDICATIONS  AND  USAGE:  PREMARIN  (coniugaled  estrogens  tablets.  USP)  Moderale-lo-severe  vasomotor 
symptoms  associated  with  the  menopause  (There  is  no  evidence  that  estrogens  are  ellective  lor  nervous 
symptoms  or  depression  without  associated  vasomotor  symptoms  and  they  should  nol  be  used  lo  neat  such 
conditions ) Osteoporosis  (abnormally  low  bone  mass)  Atrophic  vaginitis  Kraurosis  vulvae  Female  castration 

PREMARIN  (coniugaled  estrogens)  Vaginal  Cream  is  indicated  in  ihe  irealmeni  ol  atrophic  vaginitis  and 
kraurosis  vulvae 

PREMARIN  HAS  NOT  BEEN  SHOWN  TO  BE  EFFECTIVE  FOR  ANY  PURPOSE  DURING  PREGNANCY  AND  ITS 
USE  MAY  CAUSE  SEVERE  HARM  TO  THE  FETUS  (SEE  BOXED  WARNING) 

Concomitanl  Progestin  Use:  The  lowest  ellective  dose  appropriate  lor  Ihe  specific  indication  should  be 
utilized  Studies  ol  the  addition  ol  a progestin  lor  7 or  more  days  ol  a cycle  ol  eslrogen  adminisiralion  have 
reported  a lowered  incidence  ol  endometrial  hyperplasia  Morphological  and  biochemical  studies  ol  the 
endometrium  suggest  lhal  10  lo  13  days  ol  progeslin  are  needed  lo  provide  maximal  maluralion  ol  the 
endometrium  and  lo  eliminate  any  hyperplastic  changes  Whether  this  will  provide  protechon  Irom  endometrial 
carcinoma  has  nol  been  clearly  established  There  are  possible  additional  risks  which  may  be  associated  with  the 
inclusion  ol  piogestin  in  estrogen  replacemenl  regimens  (See  PRECAUTIONS ) The  choice  ol  progestin  and 
dosage  may  be  iinporlanl.  pioduci  labeling  should  be  reviewed  to  minimize  possible  adverse  ellecis 
CONTRAINDICATIONS:  Estrogens  should  not  be  used  m women  (ot  men)  with  any  ot  the  lollowing  conditions. 
1 Known  or  suspected  cancer  ol  Ihe  breast  except  in  appropriately  selected  palienis  being  Healed  lot  metaslalic 
disease  2 Known  or  suspected  estrogen-dependent  neoplasia  3 Known  or  suspected  pregnancy  (see  Boxed 
Warning)  4 Undiagnosed  abnormal  genital  bleeding  5 Active  thrombophlebitis  or  thromboembolic  disorders 
6 A past  history  ol  thrombophlebitis.  Ihrombosis,  or  Ihtomboembolic  disorders  associated  with  previous 
eslrogen  use  (except  when  used  in  irealmeni  ol  breast  or  proslalic  malignancy) 

WARNINGS:  6lrogens  have  been  reported  to  increase  Ihe  risk  ol  endometrial  carcinoma  (see  Boxed  Warning) 
However,  a recent  large  case-controlled  study  indicated  no  increase  m risk  ol  breast  cancer  m postmenopausal 
women  A recent  study  has  reported  a 2-  to  3-lold  increase  in  Ihe  risk  ot  surgically  confirmed  gallbladder  disease 
in  women  receiving  postmenopausal  estrogens 

Adverse  ellecis  ol  oral  contraceptives  may  be  expected  al  the  larger  doses  ot  estrogen  used  lo  treat  proslalic  or 
breast  cancer  or  postpartum  breast  engorgemenl.  il  has  been  shown  that  there  is  an  increased  risk  ol  thrombosis 
in  men  receiving  estrogens  lor  proslalic  cancer  and  women  lor  postpartum  breast  engorgement  Users  ol  oral 
contraceptives  have  an  increased  risk  ol  diseases,  such  as  ihrombophlebilis.  pulmonary  embolism  stroke  and 
myocardial  mlarclion  Cases  ol  retinal  Ihrombosis,  mesenteric  thrombosis,  and  oplic  neuritis  have  been  reported 
in  otal  contraceptive  usets  An  rncreased  risk  ol  posisurgery  Ihromboembolic  complicalions  has  also  been 
reported  in  users  ol  oral  contraceptives  II  feasible,  esliogen  should  be  discontinued  at  least  4 weeks  before 
surgery  ol  the  type  associated  with  an  increased  risk  ot  thromboembolism,  or  during  periods  ol  prolonged 
immobilization  Estrogens  should  nol  be  used  in  persons  with  active  ihrombophlebilis.  Ihromboembolic 
disorders,  or  in  persons  with  a history  ol  such  disorders  in  association  with  estrogen  use  They  should  be  used 
with  caution  in  patients  with  cerebral  vascular  or  coronary  artery  disease  Large  doses  (5  mg  conjugated 
estrogens  per  day),  comparable  to  those  used  lo  treat  cancer  ol  the  prostate  and  breast,  have  been  shown  lo 
increase  the  risk  ol  nonlalal  myocardial  mlarclion,  pulmonary  embolism,  and  Ihrombophlebilis  When  doses  ol 
this  size  are  used,  any  ol  Ihe  Ihromboembolic  and  ihrombotic  adverse  ellecis  should  be  considered  a clear  risk 


Benign  hepatic  adenomas  should  be  considered  in  eslrogen  users  having  abdominal  pain  and  tenderness 
abdominal  mass,  or  hypovolemic  shock  Hepatocellular  carcinoma  has  been  reported  in  women  taking  estrogen- 
containing  otal  conitaceplives  Increased  blood  pressure  may  occur  with  use  ol  estrogens  in  the  menopause  and 
blood  pressure  should  be  monitored  with  eslrogen  use  A worsening  ol  glucose  tolerance  has  been  observed  in 
palienis  on  estrogen-containing  oral  contraceptives  For  this  reason,  diabetic  palienis  should  be  carelully 
observed  Estrogens  may  lead  lo  severe  hypercalcemia  in  palienis  with  breast  cancer  and  bone  melastases 
PRECAUTIONS:  Physical  examination  and  a complete  medical  and  family  history  should  be  taken  prior  lo  Ihe 
inilialion  ol  any  eslrogen  therapy  with  special  relerence  to  blood  pressure,  breasts,  abdomen,  and  pelvic  organs, 
and  should  include  a Papanicolaou  smear  As  a general  rule,  estrogen  should  not  be  prescribed  lor  longer  than 
one  year  without  another  physical  examination  being  perlormed  Conditions  inlluenced  by  lluid  relention.  such 
as  asthma,  epilepsy,  migraine,  and  cardiac  or  renal  dystunclion.  require  careful  observation  Certain  patients  may 
develop  manileslalions  ol  excessive  esliogemc  stimulation,  such  as  abnormal  or  excessive  uterine  bleeding, 
maslodynia  etc  Prolonged  adminisiralion  ol  unopposed  eslrogen  therapy  has  been  reported  to  increase  the  risk 
ol  endomeliial  hyperplasia  in  some  palienis  Oral  contraceptives  appear  lo  be  associated  with  an  increased 
incidence  ol  menial  depression  Patients  with  a history  ol  depression  should  be  carelully  observed  Pre-existing 
uterine  leiomyomata  may  increase  in  size  during  estrogen  use  The  pathologist  should  be  advised  ol  estrogen 
therapy  when  relevant  specimens  are  submitted  II  jaundice  develops  m any  palieni  receiving  estrogen,  the 
medication  should  be  discontinued  while  Ihe  cause  is  investigated  Estrogens  should  be  used  with  care  m 
palienis  with  impaired  liver  lunction.  renal  insulticiency.  metabolic  bone  diseases  associated  with  hypercalcemia 
or  in  young  palienis  in  whom  bone  growth  is  nol  yet  complete  II  concomitant  progestin  therapy  is  used,  polential 
risks  may  include  adverse  ellecis  on  carbohydrate  and  lipid  metabolism 
The  lollowing  changes  may  be  expected  with  larger  doses  ol  estrogen 
a Increased  sullobromophthalein  retenlion 

b Increased  prothrombin  and  factors  VII.  VIII.  IX.  and  X,  decreased  antilhrombin  3.  increased  norepinephnne- 
induced  platelet  aggregability 

c Increased  thyroid  binding  globulin  (TBG)  leading  lo  increased  circulating  total  thyroid  hormone,  as 
measured  by  PBL  T,  by  column  or  T4  by  radioimmunoassay  Free  T3  resin  uptake  is  decreased,  rellecimg  the 
elevated  TBG  tree  I4  concenlralion  is  unaltered 
d Impaired  glucose  tolerance 
e Decreased  pregnanediol  excretion 
I Reduced  response  lo  melyrapone  lesi 
g Reduced  serum  lolate  concenlralion 
h Increased  serum  triglyceride  and  phospholipid  concenlralion 

As  a general  principle,  Ihe  administration  ot  any  drug  lo  nursing  mothers  should  be  done  only  when  clearly 
necessary  since  many  drugs  are  excreted  in  human  milk 
Long-term,  continuous  administration  ol  natural  and  synthetic  estrogens  in  certain  animal  species  increases 
the  frequency  ol  carcinomas  ot  the  breast,  cervix,  vagina,  and  liver  However,  in  a recent,  large  case-controlled 
study  ol  postmenopausal  women  there  was  no  increase  m risk  ol  breast  cancer  with  use  ol  conjugated  estrogens 
ADVERSE  REACTIONS:  The  lollowing  have  been  reporled  with  estrogenic  therapy,  including  oral  con- 
iraceplives  breakthrough  bleeding,  spotting,  change  m menstrual  How,  dysmenorrhea,  premenslrual-like 
syndrome,  amenorrhea  during  and  alter  Irealmeni,  increase  in  size  ol  uterine  libromyomata.  vaginal  candidiasis, 
change  in  cervical  erosion  and  m degree  ol  cervical  secretion,  cystilis-like  syndrome,  tenderness,  enlargement, 
secretion  (ol  breasts),  nausea,  vomiting,  abdominal  cramps,  bloating,  cholestalic  jaundice,  chloasma  or 
melasma  which  may  persist  when  drug  is  discontinued,  erythema  multilorme,  erythema  nodosum,  hemotthagic 
etuplion.  loss  ot  scalp  hair,  hirsutism,  steepening  ol  corneal  curvature,  intolerance  lo  contact  lenses,  headache, 
migraine,  dizziness,  mental  depression,  chorea,  increase  or  decrease  in  weight,  reduced  carbohydrate  tolerance, 
aggravation  ol  poiphyiia,  edema,  changes  in  libido 

ACUTE  OVERDOSAGE:  May  cause  nausea,  and  withdrawal  bleeding  may  occur  in  females 

DOSAGE  AND  ADMINISTRATION: 

PREMARIN'  Brand  of  conjugated  estrogens  tablets.  USP 

1 Given  cyclically  lor  short-lerm  use  only  For  Irealment  ol  moderate-to-severe  vasomotor  symptoms,  atrophic 
vaginilis.  or  kraurosis  vulvae  associated  with  the  menopause  (0  3 mg  lo  1 25  mg  or  more  daily)  The  lowest  dose 
lhal  will  control  symptoms  should  be  chosen  and  medication  should  be  discontinued  as  ptomptly  as  possible 
Adminisiralion  should  be  cyclic  (eg,  three  weeks  on  and  one  week  oil)  Attempts  lo  discontinue  or  taper 
medication  should  be  made  al  three-  lo  six-monlh  intervals 

2 Given  cyclically  Osteoporosis  Female  castration  Osteoporosis  — 0 625  mg  daily  Adminisiralion  should  be 
cyclic  (eg,  three  weeks  on  and  one  week  oil).  Female  casiralion— 1 25  mg  daily,  cyclically  Adjust  upward  or 
downward  according  lo  response  ol  Ihe  palieni  For  maintenance,  adjust  dosage  to  lowest  level  lhal  will  provide 
ellective  control 

Patients  with  an  intact  uterus  should  be  monitored  lor  signs  ol  endometrial  cancer  and  appropriate  measures 
taken  lo  rule  out  malignancy  in  Ihe  event  ol  persistent  or  recurring  abnormal  vaginal  bleeding 
PREMARIN'  Brand  ol  conjugated  estrogens  Vaginal  Cream 
Given  cyclically  lor  short-term  use  only  For  Irealmeni  ol  atrophic  vaginilis  or  kraurosis  vulvae 
The  lowest  dose  that  will  control  symptoms  should  be  chosen  and  medication  should  be  discontinued  as 
promptly  as  possible 

Admmistralion  should  be  cyclic  (eg,  three  weeks  on  and  one  week  oil) 

Allempis  lo  discontinue  or  taper  medication  should  be  made  al  three- 10  six-month  intetvals 
Usual  dosage  range  2 g to  4 g daily,  mlravagmally  depending  on  the  seventy  of  Ihe  condition 
Treated  patients  with  an  intacl  uterus  should  be  monitored  closely  lor  signs  ot  endometrial  cancer  and 
appropriale  diagnostic  measures  should  be  taken  lo  rule  oul  malignancy  in  ihe  event  ol  persistent  ot  recurring 
abnormal  vaginal  bleeding 
References: 

1.  Lindsay  R Hart  DM  Clark  DM  The  minimum  ellective  dose  ol  eslrogen  lor  prevention  ol  postmenopausal 
bone  loss  Obslel  Gynecol  1984.63  759-763  2.  Sludd  JWW,  Thom  MH.  Paterson  MEL,  el  al  The  prevention  and 
Irealmeni  ol  endometrial  pathology  in  postmenopausal  women  receiving  exogenous  estrogens,  m Pasello  N, 
Paolelli  R,  Ambrus  JL  (eds)  The  Menopause  anrJ  Postmenopause  Lancaster.  England  MTP  Press  Lid.  1980. 
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Simply  more  advanced 
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FT7060 


Simple  sophistication.  The  Ricoh  FT7060  is 
designed  to  make  office  copying  efficient  and 
convenient.  An  animated  Guidance  Display  takes 
you  step-by-step  through  the  copying  process.  This 
copier  is  so  sophisticated  it  can  even  remember  to 
turn  itself  off. 

Call  us  for  a complete  demonstration  today. 
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MACHINES  FOR  BUSINESS 

Quorum  Corporation  Parkersburg  Office 

515  Hurricane  Creek  Road  3000  Seventh  Street 

Hurricane,  WV  25526  Parkersburg,  WV  26102 

1-800-  642 - 8585  In  Wes t Virginia 
1-800-624-8514  Outside  West  Virginia 

Sen/ing  all  of  West  Virginia 


County 

Societies 

McDowell 

Dr.  James  Wheeling  of  the 
Southern  West  Virginia  Clinic  in 
Beckley  was  the  guest  speaker  for 
the  meeting  of  the  McDowell  Coun- 
ty Medical  Society  September  9. 

The  meeting  was  held  at  the 
Bonanza  Restaurant  in  Welch. 

Doctor  Wheeling’s  subject  was 
“Hypertension,  the  Lipid  Question.” 

Dr.  Barbara  A.  Fenton,  President, 
announced  that  she  was  moving 
from  the  area  after  October  1,  and 
that  Dr.  John  Cook,  Vice  President, 
would  take  over. — R.  O.  Gale,  M.D., 
Secretary. 

MINGO 

Speakers  including  an  attorney 
and  the  claims  examiner  from  the 
Self  Insurance  Company  of  the  Pitts- 
ton  Coal  Group  presented  a pro- 
gram on  compensation  and  mine 
safety  during  the  meeting  of  the 
Mingo  County  Society  September  9. 

The  meeting  was  held  at  William- 
son Memorial  Hospital. 


PRIVATE 

PRACTICE: 

Practice  opportunity  for  Board 
Eligible/Board  Certified 
Psychiatrist  in  a dynamic,  in- 
novative and  well  established 
private  psychiatric  practice  in 
Huntington,  WV.  Beautiful 
community  on  the  Ohio  River 
provides  great  cultural  and 
educational  facilities.  Multi- 
discipline staff  of  two  MD’s 
and  four  masters  level 
therapists.  Both  in-patient 
and  out-patient  services  re- 
quired. Send  CV  and  starting 
salary  expectations  to: 

401  11th  Street 
Suite  701 

Huntington,  WV  25701 


Dr.  Pastor  Gomez  presented  the 
resolutions  passed  at  the  State 
Medical  Association  meeting  in 
August  and  discussed  the  previously 
proposed  AMA  foreign  medical 
graduate  section  which  was  not  ap- 
proved by  AMA  delegates  last 
summer. 

Dr.  Diane  Shafer  stressed  the  im- 
portance of  unifying  membership 
and  becoming  involved  in  organized 
medicine. — Diane  Shafer,  M.D., 
Secretary-Treasurer. 

MONONGALIA 

Dr.  Cordell  A.  De  La  Pena, 

WVSMA  President,  was  the  main 
speaker  for  the  meeting  of  the 
Monongalia  County  Medical  Society 
September  2. 

Attendance  was  178  including 
guests.— Robert  L.  Murphy,  Ex- 
ecutive Secretary. 


New  Members 


The  following  physicians  were 
welcomed  in  September  as  new 
members  of  the  West  Virginia  State 
Medical  Association: 

Kanawha 

Sue  S.  Carey,  D.O.,  5306  Linda  Vista 
Drive,  Cross  Lanes  25313,  Emergency 
Medicine 

Edward  W.  Eskew,  D.O.,  Doctor’s 
Urgent  Care,  P.  O.  Box  4227,  Charleston 
25364,  Emergency  Medicine 
Mallinath  Kayi,  M.D.,  400  Division 
Street,  South  Charleston  25309,  Inter- 
nal Medicine,  Pulmonary  Medicine 
Robert  Smith,  M.D.,  Associated 
Radiologists,  Inc.,  200  Medical  Arts 
Building,  Charleston  25301,  Diagnostic 
Radiology,  Nuclear  Medicine 

Monongalia 

Douglas  Dennis  Glover,  M.D., 
Department  of  OB/GYN,  WVU  Medical 
Center,  Morgantown  26506 
Marcus  Karl  Kung,  M.D.,  Department 
of  Medicine,  WVU  Medical  Center, 
Morgantown  26506,  Internal  Medicine 
David  Paul  Paar,  M.D.,  Department  of 
Medicine,  WVU  Medical  Center, 
Morgantown  26506,  Internal  Medicine 

Resident 

Yale  David  Conley,  M.D.,  102 
Buckhorn  Road,  Charleston  25314, 
General  Surgery 

Dennis  E.  Newland,  M.D.,  105  29th 
Street,  Charleston  25304,  Family 
Practice 


LIBRIUM®  ® 

chlordiazepoxide  HCI/Roche 
5-mg,  10-mg,  25-mg  capsules 
Before  prescribing,  please  consult  complete 
product  information,  a summary  of  which  follows: 
Indications:  Management  of  anxiety  disorders: 
short-term  reliet  of  anxiety  symptoms,  acute  alcohol 
withdrawal  symptoms,  preoperative  apprehension 
and  anxiety.  Usually  not  required  for  anxiety  or 
tension  associated  with  stress  of  everyday  life.  Effi- 
cacy beyond  four  months  not  established  by  sys- 
tematic clinical  studies.  Periodic  reassessment  of 
therapy  recommended. 

Contraindications:  Known  hypersensitivity  to  the 
drug. 

Warnings:  Warn  patients  that  mental  and/or  physical 
abilities  required  for  tasks  such  as  driving  or  operat- 
ing machinery  may  be  impaired,  as  may  be  mental 
alertness  in  children,  and  that  concomitant  use  with 
alcohol  or  CNS  depressants  may  have  an  additive 
effect.  Though  physical  and  psychological  depen- 
dence hove  rarely  been  reported  on  recom- 
mended doses,  use  caution  in  administering  to 
addiction-prone  individuals  or  those  who  might 
increase  dosage  Withdrawal  symptoms  (including 
convulsions)  reported  otter  abrupt  cessation  of 
extended  use  of  excessive  doses  are  similar  to  those 
seen  with  barbiturates.  Milder  symptoms  reported 
infrequently  when  continuous  therapy  is  abruptly 
ended.  Avoid  abrupt  discontinuation:  gradually 
taper  dosage 

Usage  in  Pregnancy:  Use  of  minor  tran- 
quilizers during  the  first  trimester  should 
almost  always  be  avoided  because  of 
increased  risk  of  congenital  malformations 
as  suggested  in  several  studies.  Consider 
possibility  of  pregnancy  when  instituting 
therapy:  advise  patients  to  discuss  therapy 
it  they  intend  to  or  do  become  pregnant. 
Precautions:  In  the  elderly  and  debilitated,  and  in 
children  over  six.  limit  to  smallest  effective  dosage 
(initially  10  mg  or  less  per  day)  to  preclude  ataxia  or 
oversedation,  increasing  gradually  as  needed  and 
tolerated.  Not  recommended  in  children  under  six. 
Though  generally  not  recommended,  if  combina- 
tion therapy  with  other  psychotropics  seems  indi- 
cated, carefully  consider  individual  pharmacologic 
effects,  particularly  in  use  of  potentiating  drugs  such 
as  MAO  inhibitors  and  phenothiazines.  Observe 
usual  precautions  in  presence  of  impaired  renal  or 
hepatic  function.  Paradoxical  reactions  (e  g.,  excite- 
ment stimulation  and  acute  rage)  hove  been 
reported  in  psychiatric  patients  and  hyperactive 
aggressive  children.  Employ  usual  precautions  in 
treatment  of  anxiety  states  with  evidence  of 
impending  depression:  suicidal  tendencies  may  be 
present  and  protective  measures  necessary.  Vari- 
able effects  on  blood  coagulation  have  been 
reported  very  rarely  in  patients  receiving  the  drug 
and  oral  anticoagulants,  causal  relationship  has  not 
been  established  clinically.  Due  to  isolated  reports 
of  exacerbation,  use  with  caution  in  patients  with 
porphyria. 

Adverse  Reactions:  Drowsiness,  ataxia  and  confu- 
sion may  occur,  especially  in  the  elderly  and  debili- 
tated. These  are  reversible  in  most  instances  by 
proper  dosage  adjustment  but  are  also  occasion- 
ally observed  at  the  lower  dosage  ranges.  In  a few 
instances  syncope  has  been  reported.  Also 
encountered  are  isolated  instances  of  skin  eruptions, 
edema,  minor  menstrual  irregularities,  nausea  and 
constipation,  extrapyramidal  symptoms,  increased 
and  decreased  libido-all  infrequent  and  generally 
controlled  with  dosage  reduction:  changes  in  EEG 
patterns  (low-voltage  fast  activity)  may  appear 
during  and  after  treatment  blood  dyscrasias 
(including  agranulocytosis),  jaundice  and  hepatic 
dysfunction  have  been  reported  occasionally, 
making  periodic  blood  counts  and  liver  function 
tests  advisable  during  protracted  therapy. 

Usual  Daily  Dosage:  Individualize  for  maximum 
beneficial  effects,  Oral-Adults  Mild  and  moderate 
anxiety  disorders  and  symptoms,  5 or  10  mg  t.i.d.  or 
q.l  d„  severe  states,  20  or  25  mg  t id.  or  q.i.d.  Geriatric 
patients.  5 mg  b.i.d.  to  q.id.  (See  Precautions.) 
Supplied:  Librium®  (chlordiazepoxide  HCI/Roche) 
Capsules,  5 mg,  10  mg  and  25  mg-bottles  of  100 
and  500:  Tel-E-Dose®  packages  of  100,  available  in 
boxes  of  4 reverse-numbered  cards  of  25,  and  in 
boxes  containing  10  strips  of  10,  Libritabs®  (chlor- 
diozepoxide/Roche)  Tablets,  5 mg  and  10  mg -bottles 
of  100  and  500: 25  mg-bottles  of  100.  With  respect 
to  clinical  activity,  capsules  and  tablets  are  indistin- 
guishable P I 0286 

Roche  Products  Inc. 

Manoti,  Puerto  Rico  00701 
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In  West  Virginia,  when  you  decide  to  prescribe  Librium, 

To  protect  your  decision. 
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5-mg,  10-mg,  25-mg  capsules 


chlordiazepoxide  HCI/Roche  ® 


ROCHE  / Copyright  © 1987  by  Roche  Products  Inc.  All  rights  reserved. 
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Please  see  adjacent  page  for  a summary  of  product  information. 


Obituaries 


JAY  E.  ROGERS,  JR.,  M.  D. 

Dr.  Jay  E.  Rogers,  Jr.,  retired 
Charleston  surgeon,  died  October  8 
in  a hospital  there.  He  was  75. 

Doctor  Rogers  was  Chief  of  the 
Department  of  Surgery  at  the 
former  Charleston  General  Hospital 
from  1965  to  1970,  and  held  the 
same  post  at  St.  Francis  Hospital  in 
Charleston  from  1975  to  1979. 

He  retired  in  1986  after  practicing 
in  Charleston  for  41  years. 

Doctor  Rogers  was  a member  of 
the  Charleston  General  Hospital  Ex- 
ecutive Comittee  and  the  Blood 
Bank,  Planning,  Tissue,  and 
Operating  Room  committees  there. 

Born  in  Mt.  Vernon,  Ohio,  he  at- 
tended Kanawha  College,  Morris 
Harvey  College  and  West  Virginia 
University,  and  received  his  M.  D. 
degree  in  1947  from  the  Medical 
College  of  Virginia.  He  interned  and 
took  his  residency  at  Charleston 
General  Hospital. 

Doctor  Rogers,  who  was  certified 
by  the  American  Board  of  Surgery 
in  1957,  was  former  Chief,  Section 
of  General  Surgery  at  the  Army- 
Navy  General  Hospital  in  Hot 
Springs,  Arkansas. 

He  was  a member  of  the  Kanawha 
Medical  Society,  West  Virginia  State 
Medical  Association,  American 
Medical  Association,  Southern 
Medical  Association,  and  American 
College  of  Surgeons. 

Survivors  include  the  wife,  Mrs. 
Irene  Cadle  Rogers;  a son,  Gary  E. 
Rogers  of  Charleston,  and  a 
daughter,  Susan  R.  Rogers  of  St 
Albans. 


New  WVU  Class 

(Continued  from  Page  558) 

Lim,  Duke  University;  St.  Albans — 
Gerardeen  M.  Santiago,  Baylor 
University;  South  Charlston — Mark 
D.  Mayle,  Mt.  Vernon  Nazareen 
College; 

Marion:  Fairmont — Maureen  Ann 
Haley,  WVU;  David  R.  Lough,  WVU; 
James  A.  Pollack,  WVU;  Cathy  E. 
Tsai,  WVU;  Mannington — ^James  D. 
Mills,  WVU; 

Marshall:  Glen  Dale — Robert  B. 
Wade,  WVU;  Nick  L.  Zervos,  WVU; 


Mercer:  Bluefield — Richard  F. 
Ammar,  Jr.,  Vanderbilt  University; 
Patrick  A.  Harris,  WVU;  Princeton — 
Jeffrey  A.  Ballard,  Concord  College; 

Mingo:  Williamson — Russell  F. 
King  11,  WVU; 

Monongalia:  Maidsville — Michael 

L.  Patterson,  WVU;  Morgantown — 
Thomas  G.  Bonder,  Juniata  College; 
Susan  C.  Capelle,  University  of 
Maryland;  Carolyn  A.  Costa, 
Youngstown  State  University;  John 
E.  Dinsmore,  WVU;  Anna  F.  Fakadej, 
Duke  University;  William  G.  Irr, 
WVU;  Joseph  Jarrell,  Jr.,  WVU; 
Margaret  E.  Jaynes,  WVU;  John  D. 
Juriga,  Edinboro  University;  Scott 

M.  Killmer,  WVU;  Alan  M.  Limtala, 
University  of  Rhode  Island;  Kristina 
A.  Maciunas,  WVU;  G.  Chandra 
Thakur,  Pennsylvania  State  Universi- 
ty; Timothy  Thistlethwaite,  WVU; 
Karen  Woodfork,  Rice  University; 
Constance  L.  Tryfiates,  WVU; 
Westover — Nancy  L.  Charlier, 
University  of  Pittsburgh; 

Ohio:  Triadelphia — Kimberly  J. 
Hollandsworth,  WVU;  Wheeling — 
Demir  E.  Bastug,  WVU;  Catherine  J. 
Patterson,  West  Liberty  State 
College; 

Putnam:  Hurricane — ^Julie  A. 

Kang,  Johns  Hopkins  University; 

Raleigh:  Beckley — Paul  S.  Legg, 
WVU;  Paul  M.  Thompson,  WVU; 
Khalique  Zahir,  Wake  Forest  Univer- 
sity; MacArthur — Thomas  J. 

Reynolds,  WVU; 

Roane:  Spencer — Melissa  J.  Gam- 
ponia,  Indiana  University; 

Wayne:  Ceredo — Kellie  M.  King, 
WVU;  Sherrie  A.  Napier,  Marshall 
University; 

Webster:  Webster  Springs — 
Gerald  Hamrick,  Fairmont  State 
College; 

Wetzel:  New  Martinsville — 
Timothy  E.  Shiben,  WVU;  Paden 
City — Bernard  R.  Borbely,  Wheeling 
College; 

Wirt:  Elizabeth — Larry  L.  Shears 
II,  WVU; 

Wood:  Parkersburg — Pacita  A. 
David,  Wheeling  College;  Walid  J. 
Haddad,  WVU;  Michael  D.  Roberts, 
MU;  Jeffery  W.  Weiser,  WVU;  David 
Beckner,  WVU;  Vienna — Christopher 
A.  Schlarb,  WVU; 

Out  Of  State:  Connecticut, 
Madison — Tamara  J.  Maris, 
Georgetown  University;  Georgia, 
Savannah — Sloan  Blair,  University  of 
Georgia;  Maryland,  Baltimore — 
Danielle  N.  Welch,  Loyola  College; 


Gambrills — Robert  Yapundich, 

WVU;  LaVale — Sanjay  Sanhir,  WVU; 
Silver  Spring — Cheryl  L.  Balknap, 
Shepherd  College;  Michigan,  Dear- 
born Heights — ^John  S.  Rodman, 
Youngstown  State  University;  Ohio, 
Elyria — Sue  Westfall,  Ohio  State 
University;  Wickliffe — Renee  F. 
Patyna,  Bethany  College;  Penn- 
sylvania, Burgettestown — 
Christopher  Maropis,  WVU; 
Pittsburgh — Denise  A.  Kaezorowski, 
WVU;  Nancy  A.  Sukys,  Washington 
and  Jefferson  College;  Uniontown — 
Lisa  B.  Hughes,  Pennsylvania  State 
University;  Virginia, 

Charlottesville — Robert  J.  Denton, 
WVU. 


CHAPMAN 
PRINTING  CO. 

★ 

1565  HANSFORD  ST. 
CHARLESTON,  WV  25311 

PHONE  341-0676 


MARS 

Medical  Access/ Referral  System 

Your  toll  free  access  to 
immediate  medical  informa- 
tion and  referral  services  at 
West  Virginia  University 
Medical  Center. 

1-800-982-6277 
CALL  FOR: 

1-800-WVA-MARS 

• Consultation  • Referral 

• Med-Line  • Patient  Update 

• Clinic  Appts.  • MRI  Appts. 

Professional  Use  Only! 


West  Virginia  University 
School  of  Medicine 
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LOOK  NO  FURTHER 
FOR  FINANCIAL 
DIRECTION! 


ALL  THE  PROFESSIONAL  FINANCIAL  AND  TRUST  SERVICES 
FOR  YOUR  PERSONAL  AND  BUSINESS  NEEDS 
ARE  IN  ONE  PLACE  . . . 

ONE  FINANCIAL  PLACE. 

NOW  AT  ALL  THE  ONE  VALLEY  BANKS  IN  WEST  VIRGINIA. 


Our  Financial  and  Trust  Services  include; 

• Personal  Asset  Management 

• Corporate  Funds  Management 

• Trusts  and  Estates 

• Estate  Settlement  for  Personal 
Executors 


• Private  Investment  Services 

• Financial  and  Estate  Planning 

• Corporate  Trusteeship  Services 

• Employee  Benefit  and  Retirement 
Plan  Administration 


For  Financial  & Trust  Services  it’s  ONE 


FINANCIAL  PLACE  ONEyALLEY 


6th  Floor  • One  Valley  Square 
Summers  & Lee  Streets  • Charleston,  WV  25301 
(304)  348-7081 


BANK 


Financial  & T rust  Services  are  also  available  through  all  other  One  Valley  Bank  locations. 


Dx:  recurrent 

\r\ui  vH  >* 

« t.SST  HIGH  - ■ 


for- 


herpes  labialis 

“HERPECIN-L  is  my  treatment  of  choice  for 
perioral  herpes.”  GP,  NY 

“HERPECIN-L  appears  to  actually  prevent  the 
blisters  . . . used  soon  enough.”  DDS,  MN 

“HERPECIN-L^.  . . a conservative  approach 
with  low  risk/high  benefits.”  MD,  FL 

“Used  at  prodromal  symptoms  . . . blisters 
never  formed  . . . remarkable.”  DH,  MA 

“(In  clinical  trials) . . . response  was  dramatic. 
HERPECIN-L  . .proven  far  superior.”  DDS,  PA 

“All  patients  claimed  shorter  duration  ...  at 
prodromal  symptoms  . . . HERPECIN-L 
averted  the  attacks.”  MD,  AK 


HeRpecin-L‘ 


OTC.  See  P.D.R.  for  information.  For  samples  to  make 
your  own  clinical  evaluation,  write:  Campbell  Laboratories, 
Inc.,  P.O.  BOX  812-MD,  FDR  STATION,  NEW  YORK,  N.Y. 
10150 


In  West  Virginia  HERPECIN-L  is  available  at  all  Fruth,  Nelson, 
Revco,  RiteAid  and  SupeRx  and  other  select  pharmacies. 


Annual  Audit,  1986 


The  annual  audit  of  receipts  and  disbursements  of  the 
West  Virginia  State  Medical  Association  for  the  calendar  year 
1986  has  been  completed  by  the  firm  of  Ernst  & Whinney, 
Certified  Public  Accountants  of  Charleston.  The  completed 
audit,  with  accountants’  report,  follows: 

Ernst  & Whinney 
900  United  Center 

To  the  Council 

West  Virginia  State  Medical  Association 
Charleston,  West  Virginia 

We  have  examined  the  statements  of  assets,  liabilities,  and  fund  balances  arising  from  cash  transac- 
tions of  the  several  funds  of  the  West  Virginia  State  Medical  Association  as  of  December  31.  1986 
and  1985,  and  the  related  statements  of  revenues  and  expenses  of  the  unrestricted  funds  and  changes 
in  fund  balances  of  the  several  funds  for  the  years  then  ended.  Our  examinations  were  made  in 
accordance  with  generally  accepted  auditing  standards  and,  accordingly,  included  such  tests  of 
the  accounting  records  and  such  other  auditing  procedures  as  we  considered  necessary  in  the 
circumstances. 


As  described  in  Note  A.  the  Association’s  policy  is  to  prepare  its  financial  statements  on  a modified 
cash  basis;  consequently,  certain  revenues  and  the  related  assets  are  recognized  when  received 
rather  than  when  earned,  and  expenses  are  recognized  when  paid  rather  than  when  the  obliga- 
tion is  incurred  In  addition,  the  financial  statements  of  West  Virginia  State  Medical  Association 
Properties,  Inc.,  a financially  interrelated  entity,  has  not  been  consolidated  as  required  by  general- 
ly accepted  accounting  principles  Accordingly,  the  accompanying  financial  statements  are  not  in- 
tended to  present  financial  position  and  results  of  operations  in  conformity  with  generally  accepted 
accounting  prinicples. 

In  our  opinion,  the  financial  statements  referred  to  above  present  fairly  the  assets,  liabilities,  and 
fund  balances  arising  from  cash  transactions  of  the  several  funds  of  the  West  V'irginia  State  Medical 
Association  at  December  31.  1986  and  1985.  and  the  revenues  and  expenses  of  the  unrestricted 
funds  and  changes  in  fund  balances  of  the  several  funds  for  the  years  then  ended,  on  the  basis 
of  accounting  described  in  Note  A.  which  basis  has  been  consistently  applied. 


Charleston,  West  Virginia 
April  27,  1987 


STATEMENTS  OF  ASSETS,  LIABILITIES,  AND  FUND 
BALANCES  ARISING  FROM  CASH  TRANSACTIONS— 


Note  A 

WEST  VIRGINIA  STATE  MEDICAL  ASSOCIATION 


UNRESTRICTED  FUNDS 

ASSETS 

Cash,  including  savings;  1986 — 5397,686; 

1985—5132,377 

Investments 

Note  receivable — Note  B 

Receivable  from  affiliate — Note  B 

Due  from  restricted  funds 

Prepaid  rent — Note  B 

Furniture  and  equipment  (net  of  538.322  and 
512,260  accumulated  depreciation  for  1986  and  1985) 


LIABILITIES 

State  and  American  Medical  Association 
dues  collected  in  advance 

FUND  BALANCES 

Undesignated  

Designated  for  professional  liability  education 

CONTINGENT  INCOME  TAX  LIABILITY— Note  D 

RESTRICTED  FUNDS 
Assets 

Cash 

Certificates  of  deposit 

Investment  in  common  stock 


LIABILITIES 

Assessments  collected  on  behalf  of  West  Virginia  Stale 

Medical  Association  Properties,  Inc. — Note  B 

Due  to  unrestricted  funds — Note  C 


FUND  BALANCES 
Medical  scholarship 

Endowment 

Flood  relief 


See  notes  to  financial  statements. 


December  31 


1986  1985 


$415,094 

$136,875 

254,597 

521,850 

14,368 

25.000 

5,000 

14,952 

20,000 

20,000 

96,775 

1 10.340 

$820,786 

$814,065 

$104,100 

$ 86,432 

704,291 

715,238 

12,395 

12,395 

716,686 

727,633 

$820,786 

$814,065 

$ 5n 

$ 15,510 

105,521 

98,775 

4,250 

4,250 

$1 10,288 

$118,535 

$ 14,952 

$ 10,632 

14,952 

10,632 

91,086 

99,263 

4,250 

4,250 

4,390 

95,336 

107,903 

$110,288 

$118,535 

STATEMENTS  OF  REVENUES  AND  EXPENSES— 

UNRESTRICTED  FUNDS  — Note  A 

WEST  VIRGINIA  STATE  MEDICAL  ASSOCIATION 

Years  Ended 


Revenues  collected: 

Dues 

Advertising 

Interest  

Contributions 

Refund  of  expenses 

Professional  liability  services  — Note  C 

Other  revenues,  including  grants  from 
Endowment  Fund:  1986 — 51,056;  1985 — 5928 


Expenses  paid  and  depreciation; 

Dues  remitted  to  AMA 

Salaries  and  wages 

Employee  benefits 

Legal  and  accounting 

Taxes — payroll 

Office  rent 

President’s  stipend 

Office  supplies 

Telephone 

Furnishings  and  office  equipment  . . . 

Postage  

Flood  relief 

Travel 

Convention  speakers  and  supplies 

Malpractice  (Tort  Reform) 

Publishing  and  printing 

Public  relations 

Depreciation  expense 

Other  expenses 

EXCESS  (DEFICIENCY)  OF  REVENUES 
OVER  EXPENSES 

See  notes  to  financial  statements. 


December  31 
1986  1985 


5947,795 

36,266 

51,547 

4.750 

2,184 

142,691 

92,654 

1,277.887 


368.551 

214.551 
49.520 
17.897 
13.875 
72.500 

5.000 

21.587 

13,307 

550 

22,868 

64,558 

80,124 

103.934 

115.477 

20,210 

26,062 

78,263 

1,288,834 


5 (10,947) 


1789.225 

39.249 

71,662 

4.825 

2,224 

164.350 

74,294 

1.145.829 


334,051 

197.916 

39.158 

21,298 

12,729 

71,608 

5,000 

31.056 

14,686 

5.718 

18.895 

25.000 
63.304 
73,454 

1 1 .000 

121,205 

16,598 

12,260 

52,584 

1,127,520 


I 18,309 


STATEMENTS  OF  CHANGES  IN  FUND  BALANCES 
ARISING  FROM  CASH  TRANSACTIONS  — Note  A 
WEST  VIRGINIA  STATE  MEDICAL  ASSOCIATION 


RESTRICTED  FUNDS 

Medical  Building  Flood 

Unrestricted  Scholarship  Endowment  Assessment  Relief 

Funds  Fund  Fund  Fund  Fund 


Balance, 

January  1.  1985 673.132  S125.887  S4.250 

Excess  of  revenues 

over  expenses 18,309 

Forgiveness  of 

liability- Note  E 36,192  (36,192) 

Dues  and 

contributions 23,508  S19.350 

Repayment  of 

scholarships I.^OO 

Interest  collected  8.360  $1,401  40 

Scholarships  to 

medical  students (24,000) 

Dividends  received 928 

Grant  to  unrestricted 

funds (928) 


Disbursements  to 

flood  relief  projects...  (15,000) 

Amount  transferable  to 
West  Virginia  State 
Medical  Association 
Properties,  Inc.  — 

Note  B (1,401)  

Balance, 

December  31.  1985 727.633  99.263  4.250  —0—  4.390 

Deficiency  of  revenues 
over  expenses (10,947) 

Dues  and  contributions  24.348  3,175 

Repayment  of 

scholarships 1.700  1.056 

Interest  collected 6,775  *50 

Scholarships  to  medical 

students (21,000) 

Remittance  to 
Charlie  Lewis  Student 

Loan  Funds (20,000) 

Dividends  Received 1,056 

Grant  to  unrestricted 

funds (1.056) 

Disbursements  to 

flood  relief  projects  


Balance, 

December  31.  1986  1716.686  191.086  14,250  S — 0—  $ — 0— 


See  notes  to  financial  statements 
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NOTES  TO  FINANCIAL  STATEMENTS 

WEST  VIRGINIA  STATE  MEDICAL  ASSOCIATION 

December  31,  1986 

NOTE  A — PRESENTATION  OF  FINANCIAL  STATEMENTS 

The  financial  statements  of  the  Association  are  presented  using  a modified  cash  basis  of  account- 
ing Under  this  basis  of  accounting,  certain  revenues,  other  than  members'  dues  collected  in  ad- 
vance, and  the  related  assets  are  recognized  when  received  rather  than  when  earned,  and  expenses 
are  recognized  when  paid  rather  than  when  the  obligation  is  incurred.  Members’  dues  collected 
in  advance  are  recognized  in  the  year  for  which  they  are  assessed.  In  addition,  prepaid  rentals 
and  receivables  with  certain  related  parties  have  been  recorded  on  an  accrual  basis. 

West  Virginia  State  Medical  Association  Properties.  Inc.  (“Properties”)  was  formed  during  1980  to 
acquire  land  and  construct  an  office  building  for  the  Association.  This  project  was  completed  dur- 
ing 1985.  The  accounts  of  Properties  have  not  been  consolidated  in  the  accompanying  financial 
statements. 

In  conjunction  with  this  activity,  the  Association  collected  assessments  on  behalf  of  Properties 
and  also  loaned  Properties  $25,000  in  1981  from  the  general  fund  at  a stated  interest  rate  of  15%. 
During  1986  and  1985,  no  interest  has  been  paid  to  the  Association.  During  1986.  the  board  ap- 
proved the  termination  of  the  building  assessment  fund.  The  balance  of  the  fund  of  $10,632  was 
applied  as  a payment  against  the  note  receivable. 

In  1984,  the  Association  advanced  Properties  $20,000  from  the  general  fund  which  is  considered 
prepayment  of  future  rents. 

Further,  generally  accepted  accounting  prinicples  require  that  the  Association  and  Properties  be 
combined  for  financial  reporting  purposes.  The  principal  asset  of  Properties  is  the  building  which 
serves  as  the  headquarters  of  the  Association.  Properties'  principal  source  of  revenue  is  rent  received 
from  the  Association.  The  impact  of  consolidating  these  entities  has  not  been  determined. 

Investments,  consisting  of  certificates  of  deposit,  repurchase  agreements,  and  U.S.  Treasury  bills, 
are  recorded  at  cost  which  approximates  market  value. 

Office  furnishings  and  equipment  are  recorded  at  historical  cost  and  are  being  depreciated  over 
a five-year  useful  life  on  a straight-line  basis. 

The  Association  has  designated  a special  assessment  fund  to  be  used  for  professional  liablility  educa- 
tion. The  funds  are  to  be  used  to  inform  physicians  about  current  and  potential  problems  with 
malpractice  insurance  and  are  accounted  for  as  unrestricted  funds. 

The  Association  provides  scholarships  to  students  attending  Schools  of  Medicine  at  West  Virginia 
and  Marshall  Universities  for  the  purpose  of  defraying  expenses  incurred  by  such  students.  Under 
certain  conditions,  as  set  forth  in  the  scholarship  agreements,  the  scholarships  are  repayable  to 
the  Association  in  whole  or  in  part.  Scholarships  to  students  and  repayments  thereof  are  recorded 
directly  in  the  Medical  Scholarship  Fund 


NOTE  B— RELATED  PARTY 

In  1986,  the  Association  approved  a $50,000  line  of  credit  to  Preferred  Medical  Care  Network  of 
West  Virginia,  Inc.,  a preferred  provider  organization  established  to  benefit  Association  members. 
This  line  of  credit  was  established  to  assist  the  new  organization  with  its  initial  start-up  costs.  Dur- 
ing 1986,  $5,000  was  advanced  to  the  organization. 


NOTE  C— PROFESSIONAL  LIABILITY  SERVICES 

During  1981,  the  Association  entered  into  separate  agreements  with  Continental  Insurance  Agency 
(CNA)  and  McDonough  Caperton  Shepherd  Group.  Inc.  (MCSG)  to  provide  educational  and 
marketing  services  to  the  Association  members  relating  to  professional  liability  insurance.  Under 
the  terms  of  the  agreement,  the  Association  is  to  receive  up  to  $100,000  a year  from  each  com- 
pany. The  Association  received  payments  of  $100,000  and  $84,350  from  CNA  and  $42,690  and 
$80,000  from  MCSG  in  1986  and  1985.  respectively. 


NOTE  D— CONTINGENT  INCOME  TAX  LIABILITY 

Revenues  of  the  Association  are  generally  exempt  from  federal  income  tax  under  Section  501(c)(6) 
of  the  Internal  Revenue  Code.  However,  certain  income,  primarily  advertising  revenues  and  in- 
come received  under  agreements  with  insurance  providers  for  their  educational  and  marketing 
services  and  use  of  the  Association's  membership  lists,  is  considered  unrelated  business  income 
and  is  taxable  to  the  extent  it  exceeds  allocable  expenses. 

In  an  examination  during  1984,  the  Internal  Revenue  Service  contended  that  losses  arising  in  prior 
years  from  advertising  activities  do  not  constitute  net  operating  losses  available  for  carryforward 
against  taxable  income.  Approximately  $9,000  and  $30,000  of  such  prior  year  losses  have  been 
offset  against  unrelated  business  income  in  filing  the  Association's  1986  and  1985  annual  informa- 
tion returns  and  approximately  $71,000  would  be  available  for  carryforward  from  1986  to  1998. 
Of  the  total  losses  available  for  carryforward  as  of  December  31,  1986.  approximately  $7,000  will 
expire  in  1996,  $42,000  in  199"^.  and  $22,000  in  1998. 

The  Association  filed  a protest  with  the  United  States  Tax  Court  appealing  the  findings  of  the  ex- 
amining agent.  No  provision  has  been  made  in  the  financial  statements  for  any  liablility  for  federal 
income  taxes.  If  the  Association  is  not  successful  in  its  appeal,  the  tax  liablility  would  approximate 
$72,000  as  of  December  31,  1986. 


NOTE  E— FORGIVENESS  OF  LIABLITY 

During  1985,  the  executive  committee  of  the  Association’s  council  approved  a resolution  to  forgive 
the  Unrestricted  Funds  liability  of  $36,192  to  the  Medical  Scholarship  Fund.  This  action  had  the 
effect  of  increasing  the  undesignated  Unrestricted  Funds  balance  and  decreasing  the  Medical  Scholar- 
ship Fund  balance  by  $36,192,  respectively. 


GREENBRIER  PHYSICIANS,  INC. 

A Multispecialty  Clinic 

Greenbrier  Valley  Medical  Arts  Building 

Ronceverte/Fairlea/Lewisburg,  West 

Virginia 

1-800-642-5161  or  304-647-511 

5 

INTERNAL  MEDICINE 

OBSTETRICS/GYNECOLOGY 

PSYCHOLOGY 

Robert  K.  Modlin,  M.  D. 

James  L.  Pfeiff,  M.  D. 

Connie  Bradley-Mann,  Ph.D. 

Helen  R.  Perez,  M.  D. 

Robert  L.  Wheeler,  M.  D. 

Thomas  F.  Mann,  M.  D. 

EAR,  NOSE  & THROAT 

ANCILLARY  SERVICES 

SURGERY 
General  & Vascular 

Keith  M.  Holmes,  M.  D. 

Physical  Therapy 

H.  P.  Dinsmore,  M.  D. 

OPHTHALMOLOGY 

Tom  Moore,  R.P.T. 

Robert  K.  Scott,  II,  M.  D. 

Wood  McCue,  R.P.T. 

General  & Thoracic 

B.  L Plybon,  M.  D. 

PEDIATRICS 

Respiratory  Therapy 

James  D.  Creasman,  R.R.T. 

ORTHOPEDIC  SURGERY 

William  S.  Dukart,  M.  D. 

Conrad  D.  Tamea,  Jr.,  M.  D. 

Janice  Centa,  P.  A.,  M.  S. 

Audiology 

James  W.  Banks,  M.  D. 

Gary  M.  Vandevander,  M.S. 

FAMILY  GENERAL  PRACTICE 

RADIOLOGY 

Charles  Weinstein,  M.  D. 

Joseph  E.  Shaver,  M.  D. 

Terry  Lesko,  M.  D. 

ADMINISTRATION 

E.  T.  Cobb,  M.  D. 

Richard  Co\wan,  M.  D. 

Sandra  W.  Ayers,  Business  Manager 
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LOST  YOUR  IRA? 


TRY  A401(K)!! 


401(k)-Still  the  Best 
Deal  Around 


Did  the  Tax  Reform  Act  of  1986  take  away  your 
ability  to  make  a deductible  contribution  to  your  IRA? 

If  so,  then  don't  give  up  hope.  A 401(k)  plan  might 
be  just  the  thing  for  you  to  pick  up  the  lost  deduction. 

The  pension  professionals  at  The  National  Bank  of 
Commerce  of  Charleston  can  design  a new  401(k)  for 
you,  or  add  a 401(k)  “rider”  to  an  existing  plan.  Or, 
perhaps  you  might  want  to  try  the  new  401(k)/SEP. 

We  offer  complete  design,  administrative  and 
investment  services  for  all  your  401(k)  needs.  Call  us 
today  at  348-4505  to  talk  about  how  a 401  (k)  plan  can  fit 
into  your  plans. 


National  Banc 
of  Commerce 
Company  Banks 


1C 

:e  \ m 

anks^Kv;r. 

Membefs  FOiC 


Betty  S.  Ireland 

Vice  President,  Pension  Trust 


Charleston  Area  medical  Center 

AND 

THE  Cleveland  Clinic  Foundation 

ARE  PLEASED  TO  ANNOUNCE 
A JOINT  PROGRAM  IN 

Kidney  Transplant  Surgery  Services 

AT  CAMC. 

Charleston  Area  Medical  Center 
General  Division 
Charleston,  West  Virginia 
For  information,  call  340-7823. 


A PRESCRIPTION  FOR 
PHYSICIANS. 

Bothered  by: 

★ Too  much  paperwork?  ★ The  burden  of  office  overhead? 

★ Molprocfice  insurance  cosfs? 

★ Nof  enough  fime  for  fhe  family? 

★ No  fime  fo  keep  currenf  wifh  fechnology  and  new  mefhods’ 

★ No  fime  or  money  for  professional  developmenf? 

Join  the  Air  Force  Medical  Team.  We'll  provide  the  following: 

★ Compefenf  and  dedicated  professional  staff. 

★ Time  for  patients  and  for  keeping  professionally  currenf. 

★ Financial  security,  a generous  retirement  for  those  who  qualify. 

★ If  qualified,  unlimited  professional  developmenf. 

★ Medical  facilities  all  around  the  world. 

★ 30  days  of  vacation  wifh  pay  each  year. 

★ Complete  medical  and  dental  care. 

★ Low  cost  life  insurance. 

Wont  to  find  out  more?  Contact  your  nearest  Air  Force  recruiter  for 
information  at  no  obligation.  Call 


Capt  George  Berberich 
(804)  276-0459  Collect 
1-800-423-USAF 


THE  WHEELING  CLINIC 

WHEELING,  WEST  VIRGINIA  26003 

L.  L.  CLINE,  Executive  Director 

Wheeling,  234-2000  • St.  Clairsville,  695-2511  • New  Martinsville  area,  455-4588  • Wellsburg-Steubenville  area,  527-1230 


INTERNAL  MEDICINE 
General 

B.  L.  VanPelt.  M.  D. 

P.  R.  Hedges,  M.  D. 

R.  N.  Lewis,  M.  D.  (St.  Clairsville) 

M.  J.  Lohne,  M.  D.  (St.  Clairsville) 

R.  D.  Morris,  D.  0.  (New  Martinsville) 

C.  McCool,  M.  D.  (St.  Clairsville) 

Peripheral  Vascular  Disease 

J.  D.  Holloway,  M.  D. 

Cardiovascular 

A.  M.  Valentine,  M.  D. 

W.  E.  Noble,  M.  D. 

Gastroenterology 

T.  E.  Chvasta,  M.  D. 

L.  R.  Cain,  M.  D. 

Hematology/Oncology 

C.  A.  Vasquez,  M.  D. 

Nephrology  Associates.  Inc. 

Pulmonary 

T.  V.  Burke,  M.  D. 

Rheumatology 

M.  A.  Stevens,  M.  D. 

GENERAL  SURGERY 

E.  C.  Voss,  M.  D. 

J.  H.  Mahan,  M.  D.  (St.  Clairsville) 

R.  L.  Cross,  M.  D.  (Martins  Ferry) 

THORACIC  AND 
CARDIOVASCULAR  SURGERY 

H.  Shackelford,  M.  D. 


ORTHOPEDICS 

E.  L.  Barrett,  M.  D. 

R.  S.  Glass,  M.  D. 

UROLOGY 

D.  C.  Trapp,  M.  D. 

B.  M.  McCuskey,  M.  D. 

GYNECOLOGY 

R.  W.  Leibold,  M.  D. 

R.  T.  Brandfass,  M.  D. 

OBSTETRICS  & GYNECOLOGY 

T.  A.  Athari,  M.  D. 

J.  W.  Campbell,  M.  D. 

C.  V.  Porter,  M.  D. 

OPHTHALMOLOGY 

W.  F.  Park,  M.  D. 

M.  E.  Nugent,  M.  D. 

R.  V.  Pangillnan,  M.  D. 

C.  G.  Kirby,  M.  D. 

OTOLARYNGOLOGY/ 

MAXILLO  FACIAL  SURGERY 

W.  A.  Tiu,  M.  D. 

RADIOLOGY 

Valley  Radiologists,  Inc. 

FAMILY  PRACTICE 

R.  A.  Porterfield,  M.  D.  (St.  Clairsville) 
G.  L.  Cholak,  M.  D.  (St.  Clairsville) 

E.  L.  Coffield,  M.  D.  (St.  Clairsville) 

J.  D.  Smith,  D.  0.  (Wheeling) 

DERMATOLOGY 

M.  Baron,  M.  D. 


NEUROLOGY 

H.  L.  Kettler,  M.  D. 

S.  G.  Christopher,  M.  D. 

W.  Zyznewsky,  M.  D. 

S.  Govindan,  M.  D. 

Neuropathology 

S.  Govindan,  M.  D. 

PSYCHIATRY 

S.  D.  Ward,  M.  D. 

D.  H.  Smith,  M.  D. 

D.  P.  Hill,  M.  D. 

Pediatric  Psychiatry 

V.  Stein,  M.  D. 

ANCILLARY  SERVICES 
Optical 

Speech  Therapy/Audiology 

Counseling/Group  Therapy 

Biofeedback  Laboratory 

Electrology/Cosmetic  Therapy 

Electrocardiography 

Electroencephalography 

Neurological  Studies  (Non-Invasive) 

Roentgenology 

Pulmonary  Diagnostics  Lab 

Nutrition  Therapy 

24°  A/EEG  Scanning  Service 
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THIRD  PARTY  PAYORS,  ACCOUNTS  RECEIVABLE  & BILLING, 
TAX  REVISION  . . . The  issues  are  few  . . . The  questions  are  many  . . . 

• should  you  accept  assignment  for  Medicare?  • are  billing  and  collection  efforts  efficient? 

• have  you  violated  Medicare  fraud  and  abuse  laws?  • are  you  billing  everything  you’re  entitled? 

• is  your  fee  schedule  designed  to  maximize  revenues?  • are  you  aware  of  how  proposed  regulations  will  affect  you? 


In  this  environment  of  tougher  competition  and  more  regulations,  it  is  increasingly  important  to  operate  your  practice  as  efficiently 
as  possible.  We  are  experienced  at  third  party  reimbursement  analysis,  accounts  receivable  management,  joint  venture  analysis, 
tax  planning  and  other  related  areas.  If  you  need  assistance  or  have  other  questions,  contact  our  Medical  Practice  Manage- 
ment Group  professionals. 

Arnett  & Foster,  Certified  Public  Accountants 


Medical  Practice  Management  Group 
500  Lee  Street,  P.O.  Box  2629 
Charleston,  West  Virginia  25329 


itriu'U  & Ibsler 


(304)  346-0441 
1-800-642-3601 
Bill  McKee,  Coordinator 


THE  MYERS  CLINIC 


Philippi,  West  Virginia 

Radiology: 

Surgery: 

Pediatrics: 

Halberto  G.  Cruz,  M.  D. 

J.  W.  Woodford,  M.  D. 
Boyd  R.  Wickizer,  M.  D. 

E.  G.  Kreider,  M.  D. 
Beth  E.  Rezet,  M.  D. 

Pathology: 

Fulvio  Franyutti,  M.  D. 

Internal  Medicine: 

Karl  J.  Myers,  Jr.,  M.  D. 
Wm.  A.  SanPablo,  M D. 
Gregg  J.  Fromell,  M.  D. 

Family  Practice: 

Charles  L.  Arnett,  M.  D. 
James  A.  Arnett,  M.  D. 

Notice:  Seeking  Ob/Gyn  Board  Certified  or  Board  Eligible  and  Family  Practice  with  Ob. 
Seeking  Locum  Tenen— Ob/Gyn. 

Contact:  Lonnie  L.  Crane,  112  North  Woods  Street,  Philippi,  WV  26416.  (304)  457-2800. 


SAINT  MARY’S  HOSPITAL 

2900  First  Avenue  — Huntington,  WV  25701  — Telephone:  304-526-1234 

Psychiatric  treatment  for  the  emotionally  disturbed.  Qualified  psychologists  and  social  workers  on  staff. 
Program  Includes:  Group  Therapy,  Psychotherapy,  Crisis  Intervention,  Care  for  the  Acutely  Disturbed, 
Substance  Abuse  and  Recreational  Therapy.  Well  trained  staff.  Forty-seven  beds. 


Medical  Staff  Members 


R.  A.  Edwards,  M.  D 697-7036 

K.  M.  Fink,  M.  D 525-8191 

R.  W.  Hibbard,  M.  D 525-9355 

D.  H.  Webb,  M.  D 525-9355 

J.  Gallemore,  M.  D 526-0580 

J.  Corcella,  M.  D 525-7851 

J.  V.  Ottaviano,  M.  D 525-7851 


L.  C.  Smith,  M.  D 522-4422 

M.  M.  Bateman,  M.  D 526-0580 

R.  A.  Kayser,  M.  D 529-1289 

C.  L.  McGahee,  M.  D 526-0580 

B.  M.  Hirani,  M.  D 523-2625 

R.  Kumar,  M.  D 529-2090 

S.  Y.  Marca,  M.  D 736-2216 
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JAMES  T.  SPENCER,  JR.,  M.D. 

ROGER  R NICHOLS,  M.D. 

RONALD  L.  WILKINSON,  M.D.,  F.A.C.S. 
F.  THOMAS  SPORCK,  M.D.,  F.A.C.S. 
CHARLES  D.  CRIGGER,  M.D. 


AUDIOLOGY  SERVICES 
VINCENT  LUSTIG,  PH.D. 
GARY  HARRIS,  PH.D. 


EAR,  NOSE  & 
THROAT  ASSOCIATES 

OF  CHARLESTON,  INC. 


HEAD  AND  NECK 
MEDICINE  AND  SURGERY 
OTORHINOLARYNGOLOGY 
OTOLARYNGIC  ALLERGY 
FACIAL  PLASTIC  AND 
RECONSTRUCTIVE  SURGERY 
BRONCHOESOPHAGOLOGY 
FORENSIC  OTOLOGY 


1314  VIRGINIA  ST,  EAST  — P.  O.  BOX  1628 
CHARLESTON,  WEST  VIRGINIA  25326-1628 
PHONE  342-0124 


Huntington  Ear  Clinic,  inc. 

1616  13th  Avenue,  Suite  100,  Huntington,  WV  25701-3840 

I 


JOSEPH  B.  TOUMA,  M.D.,  FACS 

Practice  Limited  to  Ear  and 
Balance  Disorders 


OTOLOGIC  SERVICES 

Ear  diseases  and  surgery 
Deafness 


AUDIOLOGY 

Robert  Shumate,  M.Ed.,  CCCA 

Certified  Clinical  Audiologist 

Lena  S.  Shumate,  M.Ed.,  CCCA 

Certified  Clinical  Audiologist 


Balance  Disorders 
Facial  Nerve  Disorders 
Tinnitus 

Forensic  Otology 


AUDIOLOGIC  SERVICES 

Complete  audiometric 
testing 

Newborn  & children 
testing 

Hearing  aid  evaluation, 
dispensing  & counseling 

Compensation  & 

Rehabilitation  testing 

Industrial  hearing  screening 

Central  Auditory  testing 


HUNTINGTON  TELEPHONE  NUMBER 
304-529-2407  — 304-522-8800 


PUTNAM/TEA YS  VALLEY  TELEPHONE  NUMBER 
304-757-8877 


Charlestony^^^^ 

Eye  Care  I George  E.  Toma,  M.D.,  FACS 

Associates  IncSJli 


SURGICAL  CARE 

CATARACT  REMOVAL 

LASER  SURGERY  & THERAPY 

AND  TREATMENT 

INTRAOCULAR  LENS  IMPLANT 

CORNEAL  TRANSPLANTS 

FOR  DISEASES 
OF  THE  EYE 


SURGICAL  CORRECTION  FOR 
NEARSIGHTEDNESS 

MEDICARE  ASSIGNMENT  ACCEPTED 


PERMANENT  COSMETIC 
EYELINER 


311  Laidley  Street,  Suite  102 
Charleston,  WV  25301 
344-3937 


CHARGING  ONLY  WHAT  MEDICARE 
APPROVES  FOR  COVERED  SERVICES 


4430  Kanawha  Turnpike 
South  Charleston,  WV  25309 
768-0068 


CALL  TOLL  FREE  8:00  A.M.  - 4:00  RM.  (800)  344-3993 
24  HOUR  ANSWERING  SERVICE  — FREE  PARKING  AT  BOTH  LOCATIONS 
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The  AMA 

Hospital  Medical  Staff  Section 
Tenth  Assembly 

DECEMBER  3-7 1987 
WESTIN  PEACHTREE  PLAZA 
ATLANTA,  GEORGIA 


Represent  your  medical  staff 


For  Information  Contact; 

Department  of  Hospital  Medical 
Staff  Services 

American  Medical  Association 
535  North  Dearborn  Street 
Chicago,  Illinois  60610 
Phone  (312)  645-4747  or  645-4753 


DO  YOU  KNOW  that  over  1,000  Auxilians  are  working  for  you,  your  spouse  and  your  communi- 
ty in  West  Virginia?  The  Auxiliary  to  the  West  Virginia  State  Medical  Association  is  part  of 
a network  of  the  80,000  physician  spouses  belonging  to  the  AMA  Auxiliary  who  are  united  by 
a common  bond  for  a common  goal:  to  improve  the  health  and  quality  of  life  for  all  people. 


WEST  VIRGINIA’S  PROGRAMS  HIGHLIGHTED 


Auxiliary  Phone  Bank 
and  Legislative 
Programs 


AMA-ERF 


Ronald  McDonald 
House 


Friendships 


Health  Career 
Loan  Fund 


Health  Education 
& Projects 


AUXILIANS  HAVE  FOUND  THAT  MEMBERSHIP  DOESN’T  COST  BUT  RATHER  PAYS  TO 
BELONG.  AUXILIANS  HELP  INFLUENCE  THE  FUTURE  DIRECTION  OF  MEDICINE  IN  THEIR 
COMMUNITIES.  DO  YOU  WANT  TO  BE  A PART  OF  THAT  PLAN?  We  know  there  are  many 
spouses  in  West  Virginia  who  have  the  talent,  skill  and  desire  to  become  involved  and  have 
yet  to  join.  This  is  an  open  invitation  to  join. 

PHYSICIANS  PLEASE  BRING  THIS  NOTICE  TO  THE  ATTENTION  OF  YOUR  SPOUSE. 

Simply  ask  your  spouse  to  return  the  form  below  to  the  Auxiliary  to  the  West  Virginia  State 
Medical  Association,  P.  O.  Box  4106,  Charleston,  WV  25364. 


□ YES,  I wish  to  become  a member  of  the  Auxiliary  to  the  West  Virginia  State  Medical  Associa- 
tion, the  AMA  Auxiliary  and  my  local  chapter.  Please  indicate  your  name,  address,  and  phone 
number.  A local  representative  will  be  in  touch  with  you. 

NAME 

ADDRESS 

CITY STATE ZIP  CODE 

PHONE  NUMBER 


What  Vmi  Didn’t  Learn 
In  litedical  School. 


Making  sound  business  decisions  is  a 
big  part  of  building  a successful  practice. 
However,  business  administration  isn’t  part 
of  most  mediccil  school  curriculums. 

Now  M.D.s  can  call  on  the  experience  of 
an  M.B.A.  Mountain  Run  Health  Services 
Management  specializes  in  managing  the 
good  health  of  medical  practices.  Our 
management  experts  have  helped  many 
practices: 


■ choose  cost-efficient  computer  equipment 

■ establish  fee  schedules 

■ develop  billing  and  collection  systems 

■ design  employee  benefit  plans 

■ write  personnel  policy  manuals. 

Let  Mountain  Run  Health  Services 
Management  keep  your  practice  healthy 
while  you  take  care  of  your  patients.  Call 
us  today  for  an  initial  consultation  with 
no  obligation. 


Mountain  Run  Health  Services  Management 

663  Sunset  Lane,  Culpeper,  VA  22701 
(703)825-1229 


Available  for  Acquisition 


PRIMARY  CARE  MEDICAL  CENTER 


Well  established.  6,800— active  patients.  Averages  50-80  patients  per  day  and  150-t-  new 
patients  per  month. 

1986  Gross  Receipts  exceeded  $1,250,000.  Year-to-date  projects  $1,500,000-1-  in  Gross 
Receipts  for  1987  with  $450,000-f-  in  Available  Profits  to  Physician/Owner. 

For  full  particulars,  contact: 


The  RDI  Group 

1428  Irving  Street 
San  Francisco,  CA  94122 

415/661-3033 


"Specialists  in  the  Soie  of  Primary  Health  Core  Businesses” 
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Classified 


SECOND  PEDIATRICIAN  NEEDED  — for  ac- 
tive general  practice.  Drawing  population  of 
40,000.  Three  obstetricians.  Salary  with  incen- 
tive first  year.  Contact:  Edward  F.  Arnett,  M.D., 
F.A.A.P.  2000  Professional  Ct.  Suite  C,  Mar- 
tinsburg,  WV  25401. 


VIRGINIA— Multi-specialty  group  in  Roanoke 
Valley  seeks  BC/BE  general  internist.  Develop 
practice  in  new,  major  satellite.  Excellent 
practice  environment  with  many  fringe 
benefits.  Contact:  Medical  Director,  Lewis- 
Gale  Clinic,  1802  Braeburn  Dr.,  Salem,  VA 
24153. 


PHYSICIAN’S  ASSISTANT  — Free  advertis- 
ing and  information  available  to  those  in- 
terested in  employing  a physician’s  Assistant. 
CONTACT:  PA  Placement  Service,  West 
Virginia  Association  of  Physician’s 
Assistants,  c/o  Michael  W.  Holt,  PA-C, 
P.  O.  Box  1365,  Alderson-Broaddus  College, 
Philippi,  West  Virginia  26416,  or  call  (304) 
457-1700,  X.  230. 


PHYSICIAN  NEEDED— for  urgent  care  facili- 
ty in  the  Beckley,  West  Virginia  area.  Family 
Practitioner  or  Emergency  Room  Physician 
acceptable.  Send  CV  to  Medical  Ad- 
ministrative Services,  P.  O.  Box  4027, 
Charleston,  WV  25364,  (304)  925-5486. 


DISCOUNT  HOLTER  SCANNING  SERVICE 

Scanning  starting  at  $35.00  • Spacelab 
Holters  available  at  $1,275.00  • Turn  over  time 
is  24-48  hours  • Hook  up  kits  available  at 
$4.95  • Stress  test  electrodes  available 
at  .29‘  • Scanning  paper  available  at  $18.95 
• One  free  test  is  offered  at  no  obligation  on 
trial  basis  • Blood  pressure  monitoring  ser- 
vice will  be  available  in  eight  weeks  and  our 
prices  start  at  $75.00  per  test.  If  interested 
call  1-800-248-0153 


NEEDED  URGENTLY:  ALL  Medical  and 
Surgical  Specialties  especially  Family  Prac- 
tice, Dermatology,  EENT;  Orthopedics, 
Radiologist,  Pathologists,  General  Surgeons, 
Physician  Assistants.  Please  contact  Farukh 
Khan  MD,  Golden  Medical  Group  Building, 
Elkins,  WV,  (304)  636-5426. 


INTERNIST/FP:  Southeast  Virginia.  Oppor- 
tunity to  develop  practice  in  attractive 
semirural  community.  Competitive  compen- 
sation/benefits package.  Coverage  provided 
by  nearby  260-1-  bed  hospital  and  its  primary 
care  physicians.  Area  has  exceptional  out- 
door recreational  activities!  Contact  Jim 
Davis,  TYLER  & COMPANY,  9040  Roswell  Rd., 
Atlanta,  GA  30350.  Call  404-641-6411. 


MARIETTA,  OHIO  — Emergency  Department 
directorship  and  staff  position  available  at 
200  bed  facility.  Board  certification  or  Board 
eligibility  in  Emergency  Medicine  or  primary 
specialty  preferred.  Contact:  Emergency 
Consultants,  Inc.,  2240  S.  Airport  Road, 
Traverse  City,  Ml  49684;  or  call  1-800-253-1795 
in  Michigan  1-800-632-3496. 


MEDSTAT  — Discover  why  we  are  the  most 
respected  physician  staffing  service  in  the 
East  for  locum  tenens  and  permanent 
placements.  We  can  provide  you  with 
coverage  or  work  as  our  staff  physician.  Call 
US  800-833-3465  (NC  800-672-5770);  or  write 
MEDSTAT,  Inc.,  P.  O.  Box  15538,  Durham,  NC 
27704. 


MARTINSBURG,  WEST  VIRGINIA— Seeking 
director,  board  prepared  or  certified  in 
emergency  medicine,  for  busy  268  bed 
hospital  within  IVa  hour  drive  of  Washington, 
D.C.  Attractive  compensation  and  malprac- 
tice insurance  provided.  Please  submit 
resume  to  Emergency  Consultants,  Inc.,  One 
Windemere  Place,  Room  37,  Petoskey,  Ml 
49770;  1-800-253-7092  or  in  Michigan 
1-800-632-9650. 


CLASSIFIED  RATES:  $10  for  10  lines;  for 
every  line  over  10  lines  there  will  be  an  ad- 
ditional charge  of  $2  per  line.  Cost  to  be 
figured  after  ad  has  been  set  by  the 
printer.  $15  for  confidential  ad  (10  lines). 

DEADLINE:  Copy  must  be  received  by  the 
10th  of  the  month  preceding  the  month  of 
issue:  e.g.,  copy  for  the  August  issue  is 
due  by  July  10.  Send  copy  to:  West  Virginia 
Medical  Journal,  P.  O.  Box  4106, 
Charleston,  WV  25364.  Telephone:  (304) 
925-0342. 


LOCUM 

MEDICAL  GROUP 


Our  name  says  it  all 

America’s  Fastest  Growing 
Locum  Tenens  Group 


LOCUM  Medical  Group 
30100  Chagrin  Blvd. 
Cleveland,  Ohio  44124 

1-800-752-5515 
(216)464-2125  in  Ohio 

the  right  choice  . . . 
for  locum  tenens  service 


Falling,  Fractures 

Fracture  of  the  hip  is  a leading  cause  of  illness,  death  and  medical  expense 
among  elderly  persons.  In  the  United  States,  an  estimated  227,000 
osteoporotic  hip  fractures  occur  each  year.  The  annual  cost  for  this  disorder 
approaches  $6  billion. 

Data  support  the  hypothesis  that  the  sedative  and  autonomic  effects  of 
psychotropic  drugs  increase  elderly  people’s  risk  of  falling  and  fractures, 
according  to  a study  by  Wayne  Ray,  Ph.D.,  et  al.,  reported  in  The  New 
England  Journal  of  Medicine. 

Researchers  compared  1,021  Medicaid  enrollees  who  suffered  a hip  frac- 
ture with  5,606  closely  matched  subjects  in  a control  group.  About  42  per 
cent  of  the  individuals  in  both  groups  were  85  years  of  age  or  older. 


Family  Practitioner  • General  Practitioner  • Pediatrician 


Needed  now  to  work  with  a unique,  inter- 
nationally respected  rural  health  system  net- 
work in  Kentucky  which  includes  a hospital, 
satellite  clinics,  a home  health  agency  and  a 
school  of  advanced  nursing.  A regional  medi- 
cal center  is  within  20  miles.  The  practice 
environment  is  stimulating  - physicians  and 
Advanced  Registered  Nurse  Practitioners 
work  in  joint  practice  teams;  interaction  with 
students  is  encouraged;  the  rural  population 
presents  a wide  range  and  intensity  of  medi- 
cal problems. 

The  FP  or  GP  will  be  expected  to  share  call 
with  specialists  and  consequently  must  have 


pamcular  strength  in  one  of  the  following  areas: 
Pediatrics,  Obstetrics,  Emergency  Medicine 
or  Internal  Medicine. 


The  setting  is  in  heavily-wooded  mountains 
with  a moderate  4-season  climate.  Seven 
state  parks  are  within  80  miles. 

Superior  compensationybenefits  package  in- 
cludes a guaranteed  salarv'  with  incentives  and 
malpractice.  Call  Deborah  Pennington 
COLLECT  at  1-502-897-2566.  This  is  an 
Equal  Opportuniw  Employer. 
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Charleston,  West  Virginia  25364 


ALL  PROGRAMS  OFFER: 

Crisis  intervention  • Group  therapy  • Family  therapy  • Marital  counseling  • Individual 
therapy  • Occupational  therapy  • Recreational  therapy  • Special  care  for  the  acutely 
disturbed  patient  • Schooling  provided  on  Children’s  Pavilion  • Staffed  by  qualified 
psychiatrists  and  medical  consultants. 
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ADULT  PSYCHIATRY 
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FOR  PREDICTABLE  CONTROL 


• Less  potassium  loss  for  a given 
amount  of  sodium  excretion  than 
with  furosemide'*^ 


Predictable  dose  response^ 

Diuresis  completed  hours  faster 
than  with  furosemide  after  oral 
dosing^ 

Better  Gl  absorption^'^ 

Early  evening  dosing  helps 
prevent  nocturnal 
dyspnea 


As  with  all  loop  diuretics,  excessive  doses 
of  BUMEX  can  lead  to  profound  diuresis 
with  water  and  electrolyte  depletion, 
including  hypokalemia,  so  serum  electro- 
lytes should  be  monitored. 


‘^/4  ml  ‘^Smg/2rt^ 

BUMBC 

^■25  we 
‘*iv.  «f  IM  F 


BUMEX' 

oi^fTietankte) 

u** 

2 


Bumex 

bumetanide/Roche 

0.5-mg,  I-mg  and  2-mg  scored  tablets;  2-ml  ampuls 
and  2-ml,  4-ml  and  lO-ml  vials  (0.25  mg/ml) 


References:  1.  Flamenboum  W:  Xm  JCord/o/57(2):38A-43A,  1986  2.  Broter  DC.  Fox  WR,  Chenno- 
vasln  P:  J Clin  Pharmacol  21  599-603.  1981  3.  Iber  Ft,  Baum  RA:  J Clin  Pharmacol  21 .697-700. 
1981  4.  Henning  R,  LundvallO:  EurJ  Clin  Pharmacol  6 224-227,  1973.  5.  Physicians'  Desk  Refer- 
ence. 40th  ed  Oradell.  NJ,  Medical  Ecanamics  Company,  1986,  pp  939,  1480  6.  Pentikainen  PJ, 
elol:  BrJ  Clin  Pharmacol  4 39-44,  1977  7.  Lasix,  A Review  Samerville,  NJ,  Hoechst-Roussel 
Pharmaceuticals,  Inc , 1980 


BUMEX^ 

(bumetanide/Roche) 

0.5-mg.  1-mg  and  2-mg  scored  tablets 
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10-ml  vials  (0,25  mg/ml) 

Before  prescribing,  please  consult  complete  product  intormafion,  a summory  ot  which  follows: 


WARNING:  Bumex  (bumetanide/Roche)  is  o potent  diurehc  which,  if  given  in  excessive 
omounts,  con  leod  to  o profound  diuresis  with  water  ond  electrolyte  deplehon.  Therefore, 
careful  medical  supervision  Is  required,  and  dose  and  dosage  schedule  hove  to  be  adjusted  to 
the  Individual  pohenfs  needs.  (See  under  DOSAGE  AND  ADMINISTRATION  in  complete  product 
information.) 


INDICATIONS  AND  USAGE : Edema  associated  with  congestive  heart  failure,  hepatic  and  renal  disease, 
including  the  nephrohc  syndrome 

Almost  equal  diuretic  response  occurs  after  oral  and  parenteral  administration  of  Bumex  If  impaired 
gastrointestinal  absorption  is  suspected  or  oral  administration  is  not  practical,  Bumex  should  be  given 
by  the  intromuscular  or  introvenous  route 

Successful  treatment  with  Bumex  following  instances  ot  allergic  reactions  to  furosemide  suggests  a 
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CONTRAINDICATIONS:  Anuria.  Hypersensitivity  and  in  potients  in  hepatic  coma  or  in  stales  of  severe 
electrolyte  depletion  Although  Bumex  con  be  used  to  induce  diuresis  in  renal  insufficiency  any  marked 
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with  progressive  renal  disease,  is  an  indication  for  discontinuation  of  treatment 
WARNINGS:  Dose  Should  be  adjusted  to  patient's  needs  Excessive  doses  or  too  trequent  administration 
can  lead  to  profound  water  loss,  electrol^e  depletion,  dehydration,  reduction  in  blood  volume  ond 
circulatory  collapse  with  the  possibility  of  vascular  thrombosis  and  embolism,  particularly  In  elderly 
patients 

Prevention  of  hypokalemia  requires  particular  attention  in  patients  receiving  digitalis  and  diuretics  tor 
congestive  heart  failure,  hepatic  cirrhosis  and  ascites,  states  of  aldosterone  excess  with  normal  renal 
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small  doses  and  careful  monitoring  of  the  potienTs  clinical  status  and  electrolyte  balance  Supplementol 
potossium  and/or  spironolactone  may  prevent  hypokalemia  and  metobolic  alkalosis  in  these  patients 
In  cats,  dogs  and  guineo  pigs,  Bumex  has  been  shown  to  produce  ototoxicity  Since  Bumex  is  about  40 
to  60  times  as  potent  os  furosemide,  it  is  anticipated  thot  blood  levels  necessary  to  produce  ototoxicity 
will  rarely  be  achieved  The  potential  for  ototoxicity  increases  with  intravenous  therapy,  especially  at 
high  doses 

Patients  allergic  to  sulfonamides  may  show  hypersensitivity  to  Bumex 
PRECAUTIONS:  Measure  serum  potassium  periodically  and  odd  potassium  supplements  or  potas- 
sium-sparing diuretics,  it  necessary  Periodic  determinations  of  other  electrolytes  ore  advised  in  patients 
treated  with  high  doses  or  tor  prolonged  periods,  particularly  in  those  on  low  salt  diets 


Hyperuricemia  may  occur.  Reversible  elevations  of  the  BUN  ond  creatinine  may  occur,  especially  with 
dehydration  and  in  patients  with  renal  insufticiency.  Bumex  may  increase  urinary  calcium  excretion. 
Possibility  of  effect  on  glucose  metabolism  exists  Periodic  determinations  of  blood  sugor  should  be 
done,  porticularly  in  patients  with  diabetes  or  suspected  latent  diabetes 
Patients  should  be  observed  regularly  for  possible  occurrence  of  blood  dyscrasios,  liver  damage  or 
Idiosyncratic  reactions 

Especially  in  presence  of  impaired  renal  function,  use  of  parenterally  administered  Bumex  should  be 
avoided  in  patients  to  whom  aminoglycoside  antibiotics  ore  also  being  given,  except  in  life-threatening 
conditions. 

Drugs  with  nephrotoxic  potentiol  and  bumetanide  should  not  be  administered  simultaneously. 

Since  lithium  reduces  renal  clearance  and  adds  a high  risk  of  lithium  toxicity,  it  should  not  be  given  with 
diuretics. 

Probenecid  should  not  be  administered  concurrently  with  Bumex 
Concurrent  therapy  with  indomelhacin  not  recommended, 

Bumex  may  potentiate  the  effects  of  antihypertensive  drugs,  necessitating  reduction  in  dosage 
Interaction  studies  in  humans  have  shown  no  effect  on  digoxin  blood  levels 
Interachon  studies  in  humans  have  shown  Bumex  to  have  no  effect  on  wortorin  metabolism  or  on 
plasma  prothrombin  activity 
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potential  risk  to  the  fetus 

Bumetanide  may  be  excreted  in  breast  milk 
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creatinine,  hypochloremia,  hypokalemia,  hyponotremia,  and  variations  in  COj  content,  bicarbonate, 
phosphorus  and  calcium  Although  manifestations  of  the  pharmacologic  action  of  Bumex,  these 
conditions  may  become  more  pronounced  by  intensive  therapy 

Diuresis  induced  by  Bumex  may  also  rorely  be  accompanied  by  changes  in  LDH,  total  serum  bilirubin, 
serum  proteins,  SGOT  SGPT  alkaline  phosphatase,  cholesterol,  creatinine  clearance,  deviations  in 
hemoglobin,  prothrombin  time,  hematocrit,  platelet  counts  and  differentiol  counts  Increases  in  urinary 
glucose  and  urinary  protein  have  also  been  seen 
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second  or  third  dose  may  be  given  at  2 to  3 hour  intervals  up  to  a maximum  of  10  mg  a doy 
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Imagine 
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DO  THIS  TO 


We’re  proud  to  announce  the  introduction  of  Extra- 
corporeal Shock  Wave  Litliotripsy  as  a new  feature  of  our 
kidney  stone  treatment  program.  This  new  device  makes 
it  possible  to  pulverize  and  eliminate  kidney  stones  witli- 
out  invasive  surgery.  Now  you  have  the  opportunity  to 
participate  in  this  state-of-the-art  procedure  at  CAMC's 
High  Tech  Center  here  in  Charleston,  West  Virginia. 

The  Lithotripter  uses  shock  waves  to  bombard  kid- 
ney stones  into  sand-like  particles  inside  the  body.  The 
residue  is  then  easily  passed.  Although  the  theory 
behind  Lithotripsy  is  simple,  the  process  is  precise.  The 
stone  is  pinpointed  inside  the  body  with  fluoroscopy 
and  shock  wave  firing  is  synchronized  witlt  tlie  patient's 
heartbeat  by  electrocardiogram.  Usually,  tlie  entire  pro- 
cess takes  about  an  hour. 


As  you  can  imagine.  Lithotripsy  offers  many  benefits 
to  kidney  stone  patients.  The  process  is  less  painful, 
entails  fewer  side  effects,  and  recuperation  is  quicker 
than  with  conventional  surgery.  It's  even  less  expensive 
than  surgery. 

We're  encouraging  all  area  urologists  to  apply  for 
privileges  in  Extracorporeal  Shock  Wave  Lithotripsy.  We 
invite  you  to  visit  CAMC  and  see  the  lithotripter  in 
action.  Come  and  learn  about  this  revolutionary  ther- 
apy which  is  the  wave  of  the  future  in  kidney  stone 
treatment.  We  will  happily  provide  you  witlt  a brochure 
for  your  use  as  well  as  brochures  for  your  patients. 

For  your  brochures  or  other  information  about 
Lithotripsy  and  our  kidney  stone  treatment  program, 
call  CAMC  at  1-800-654-0159. 


CAMC 

Charleston  Area  Medical  Center 
1-800-654-0159 
We  Care  For  West  Virginia 


The  Doctors  and  Staff  of 
Eye  Physicians  & Surgeons 
Invite  you  to  attend 

Professional  Night 
Open  House 


Wednesday 
January  20 
four  to  seven  p.m. 


Eye 
©Physicians 
^Surgeons 

Keeping  Your 


Family  In  Sight 


424  Division  Street 
South  Charleston,  WV 

768-7371 

1-800-642-3937 


January  is  National  Eye  Health  Care  Month 


McDonough 

Caperton 

Systems 


Now  serving  over  120  physicians 

We  offer  the  iargest,  most  complete  selection  of  medical  office  management  systems 
and  services  available  to  physicians  in  West  Virginia.  Our  efforts  mean  you  have  a 
choice  . . . 

^of  programs  including 

• Patient  Past  History/Lab 
Results/Treatment  Information 

• Statistical  Retrieval  and  Analysis 
of  Medical  Information 

• Patient  Billing  Preparation 

• Aged  Account  Information 

• Complete  Financial  and 
Management  Reporting 

• Insurance  Forms  Preparation 

of  hardware  including  IBM,  AT  & T,  and  IMS 

^ of  investment  levels  beginning  at  $9,995  with  upgrade  opportunity 

KM  of  purchase  or  lease  arrangements  to  meet  your  individual  business  needs 

of  total  hardware  and  software  for  the  life  of  the  system  provided  by  our 
own  trained  technicians 

Uj^of  a company  sincerely  interested  in  your  satisfaction  and  success  in  the  day- 
-to-day use  of  our  systems. 

We’re  your  systems  consultant  and  welcome  the  opportunity  to  discuss  your  individual 
concerns  and  questions.  Our  job  and  our  commitment  is  to  help  you  reduce  your  paper- 
work, increase  your  productivity  and  improve  your  cash  flow. 

MAKE  US  YOUR  CHOICE 

Call  us  at  744-2583 
or  write 

325  Sixth  Avenue 

South  Charleston,  West  Virginia  25303 
Bradley  E.  Layne,  President 
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Computers 


• Scheduling  Functions 

• Hospital  Census 

• Electronic  Claims  Submission 

• Word  Processing 

• Tailoring  by  Specialty 

• “Password”  Security  Protection 

• Remote  access,  including 
master  CN/CFF  capability. 
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McDonough  Caperlon  Insurance  Group's  new  corporate  office  building,  located  in  Charleston,  West  Virginia,  houses  over  150 
employees  and  serves  as  the  home  base  for  all  McDonough  Caperton  Insurance  Group  activity.  McDonough  Caperton  Insurance 
Group  also  maintains  office  facilities  in  eight  cities  throughout  West  Virginia,  Ohio,  Pennsylvania  and  Kentucky. 


McDonough 

Caperton 

Insurance 

Group 


Uniquely  capable  . . . Professionally  competent  . . . 

Serving  others  . . . Through  excellence. 


providing  a broad  range 
of  insurance  and  financial  services 
to  the  business  community, 
associations,  institutions, 
and  individuals. 


Among  the  10  Largest  Privately  Owned  Insurance  Brokers  in  the  United  States. 


Corporate  Headquarters:  One  Hillcrest  Drive,  East,  P.O.  Box  1551,  Charleston,  WV  25326.  Telephone:  (304)  346-0611. 
With  offices  in:  Beckley,  Charleston,  Fairmont,  Parkersburg,  Wheeling,  Pittsburgh,  Cleveland  and  Lexington,  KY. 


Elcomp...the  best  medical  office 
computer  system  is  now  even 
better  with  the  Flexible  Package™ 


Would  you  treat  only  the  symptoms,  If  you  knew 
there  was  a proven  cure? 


It’s  hard  to  cure  chronic  ailments 
like  runaway  accounts  receivable, 
backlogged  claim  processing,  poor 
collection  ratio— by  treating  only  the 
symptoms.  The  Flexible  Package 
from  Elcomp  Systems,  combined 
with  Data  General’s  Desktop  Gener- 
ation computers,  has  been  a proven 
cure  for  more  than  500  physicians 
since  1978. 

The  Flexible  Package  is  modular, 
which  means  you  can  tailor  the 
system  to  fit  your  practice’s  specific 
needs  without  any  programming 
changes.  We  will  train  your  staff  in 
the  operation  of  your  system,  and 
show  you  how  your  practice  can 
most  benefit  from  all  the  features  in 
your  Flexible  Package. 


The  Flexible  Package  cure  for 
medical  office  ailments: 

• Improved  cash  flow  through 
advanced  collection  methods  and 
delinquency  reporting 

• Account  Inquiries — demographic, 
insurance,  and  financial  information 
at  a touch 

• Accounts  Receivable  and  Man- 
agement Reports,  whenever  you 
need  them 

• Instantaneous  retrieval  of  patients’ 
procedures  and  diagnoses 

• Appointment  Scheduler,  to  help 
organize  your  day 

• Automatic  preparation  of  recall 
letters 

• Flexibility  to  design  your  own 
reports  with  the  Report  Generator 

• and  many  more  benefits. . . 


Elcomp  Systems  can  supply  the 
cure  for  your  practice  management 
ailments.  The  treatment  is  singular 
and  straightforward— to  give  you 
hardware,  software,  training,  and 
after-purchase  support  as  one 
package. 

Focus  on  curing  your  office  problems, 
not  just  relieving  the  symptoms. 

Call  Elcomp  today— you’ll  never 
feel  better. 


IrDataGeneral 


ELSEUP"  ins. 

Foster  Plaza  VII,  661  Andersen  Drive,  Pittsburgh,  PA  15220 
(800)  441  -8386 


Or  do  you  know  someone 
who  is? 

Saint  Albans  Psychiatric 
Hospital  in  Radford, 
Virginia  has  been  helping 
people  deal  with  life  since 
1916.  We  offer  comprehen' 
sive  programs  for  adults 
and  adolescents  in  chemi- 
cal dependency,  eating 
disorders,  depression,  out- 
of"  control  behavior  and 
other  life  problems —all 
supervised  by  a skillful 
and  compassionate  staff. 

When  you  know  someone 
in  need  of  psychiatric  help, 
call  Saint  Albans. 

We  build  real  smiles. 


In  Virginia:  1^800^572^3120 
Outside  Virginia:  J-800'368'3468 
RO.  Box  3608  Radford,  Va.,  24143 


Radford  .Virginia 


Saint  Albans 
f^hiotric  Hospital 


MEDICAL  AND  SURGICAL  SERVICES  PROVIDED  THROUGH 


EYE  EAR  NOSE  and  THROAT  PHYSICIANS 
& SURGEONS  OF  CHARLESTON,  INC. 


OPHTHALMOLOGISTS 

Robert  E.  O’Connor,  MD 
Moseley  H.  Winkler,  MD 
Samuel  A.  Strickland,  MD 
James  W.  Caudill,  MD 
R.  David  Allara,  MD 


OTOLARYNGOLOGISTS 

Romeo  Y.  Lim,  MD 
Nabil  A.  Ragheb,  MD 
R.  Austin  Wallace,  MD 


EENT 

John  A.  B.  Holt,  MD 


FREE  PARKING 

MEDICARE  ASSIGNMENT  ACCEPTED 

1306  KANAWHA  BOULEVARD,  EAST 
P.O.  BOX  2271 

CHARLESTON,  WEST  VIRGINIA  25328 
TELEPHONE:  (304)  343-4371 
TOLL  FREE:  (800)  642-3049  (WV) 


No-fuss,  no-irms 
group  covara^ 


700 Market Sauare  PO  Box  1948 
Parkersburg  WV  26102 


We  make  it  easy  to  give  your  group 
complete  health  care  coverage  — 
plus  a bt  more. 

Blue  Cross  and  Blue  Shield  of  West  Central 
West  Virginia  has  taken  a lot  of  the  paper- 
work out  of  administering  the  nation’s  #1 
medical/surgical  coverage  — and  that 
means  less  time  and  cost  for  you.  In  fact, 
we’ve  made  the  claims  process  so  simple 
that  there’s  no  need  for  you  to  assign  an 
employee  to  handle  it.  When  one  of  your 
group  has  a claim,  he  or  she  fills  out  a 
simple  9 -line  flap  on  the  back  of  our  pre- 
addressed envelope,  then  mails  it  along 
with  the  bill  or  receipt.  Claims  are  proc- 
essed quickly  — right  here  in  West 
Virginia  — with  less  need  for  follow-up 
or  handling  on  your  part. 


prescription,  AD&D,  short-  and  long-term 
disability  and  dental  coverage.  Your  Blue 
Cross  and  Blue  Shield  plan  can  also  be 
custom-designed,  with  the  options  and 
deductibles  that  fit  your  needs  and  your 
budget.  And  because  we’re  constantly 
working  with  employers  and  health  care 
providers  to  keep  costs  down,  we’re  able 
to  offer  a IS-mmth  rate  guarantee  to 
groups  of  20  or  more. 

Service  thafs  part  of  the  package. 

Your  group  will  have  a Customer  Service 
Representative  assigned  to  work  with  you, 
to  answer  your  questions  and  provide  any 
help  you  need.  So  you  always  have  one 
person  to  call  about  any  of  your  group 
coverage. 

Find  out  more  about  the  easiest,  most 
complete  insurance  package  available  to 
your  group.  Call  us  toll-free  or  contact 
your  local  independent  agent. 

In  WV  call  1-800-344-5514  or 
1-800-654-5013. 


One-stop  service  for  all  your  group 
insurance. 

Along  with  our  subsidiary.  Combined 
Services,  Inc.,  we  can  design  a package 
for  your  group  that  includes  life,  paid 


Blue  Cross 
Blue  Shield 

of  West  Central  West  Virginia 
Parkersburg 


®Registered  Marks  Blue  Cross  and  Blue  Shield  Association 


Before  prescribing,  see  complete  prescribing  Information  In  SK&F  CO. 
literature  or  POR  The  following  Is  a brief  summary. 


* 


WARNING 

This  drug  is  not  indicated  for  initial  therapy  of  edema  or  hyperten- 
sion. Edema  or  hypertension  requires  therapy  titrated  to  the  individual. 
If  this  combination  represents  the  dosage  so  determined,  its  use 
may  be  more  convenient  in  patient  management.  Treatment  of  hyper- 
tension and  edema  is  not  static,  but  must  be  reevaluated  as  con- 
ditions in  each  patient  warrant. 


Contraindications;  Concomitant  use  with  other  potassium-sparing  agents 
such  as  spironolactone  or  amiloride.  Further  use  in  anuria,  progressive 
renal  or  hepatic  dysfunction,  hyperkalemia.  Pre-existing  elevated  serum 
potassium.  Hypersensitivity  to  either  component  or  other  sulfonamide- 
derived  drugs. 

Warnings:  Do  not  use  potassium  supplements,  dietary  or  otherwise, 
unless  hypokalemia  develops  or  dietary  intake  of  potassium  is  markedly 
impaired.  If  supplementary  potassium  is  needed,  potassium  tablets 
should  not  be  used.  Hyperkalemia  can  occur,  and  has  been  associated 
with  cardiac  irregularities.  It  is  more  likely  in  the  severely  ill,  with  urine 
volume  less  than  one  liter/day,  the  elderly  and  diabetics  with  suspected 
or  confirmed  renal  insufficiency.  Periodically,  serum  K+  levels  should  be 
determined.  If  hyperkalemia  develops,  substitute  a thiazide  alone,  restrict 
intake  Associated  widened  QRS  complex  or  arrhythmia  requires 
prompt  additional  therapy.  Thiazides  cross  the  placental  barrier  and 
appear  in  cord  blood.  Use  in  pregnancy  requires  weighing  anticipated 
benefits  against  possible  hazards,  including  fetal  or  neonatal  jaundice, 
thrombocytopenia,  other  adverse  reactions  seen  in  adults.  Thiazides 
appear  and  triamterene  may  appear  in  breast  milk.  If  their  use  is  essential, 
the  patient  should  stop  nursing.  Adequate  information  on  use  in  children 
is  not  available.  Sensitivity  reactions  may  occur  in  patients  with  or  with- 
out a history  of  allergy  or  bronchial  asthma.  Possible  exacerbation  or 
activation  of  systemic  lupus  erythematosus  has  been  reported  with 
thiazide  diuretics. 

Precautions:  The  bloavailability  of  the  hydrochlorothiazide  component  of 
Dyazide'  is  about  50%  of  the  bioavailability  of  the  single  entity. 
Theoretically,  a patient  transferred  from  the  single  entities  of  triamterene 
and  hydrochlorothiazide  may  show  an  increase  in  blood  pressure  or  fluid 
retention.  Similarly,  it  is  also  possible  that  the  lesser  hydrochlorothiazide 
bioavailability  could  lead  to  increased  serum  potassium  levels.  However, 
extensive  clinical  experience  with  ‘Dyazide'  suggests  that  these  conditions 
have  not  been  commonly  observed  in  clinical  practice.  Angiotensin- 
converting  enzyme  (ACE)  inhibitors  can  elevate  serum  potassium;  use 
with  caution  with  Dyazide'.  Do  periodic  serum  electrolyte  determinations 
(particularly  important  in  patients  vomiting  excessively  or  receiving 
parenteral  fluids,  and  during  concurrent  use  with  ampnotericin  B or 
corticosteroids  or  corticotropin  [ACTH]).  Periodic  BUN  and  serum 
creatinine  determinations  should  be  made,  especially  in  the  elderly, 
diabetics  or  those  with  suspected  or  confirmed  renal  insufficiency. 
Cumulative  effects  of  the  drug  may  develop  in  patients  with  impaired  renal 
function.  Thiazides  should  be  used  with  caution  in  patients  with  impaired 
hepatic  function.  They  can  precipitate  coma  in  patients  with  severe  liver 
disease.  Observe  regularly  for  possible  blood  dyscrasias,  liver  damage, 
other  idiosyncratic  reactions.  Blood  dyscrasias  have  been  reported  in 
patients  receiving  triamterene,  and  leukopenia,  thrombocytopenia, 
agranulocytosis,  and  aplastic  and  hemolytic  anemia  have  been  reported 
with  thiazides.  Thiazides  may  cause  manifestation  of  latent  diabetes 
mellitus.  The  efiects  of  oral  anticoagulants  may  be  decreased  when 
used  concurrently  with  hydrochlorothiazide;  dosage  adiustments  may  be 
necessary.  Clinically  insignificant  reductions  in  arterial  responsiveness 
to  norepinephrine  have  been  reported.  Thiazides  have  also  been  shown  to 
Increase  the  paralyzing  effect  of  nondepolarizing  muscle  relaxants  such 
as  tubocurarine.  Triamterene  is  a weak  folic  acirJ  antagonist  Do  periodic 
blood  studies  in  cirrhotics  with  splenomegaly.  Antihypertensive  effects 
may  be  enhanced  In  post-sympathectomy  patients.  Use  cautiously  in 
surgical  patients.  Triamterene  has  been  found  in  renal  stones  in  associa- 
tion with  the  other  usual  calculus  components  Therefore.  Dyazide' 
should  be  used  with  caution  in  patients  with  histories  of  stone  formation. 
A few  occurrences  of  acute  renal  failure  have  been  reported  in  patients 
on  'Dyazide'  when  treated  with  indomethacin  Therefore,  caution  is 
advised  in  administering  nonsteroidal  anti-inflammatory  agents  with 
'Dyazide'  The  following  may  occur;  transient  elevated  BUN  or  creatinine 
or  both,  hyperglycemia  and  glycosuria  (diabetic  insulin  requirements  may 
be  alterecll.  hyperuricemia  anti  gout,  digitalis  intoxication  (in  hypokalemia), 
decreasing  alkali  reserve  witn  possible  metabolic  acidosis.  'Dyazide' 
interferes  with  fluorescent  measurement  of  quinidine.  Hypokalemia  is 
uncommon  with  'Dyazide',  but  should  it  develop,  corrective  measures 
should  be  taken  such  as  potassium  supplementation  or  Increased  dietary 
intake  of  potassium-rich  foods.  Corrective  measures  should  be  instituted 
cautiously  and  serum  potassium  levels  determined  Discontinue  correc- 
tive measures  and  Dyazide'  should  laboratory  values  reveal  elevated 
serum  potassium.  Chloride  deficit  may  occur  as  well  as  dilutional 
hyponatremia.  Concurrent  use  with  chlorpropamide  may  increase  the  risk 
of  severe  hyponatremia.  Serum  PBI  levels  may  decrease  without  signs 
of  thyroid  disturbance.  Calcium  excretion  is  decreased  by  thiazirfes 
Dyazide'  should  be  withdrawn  before  conducting  tests  for  parathyroid 
function.  Thiazides  may  add  to  or  potentiate  the  action  of  other  anti- 
hypertensive  drugs.  Diuretics  reduce  renal  clearance  of  lithium  and 
increase  the  risk  of  lithium  toxicity. 

Adverse  Reactions:  Muscle  cramps,  weakness,  dizziness,  headache, 
dry  mouth:  anaphylaxis,  rash,  urticaria,  photosensitivity,  purpura,  other 
dermatological  conditions;  nausea  and  vomiting,  diarrhea,  constipation, 
other  gastrointestinal  disturbances;  postural  hypotension  (may  be 
aggravated  by  alcohol,  barbiturates,  or  narcotics).  Necrotizing  vasculitis, 
paresthesias,  icterus,  pancreatitis,  xanthopsia  and  respiratory  distress 
including  pneumonitis  and  pulmonary  edema,  transient  blurred  vision, 
sialadenitis,  and  vertigo  have  occurred  with  thiazides  alone.  Triamterene 
has  been  found  in  renal  stones  in  association  with  other  usual  calculus 
components  Rare  incidents  of  acute  interstitial  nephritis  have  been 
reported.  Impotence  has  been  reported  in  a few  patients  on  'Dyazide', 
although  a causal  relationship  has  not  been  established 

Supplied;  'Dyazide'  is  supplied  as  a red  and  white  capsule,  in  bottles  of 
1000  capsules:  Single  Unit  Packages  (unit-dose)  of  100  (intended  for 
institutional  use  only);  in  Patient-Pax™  unit-of-use  bottles  of  lOo. 

BRS-DZ  L42 


In  Hypertension*... 
When  Need  to 
Conserve  K+ 

Remember  the  Unique 
Red  and  White  Capsule: 
^ur  Assurance  of 
SK&F  Quality 


Serum  K+  and  BUN  should  be  checked  periodically  (see  Warnings  and  Precautions).  . r i; 


Potassium-  Sparing 

i¥YA7.finr 

25  mg  Hydrochlorothiazide/50  mg  Triamterene/SKF 

Over  20  Years  of  Confidence 


a prorduct  of 

SKGF  CO. 

Carolina,  PR  00630 


The  unique 
red  and  white 
Dyazide®  capsule; 
■feur  assurance  of 
SK&F  quality. 
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Consider  the 
causative  organisms. . . 


cefaclor 


250-mg  Pulvules®  t.i.d. 
offers  effectiveness  against 
the  major  causes  of  bacterial  bronchitis 

Haemophilus  influenzae  and  Streptococcus  pneumoniae 

(ampicillin-susceptible  and  ampicillin-resistant) 


Note:  Ceclor  is  contraindicated  in  patients  with  known  allergy  Penicillin  is  the  usual  drug  of  choice  in  the  treatment  and 
to  the  cephalosporins  and  should  be  given  cautiously  to  prevention  of  streptococcal  infections,  including  the  prophy- 
penicillin-allergic  patients.  laxis  of  rheumatic  fever.  See  prescribing  information. 


Ceclor"  (cefaclor) 

Summary.  Consult  the  package  literature  tor 
prescribing  information. 

Indication:  Lower  respiratory  infections, 
including  pneumonia,  caused  by  Streptococcus 
pneumoniae.  Haemophilus  inlluenzae,  and 
Streptococcus  pyogenes  (group  A ^-hemolytic 
streptococci). 

Contraindication: 

Known  allergy  to  cephalosporins. 

Warnings: 

CECLOR  SHOULD  BE  ADMINISTERED  CAUTIOUSLY  TO 
PENICILLIN-SENSITIVE  PATIENTS  PENICILLINS  AND  CEPHA- 
LOSPORINS SHOW  PARTIAL  CROSS-ALLERGENICITY  POSSI- 
BLE REACTIONS  INCLUDE  ANAPHYLAXIS 

Administer  cautiously  to  allergic  patients. 
Pseudomembranous  colitis  has  been 
reported  with  virtually  all  broad-spectrum  aoti- 
biotics.  It  must  be  considered  in  differential 
diagnosis  of  antibiotic-associated  diarrhea 
Colon  flora  is  altered  by  broad-spectrum 
antibiotic  treatment,  possibly  resulting  in 
antibiotic-associated  colitis. 


Precautions: 

• Discontinue  Ceclor  in  the  event  of  allergic 
reactions  to  it. 

• Prolonged  use  may  result  in  overgrowth  of 
nonsusceptible  organisms, 

• Positive  direct  Coombs'  tests  have  been  re- 
ported during  treatment  with  cephalosporins. 

• Ceclor  should  be  administered  with  caution  in 
the  presence  of  markedly  impaired  renal  func- 
tion, Although  dosage  adiustments  in  moderate 
to  severe  renal  Impairment  are  usually  not 
required,  careful  clinical  observation  and  labo- 
ratory studies  should  be  made 

• Broad-spectrum  antibiotics  should  be  pre- 
scribed with  caution  in  individuals  with  a his- 
tory of  gastrointestinal  disease,  particularly 
colitis. 

• Safety  and  effectiveness  have  not  been  deter- 
mined in  pregnancy,  lactation,  and  infants  less 
than  one  month  old,  Ceclor  penetrates  mother's 
milk.  Exercise  caution  in  prescribing  tor  these 
patients. 

Adverse  Reactions:  (percentage  of  patients) 
Therapy-related  adverse  reactions  are 
uncommon.  Those  reported  Include: 


• Gastrointestinal  (mostly  diarrhea):  2.5%. 

• Symptoms  ot  pseudomembranous  colitis  may 
appear  either  during  or  after  antibiotic  treat- 
ment. 

• Hypersensitivity  reactions  (including  mor- 
billiform eruptions,  pruritus,  urticaria,  and 
serum-sickness-like  reactions  that  have 
included  erythema  multiforme  [rarely.  Ste- 
vens-Johnson  syndrome]  or  the  above  skin 
manifestations  accompanied  by  arthritis/ 
arthralgia  and,  frequently,  fever):  1.5%;  usually 
subside  within  a few  days  after  cessation  ot 
therapy  Serum-sickness-like  reactions  have 
been  reported  more  frequently  in  children  than 
in  adults  and  have  usually  occurred  during  or 
following  a second  course  of  therapy  with 
Ceclor  No  serious  sequelae  have  been 
reported.  Antihistamines  and  corticosteroids 
appear  to  enhance  resolution  of  the  syndrome. 

• Cases  of  anaphylaxis  have  been  reported,  half 
of  which  have  occurred  in  patients  with  a his- 
tory of  penicillin  allergy. 

• As  with  some  penicillins  and  some  other 
cephalosporins,  transient  hepatitis  and  chole- 
static laundice  have  been  reported  rarely. 

• Rarely,  reversible  hyperactivity,  nerv- 


ousness. insomnia,  confusion,  hypertonia, 
dizziness,  and  somnolence  have  been  reported, 

• Other:  eosinophilia,  2%:  genital  pruritus  or 
vaginitis,  less  than  1%;  and,  rarely,  throm- 
bocytopenia 

Abnormalities  in  laboratory  results  of  uncertain 
etiology 

• Slight  elevations  in  hepatic  enzymes 
•Transient  fluctuations  in  leukocyte  count 
(especially  in  infants  and  children). 

• Abnormal  urinalysis;  elevations  in  BUN  or 
serum  creatinine. 

• Positive  direct  Coombs'  test 

• False-positive  tests  for  urinary  glucose  with 

Benedict's  or  Fehling's  solution  and  Clinitest® 
tablets  but  not  with  Tes-Tape®  (glucose 
enzymatic  test  strip,  Lilly) . |0617B7L) 

PA  0709  AMP 
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Living  in  the  city 
is  lonely  enough... 
with  herpes  it’s  like 
solitary  confinement 


(acydovir) 

CAPSULES  * 

Prevent  genital  herpes  ^ 

recurrences  xp 

month  after  month  with 
daily  therapy. 


(In  controlled  studies,  recurrences  were 
totally  prevented  for  4 to  6 months  in  up  to 
75%  of  patients.) 

Please  see  last  page  of  this  advertisement  for 


ZOVIRAX 

(acyclovir) 

CAPSULES 

Help  free  your 
patients  from 
recurrences. 


Daily  therapy 

Coping  with  genital  herpes  is 
rarely  easy.  For  some,  the 
worst  part  is  the  pain  and 
disconifort  of  frequent  attacks 
—month  after  month,  year 
after  year.  For  others,  the 
emotional  burden  presents  a 
more  difficult  problem,  leading 
to  social  isolation,  anxiety,  and 
diminished  self-esteem. 

Prevent  or  reduce 
recurrences 

Although  your  patients  have 
to  live  with  herpes,  they 
shouldn’t  have  to  suffer.  Daily 
therapy  with  ZOVIRAX 
CAPSULES  can  help  free 
them  from  the  cycle  of 
recurrent  genital  herpes.  For 
many,  one  capsule  three  times 
a day  can  suppress  recurrences 
completely  while  on  therapy. 


Generally 
well  tolerated 

Daily  therapy  with  ZOVIRAX 
CAPSULES  is  generally  well 
tolerated.  The  most  frequent 
adverse  reactions  reported 
during  clinical  trials  were 
headache,  diarrhea,  nausea/ 
vomiting,  vertigo,  and 
arthralgia. 

The  physical  and  emotional 
difficulties  posed  by  genital 
herpes  are  unique  for  each 
patient.  The  frequency  and 
severity  of  recurrent  episodes, 
as  well  as  the  emotional 
impact  of  the  disease,  should 
be  considered  when  selecting 
daily  therapy  with  ZOVIRAX 
CAPSULES. 

Please  see  brief  summary  of 
prescribing  information  on  next  page. 


Prevent  recurrences 
month  after  month* 

ZOVIRAX 

(acyclovir) 

CAPSULES 

Brief  Summary 

INDICATIONS  AND  USAGE:  Zovirax  Capsules 
are  indicated  for  the  treatment  of  initial  episodes 
and  the  management  of  recurrent  episodes  of 
genital  herpes  in  certain  patients. 

The  severity  of  disease  is  variable  depending 
upon  the  immune  status  of  the  patient,  the  fre- 
quency and  duration  of  episodes,  and  the  degree  of 
cutaneous  or  systemic  involvement.  These  factors 
should  determine  patient  management,  which  may 
include  syinptomatic  support  and  counseling  only, 
or  the  institution  of  specific  therapy.  The  physical, 
emotional  and  psycho-social  difficulties  posed  by 
herpes  infections  as  well  as  the  degree  of  debilita- 
tion, particularly  in  immunocompromised  patients, 
are  unique  for  each  patient,  and  the  physician 
should  determine  therapeutic  alternatives  based  on 
his  or  her  understanding  of  the  individual  patient’s 
needs.  Thus  Zovirax  Capsules  are  not  appropriate  in 
treating  all  genital  herpes  infections.  The  following 
guidelines  may  be  useful  in  weighing  the  benefit^ 
risk  considerations  in  specific  disease  categories; 
First  Episodes  (primary  and  nonprimary  infec- 
tions — commonly  known  as  initial  genital  herpes): 

Double-blind,  placebo-controlled  studies  have 
demonstrated  that  orally  administered  Zovirax 
significantly  reduced  the  duration  of  acute  infection 
(detection  of  virus  in  lesions  by  tissue  culture)  and 
lesion  healing.  The  duration  of  pain  and  new  lesion 
formation  was  decreased  in  some  patient  groups. 
The  promptness  of  initiation  of  therapy  andor  the 
patient’s  prior  exposure  to  Herpes  simplex  virus 
may  influence  the  degree  of  benefit  from  therapy. 
Patients  with  mild  disease  may  derive  less  benefit 
than  those  with  more  severe  episodes.  In  patients 
with  extremely  severe  episodes,  in  which  prostra- 
tion, central  nervous  system  involvement,  urinary 
retention  or  inability  to  take  oral  medication 
require  hospitalization  and  more  aggressive  man- 
agement, therapy  may  be  best  initiated  with  intra- 
venous Zovircix. 

Recurrent  Episodes: 

Double-blind,  placebo-controlled  studies  in 
patients  with  frequent  recurrences  (6  or  more 
episodes  per  year)  have  shown  that  Zovirax  Capsules 
given  for  4 to  6 months  prevented  or  reduced  the 
frequency  andor  severity  of  recurrences  in  greater 
than  95*^  of  patients.  Clinical  recurrences  were 
prevented  in  40  to  75')f  of  patients.  Some  patients 
experienced  increased  severity  of  the  first  episode 
following  cessation  of  therapy;  the  severity  of 
subsequent  episodes  and  the  effect  on  the  natural 
history  of  the  disease  are  still  under  study. 

The  safety  and  efficacy  of  orally  administered 
acyclovir  in  the  suppression  of  frequent  episodes  of 
genital  heijes  have  been  established  only  for  up  to 
6 months.  Chronic  suppressive  therapy  is  most 
appropriate  when,  in  the  judgement  of  the  physi- 
cian, the  benefits  of  such  a regimen  outweigh 
known  or  potential  adverse  effects.  In  general, 
Zovirax  Capsules  should  not  be  used  for  the  sup- 
pression of  recurrent  disease  in  mildly  affectecl 
atients.  Unanswered  questions  concerning  the 
uman  relevance  of  in  vitro  mutagenicity  studies 
and  reproductive  toxicity  studies  in  animals  given 
very  high  doses  of  acyclovir  for  short  periods  (see 
Carcinogenesis,  Mutagenesis,  Impairment  of 
Fertility)  should  be  borne  in  mind  when  designing 
long-term  management  for  individual  patients. 
Discussion  of  these  issues  with  patients  will  provide 
them  the  opportunity  to  weigh  the  potential  for 
toxicity  against  the  severity  of  their  disease.  Thus, 
this  regimen  should  be  considered  only  for  appro- 
priate patients  and  only  for  six  months  until  the 
results  of  ongoing  studies  allow  a more  precise 
evaluation  of  the  benefitirisk  assessment  of  pro- 
longed therapy. 

Limited  studies  have  shown  that  there  are 
certain  patients  for  whom  intermittent  short-term 
treatment  of  recurrent  episodes  is  effective.  This 
approach  may  be  more  appropriate  than  a sup- 
pressive regimen  in  patients  with  infrequent 
recurrences. 


Immunocompromised  patients  with  recurrent 
herpes  infections  can  be  treated  with  either  inter- 
mittent or  chronic  suppressive  therapy.  Clinically 
significant  resistance,  although  rare,  is  more  likely 
to  be  seen  with  prolonged  or  repeated  therapy  in 
severely  immunocompromised  patients  with  active 
lesions. 

CONTRAINDICATIONS:  Zovirax  Capsules  are 
contraindicated  for  patients  w'ho  develop  hypersen- 
sitivity or  intolerance  to  the  components  of  the 
formulation. 

WARNINGS:  Zovirax  Capsules  are  intended  for 
oral  ingestion  only. 

PRECAUTIONS:  General:  Zovirax  has  caused 
decreased  spermatogenesis  at  high  doses  in  some 
animals  and  mutagenesis  in  some  acute  studies  at 
high  concentrations  of  drug  (see  PRECAUTIONS  — 
Carcinogenesis,  Mutagenesis,  Impairment  of 
Fertility).  The  recommended  dosage  and  length  of 
treatment  should  not  be  exceeded  (see  DOSAGE 
AND  ADMINISTRATION). 

Exposure  of  Herpes  simplex  isolates  to  acyclovir 
in  vitro  can  lead  to  the  emergence  of  less  sensitive 
viruses.  The  possibility  of  the  appearance  of  less 
sensitive  viruses  in  man  must  be  borne  in  mind 
when  treating  patients.  The  relationship  between 
the  in  vitro  sensitivity  of  Herpes  simplex  virus  to 
acyclovir  and  clinical  response  to  therapy  has  yet  to 
be  established. 

Because  of  the  possibility  that  less  sensitive 
virus  may  be  selected  in  patients  who  are  receiving 
acyclovir,  all  patients  should  be  advised  to  take 
particular  care  to  avoid  potential  transmission  of 
virus  if  active  lesions  are  present  while  they  are  on 
therapy.  In  severely  immunocompromised  patients, 
the  physician  should  be  aware  that  prolonged  or 
repeated  courses  of  acyclovir  may  result  in  selection 
of  resistant  viruses  which  may  not  fully  respond  to 
continued  acyclovir  therapy. 

Drug  Interactions:  Co-administration  of  probene- 
cid with  intravenous  acyclovir  has  been  shown  to 
increase  the  mean  half-life  and  the  area  under  the 
concentration-time  curve.  Urinary  excretion  and 
renal  clearance  were  correspondingly  reduced. 
Carcinogenesis,  Mutagenesis,  Impairment  of 
Fertility:  Acyclovir  was  tested  in  lifetime  bioassays 
in  rats  and  mice  at  single  daily  doses  of  50, 150  and 
450  rnglcg  given  by  gavage.  There  was  no  statisti- 
cally significant  difference  in  the  incidence  of 
tumors  between  treated  and  control  animals,  nor 
did  acyclovir  shorten  the  latency  of  tumors.  In  2 in 
vitro  cell  transformation  assays,  used  to  provide 
preliminary  assessment  of  potential  oncogenicity  in 
advance  of  these  more  definitive  life-time  bioassays 
in  rodents,  conflicting  results  were  obtained. 
Acyclovir  was  positive  at  the  highest  dose  used  in 
one  system  and  the  resulting  morphologically 
transformed  cells  formed  tumors  when  inoculated 
into  immunosuppressed,  syngeneic,  weanling  mice. 
Acyclovir  was  negative  in  another  transformation 
system  considered  less  sensitive. 

In  acute  studies,  there  was  an  increase,  not 
statistically  significant,  in  the  incidence  of  chromo- 
somal damage  at  maximum  tolerated  parenteral 
doses  of  100  rnglcg  acyclovir  in  rats  but  not  Chinese 
hamsters;  higher  doses  of  500  and  1000  mg'kg  were 
clastogenic  in  Chinese  hamsters.  In  addition,  no 
activity  was  found  after  5 days  dosing  in  a dominant 
lethal  study  in  mice.  In  6 of  11  microbial  and  mam- 
malian cell  assays,  no  evidence  of  mutagenicity  was 
observed.  At  3 loci  in  a Chinese  hamster  ovary  cell 
line,  the  results  were  inconclusive.  In  2 mammalian 
cell  assays  (human  lymphocytes  and  L5178Y  mouse 
lymphoma  cells  in  vitro  K positive  responses  for 
mutagenicity  and  chromosomal  damage  occurred, 
but  only  at  concentrations  at  least  400  times  the 
acyclovir  plasma  levels  achieved  in  man. 

Acyclovir  has  not  been  shown  to  impair  fertility 
or  reproduction  in  mice  (450  mg/lcg/day  p.o.)  or  in 
rats  (25  mg/kg-day  s.c.).  At  50  mg/kg'day  s.c.  in  the 
rat,  there  was  a statistically  significant  increase  in 
post-implantation  loss,  but  no  concomitant  decrease 
in  litter  size.  In  female  rabbits  treated  subcutan- 
eously with  acyclovir  subsequent  to  mating,  there 
was  a statistically  significant  decrease  in  implanta- 
tion efficiency  but  no  concomitant  decrease  in  litter 
size  at  a dose  of  50  mg/kg  day.  No  effect  upon 
implantation  efficiency  was  observed  when  the 
same  dose  was  administered  intravenously.  In  a rat 
pen-  and  postnatal  study  at  50  rnglcg/day  s.c.,  there 
was  a statistically  significant  decrease  in  the  group 
mean  numbers  of  corpora  lutea,  total  implantation 
sites  and  live  fetuses  in  the  F,  generation.  Although 
not  statistically  significant,  there  was  also  a dose 
related  decrease  in  group  mean  numbers  of  live 
fetuses  and  implantation  sites  at  12.5  mg/kg/day 
and  25  mg/kg/day  s.c.  The  intravenous  administra- 
tion of  100  mg/kg/day,  a dose  known  to  cause  ob- 
structive nephropathy  in  rabbits,  caused  a 
significant  increase  in  fetal  resorptions  and  a 
corresponding  decrease  in  litter  size.  However,  at  a 


maximum  tolerated  intravenous  dose  of  50  mg/kg/ 
day  in  rabbits,  there  were  no  drug-related  reproduc- 
tive effects. 

Intraperitoneal  doses  of  320  or  80  mg/kg/day 
acyclovir  given  to  rats  for  1 and  6 months,  respec- 
tively caused  testicular  atrophy  Testicular  atrophy 
was  persistent  through  the  4-week  postdose  recovery 
phase  after  320  mg/kg/day;  some  evidence  of  recov- 
ery of  sperm  production  was  evident  30  days  post- 
dose. Intravenous  doses  of  100  and  200  mg/lcg/day 
acyclovir  given  to  dogs  for  31  days  caused  asperma- 
togenesis. Testicles  were  normal  in  dogs  given 
50  mg/kg/day,  i.v.  for  one  month. 

Pregnancy:  Teratogenic  Effects:  Pregnancy 
Category  C.  Acyclovir  was  not  teratogenic  in  the 
mouse  (450  mg/kg/day,  p.o.),  rat  (50  mg/kg/day  s,c,) 
or  rabbit  (50  mg/kg/day  s.c.  and  i.v).  There  are  no 
adequate  and  well-controlled  studies  in  pregnant 
women.  Acyclovir  should  not  be  used  during  preg- 
nancy unless  the  potential  benefit  justifies  the 
potential  risk  to  the  fetus.  Although  acyclovir  was 
not  teratogenic  in  animal  studies,  the  drug’s  poten- 
tial for  causing  chromosome  breaks  at  high  concen- 
tration should  be  taken  into  consideration  in 
making  this  determination. 

Nursing  Mothers:  It  is  not  known  whether  this 
drug  is  excreted  in  human  milk.  Because  many 
drugs  are  excreted  in  human  milk,  caution  should 
be  exercised  when  Zovirax  is  administered  to  a 
nursing  woman.  In  nursing  mothers,  consideration 
should  be  given  to  not  using  acyclovir  treatment  or 
discontinuing  bresistfeeding. 

Pediatric  Use:  Safety  and  effectiveness  in  children 
have  not  been  established. 

ADVERSE  REACTIONS -Short-Term  Admin- 
istration: The  most  frequent  adverse  reactions 
reported  during  clinical  trials  were  nausea  andor 
vomiting  in  8 of  298  patient  treatments  (2.7%)  and 
headache  in  2 of  298  (0.6%).  Less  frequent  adverse 
reactions,  each  of  which  occurred  in  1 of  298  patient 
treatments  (0.3%),  included  diarrhea,  dizziness, 
anorexia,  fatigue,  edema,  skin  rash,  leg  pain, 
inguinal  adenopathy,  medication  taste  and  sore 
throat. 

Long-Term  Administration:  The  most  frequent 
adverse  reactions  reported  in  studies  of  daily 
therapy  for  3 to  6 months  were  headache  in  33  of 
251  patients  (13.1%),  diarrhea  in  22  of  251  (8.8%), 
nausea  andor  vomiting  in  20  of  251  (8.0%),  vertigo 
in  9 of  251  (3.6%),  and  arthralgia  in  9 of  251  (3,6%), 
Less  frequent  adverse  reactions,  each  of  which 
occurred  in  less  than  3%  of  the  251  patients  (see 
number  of  patients  in  parentheses),  included  skin 
rash  (7),  insomnia  (4),  fatigue  (7),  fever  (4),  palpita- 
tions (1),  sore  throat  (2),  superficial  thrombophlebi- 
tis ( 1 ),  muscle  cramps  ( 2 ),  pars  planitis  ( 1 ), 
menstrual  abnormality  (4),  acne  (3),  lymphadenopa- 
thy  (2),  irritability  (1),  accelerated  hair  loss  (1),  and 
depression  (1), 

DOSAGE  AND  ADMINISTRATION:  Treat- 
ment of  initial  genital  herpes:  One  200  mg 
capsule  every  4 hours,  while  awake,  for  a total  of 

5 capsules  daily  for  10  days  (total  50  capsules). 

Chronic  suppressive  therapy  for  recurrent 
disease:  One  200  mg  capsule  3 times  daily  for  up 
to  6 months.  Some  patients  may  require  more  drug, 
up  to  one  200  mg  capsule  5 times  daily  for  up  to 

6 months. 

Intermittent  Therapy:  One  200  mg  capsule 
every  4 hours,  while  awake,  for  a total  of  5 capsules 
daily  for  5 days  (total  25  capsules).  Therapy  should 
be  initiated  at  the  earliest  sign  or  symptom  (pro- 
drome) of  recurrence. 

Patients  With  Acute  or  Chronic  Renal 
Impairment:  One  200  mg  capsule  every  12  hours  is 
recommended  for  patients  with  creatinine  clearance 
^=10  ml  'min/'1.73/m2. 

HOW  SUPPLIED:  Zovirax  Capsules  (blue,  opaque) 
containing  200  mg  acyclovir  and  printed  with 
"Wellcome  ZOVIRAX  200"  - Bottles  of  100 
(NDC-0081-0991-55)  and  unit  dose  pack  of  100 
(NDC-0081-0991-56), 

Store  at  15“-30°C  (59’-86°F)  and  protect  from  light. 

*In  controlled  studies,  recurrences  were  totally 
prevented  for  4 to  6 months  in  up  to  75%  of  patients. 

Burroughs  Wellcome  Co.,  Research  Triangle  Park,  North  Carolina  27709 
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CNA’s  commitment  to 
your  malpractice  protection 
goes  a long  way. 


Mcilpractice  insurance  from  CNA  carries 
with  it  this  important  commitment:  we  will  con- 
tinue to  provide  qucdity  malpractice  protection 
for  the  long  haul  throughout  the  United  States. 

For  over  30  years,  CNA  has  lived  up  to  this 
commitment  by  providing  profession2ds  with 
the  best  in  malpractice  protection.  These  years 
have  been  marked  by  stable,  responsibly-priced 
programs  attuned  to  professionals’  changing 
needs. 

This  commitment  can  be  seen  in  many 
other  ways:  CNAs  programs  include  comprehen- 
sive coverage,  loccil  claim  service,  and  mean- 


ingful loss  control  assistance.  CNA  also  believes 
in  vigorously  defending  against  all  frivolous  law- 
suits, and  has  established  panels  of  defense  attor- 
neys that  SF>ecialize  in  legal  defense  for  malpractice 
cases.  To  make  sure  they  continue  to  meet  your 
needs,  CNA  maintains  ongoing  relationships 
with  medical  societies  and  individual  physicians. 

Learn  how  far  CNAs  commitment  to  your 
insurance  protection  can  go. 

McDonough,  Caperton,  Association  Group 
One  Hillcrest  Dr.  E. 

Charleston,  WV  25332 
(304)346-0611 


The  WVSMA/CNA  Physicians  Protection  Progreim  is  underwritten  by 
Continental  Casueilty  Compciny,  one  of  the  CNA  Insurance  Compcinies. 
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This  paper  describes  certain 
medications  that  have  proven 
useful  in  managing  specific  pain 
problems.  It  also  discusses  the  cur- 
rent surgical  approaches  to  treating 
difficult  pain  problems  such  as: 
post-herpetic  neuralgia,  perineal 
pain  from  recurrent  carcinoma  of 
the  rectum,  midline  or  visceral 
pain,  and  pain  from  metastatic 
breast  or  prostate  carcinoma.  The 
value  of  the  percutaneous  cor- 
dotomy in  treating  unilateral 
cancer  pain  is  emphasized. 

Pain  can  be  a direct,  readily 
appreciated  and  response- 
provoked  phenomenon.  On  the 
other  hand,  pain  can  develop  into 
an  exceedingly  complex,  obscure 
and  expensive  problem.  One 
simplistic  but  useful  way  to  look  at 
pain  is  to  break  it  down  into  acute 
pain  and  chronic  pain. 

Chronic  pain  often  persists  past 
the  period  of  noxious  stimuli  so 
that  the  patient  continues  in  a 
pathologic  manner,  having  adopted 
a pain  life-style  which  occupies  all 
of  his  attention.  The  pain  is  used  to 
manipulate  his  environment,  and  he 
often  seems  lost  without  it.  This 
pain  is  often  complicated  by  drug 
addiction,  depression  and 
psychogenic  overlay.  There  is  a high 
risk  of  iatrogenic  complications  in 
the  form  of  the  injudicious  use  of 
drugs  and  unnecessary  surgery.  Pain 
clinics,  by  taking  a multi-disciplinary 
and  holistic  approach  to  the  prob- 
lem, are  in  the  best  position  to  han- 
dle chronic  pain. 

Acute  pain  ordinarily  represents  a 
response  to  noxious  stimuli  and 


usually  terminates  with  healing  or 
resolution  of  the  initiating  process. 
Sometimes  this  takes  a considerable 
period  of  time,  and  the  physician 
can  often  help  by  the  judicious  use 
of  drugs  or  certain  operative  tech- 
niques. It  will  be  with  this  manage- 
ment of  acute  pain  of  recent  onset 
with  which  this  paper  will  be 
concerned. 

Drug  Management  of 
Acute  Pain 

Diflunisal  (Dolobid),  a derivative 
of  salicylic  acid,  is  one  of  the  newer 
non-steroidal,  anti-inflammatory 
agents.  Although  it  may  be  looked 
upon  as  a fancy  aspirin,  and  has  the 
same  side  effects  as  aspirin,  it  does 
have  useful  analgesic  properties  and 
a significant  placebo  effect  as  well. 
Dosage  may  be  initiated  with 
1,000  mg  followed  by  500  mg  ql2h. 


i i A cute  pain  which  is 
unassociated  with 
any  overlying  depression 
or  psychogenic  contribu- 
tion can  be  handled  safely 
and  adequately  with  nar- 
cotics, starting  with  co- 
deine or  the  combination 
of  codeine  and  aspirin,  y y 


Amitriptyline  (Elavil)  is  a popular 
antidepressant  agent  which  also  ap- 
pears to  have  definite  analgesic  and 
sedative  properties  as  well.  This 
makes  it  an  excellent  preparation  to 
use  in  cancer  patients  who  have 
acute  pain  and  some  overlying 
depression.  Fifty  to  100  mg  at  bed- 
time is  a reasonable  way  to  initiate 
therapy,  and  often  insures  a night’s 


sleep.  Some  feel  that  the  antidepres- 
sant trazodone  (Desyrel)  also  has 
analgesic  properties  and  prefer  it  to 
amitriptyline.  This  drug  may 
enhance  the  descending  serotonin- 
mediated  inhibitory  system  which 
ultimately  acts  upon  the  posterior 
horn  of  the  spinal  cord.  The  PDR 
should  be  consulted  before  prescrib- 
ing trazodone.  Other  psychotropic 
drugs  preferred  by  some  are  a com- 
bination of  thioridazine  (Mellaril) 
and  fluphenazine  (Prolixin),  but 
these  drugs  in  combination  often 
lead  to  excessive  sedation. 

It  has  been  reported  that  baclofen 
(Lioresal),  in  addition  to  its  muscle 
relaxant  and  antispastic  properties, 
also  has  analgesic  properties 
especially  effective  for  bone 
metastases.  Indomethacin  (Indocin) 
may  also  be  helpful  for  this  kind  of 
pain. 

Carbamazepine  (Tegretol),  because 
it  is  so  highly  successful  in  patients 
with  trigeminal  neuralgia,  is  often 
used  in  the  hope  that  it  will  treat 
other  pain  problems  as  well.  This  is 
not  often  the  case  in  that  this  drug 
is  uniquely  and  specifically  helpful 
only  for  trigeminal  neuralgia  and 
some  patients  with  glossopharyngeal 
neuralgia. 

Acute  pain  which  is  unassociated 
with  any  overlying  depression  or 
psychogenic  contribution  can  be 
handled  safely  and  adequately  with 
narcotics,  starting  with  codeine  or 
the  combination  of  codeine  and 
aspirin.  Addiction  to  narcotics  is 
rarely  a problem  in  the  patient  with 
acute  pain,  and  there  is  usually  no 
problem  with  withdrawal  when  the 
noxious  stimulus  is  terminated. 

Difficult  Pain  Problems 

Post-herpetic  Neuralgia 

This  traditionally  has  been  one  of 
the  most  difficult  pain  management 
problems  in  all  of  medicine.  The 
difficulty  relates  to  the  fact  that 
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although  the  pathologic  process 
predominates  in  the  dorsal  root 
ganglion,  it  also  extends  centrally 
into  the  spinal  cord.  This  facilitates 
the  development  of  “central 
pathways”  which  render  ineffective 
any  approaches  directed  to  the 
periphery  after  the  problem  is  fully 
established.  It  should  be  appreciated 
that  the  incidence  of  post-herpetic 
neuralgia  is  almost  directly  related 
to  the  age  of  the  patient.  Therefore, 
over  the  age  of  70  or  75  years, 
post-herpetic  neuralgia  should  be 
anticipated.  The  early  use  of  sym- 
pathetic blocks,  even  before  the 
vesicles  have  cleared,  may  prevent 
the  later  development  of  post- 
herpetic neuralgia.  For  any  area 
above  the  third  thoracic  derma- 
tome, one  to  four  stellate  ganglion 
blocks  on  a daily  basis  may  prove 
effective.  For  lesions  below  T3,  a 
thoracic  epidural  catheter  for  the  in- 
stillation of  five  to  eight  ml  of 
0.25-per  cent  Marcaine  each  day  for 
two  or  three  days  may  prove  effec- 
tive. The  needle  is  placed  in  the 
epidural  space  at  the  mid-rash  area. 

The  phenothiazine-type  drug 
chlorprothixene  (Taractan)  seems  to 
be  uniquely  and  specifically  effec- 
tive in  relieving  the  pain  of  post- 
herpetic neuralgia.  Some  reports 
would  indicate  that  this  drug  alone 
will  adequately  handle  this  pain,  but 
this  is  unlikely.  Nevertheless,  it  is  a 
useful  adjunct  in  a dosage  of  25  mg 
three  times  a day.  It  carries  the 
same  adverse  reactions  seen  with 
other  phenothiazine  drugs. 

Although  the  transcutaneous  elec- 
trical nerve  stimulators  (TENS)  are 
somewhat  over-used,  post-herpetic 
neuralgia  is  one  condition  that  may 
be  nicely  relieved  with  the  use  of 
these  units.  They  are  somewhat 
clumsy  to  use  when  the  vesicles  in- 
volve the  first  division  of  the 
trigeminal  nerve,  but  even  there 
success  has  been  reported.  General- 
ly speaking,  the  patients  usually  get 
most  beneficial  results  from  a very 
low  frequency  (one  to  four  Hz), 
with  a high  intensity  of  stimulation. 
They  are  not  effective  if  the  pain 
has  existed  beyond  five  to  seven 
weeks. 

The  patient  with  chronic  post- 
herpetic neuralgia  can  sometimes  be 
relieved  by  thoroughly  chilling  the 
area  of  the  previous  eruptions  with 
ice  followed  by  the  application  of 


vigorous,  vibratory  stimulation  as 
supplied  by  a firm-to-hard  rubber 
electrical  vibrator.  This  may  break 
the  cycle  of  pain  for  three  to  four 
hours,  whereupon  the  process  can 
be  repeated.  This,  with 
chloroprothixene,  may  help  the 
patient  get  through  the  day. 

The  most  recent  development 
which  has  helped  the  post  herpetic 
neuralgia  patient  is  the  use  of  either 
radiofrequency  or  laser  dorsal  root 
entry  zone  (DREZ)  lesioning.  This 
requires  at  least  a hemilaminectomy 
with  exposure  of  the  spinal  cord 
throughout  the  extent  of  the  involv- 
ed nerve  roots  and  the  application 
of  temperature-controlled  radiofre- 
quency or  laser  lesions  to  the  dorsal 
root  entry  zone.  Temperature 
monitoring  should  help  avoid 
spread  of  the  lesion  to  the  cortico- 
spinal tract  with  resultant  weakness 
if  the  RF  treatment  is  used.  More 
than  50  per  cent  of  patients  with 
post-herpetic  neuralgia  can  be 
relieved  by  a DREZ  lesion. 


JL  t] 


he  phenothiazine- 
type  drug  chlor- 
prothixene (Taractan) 
seems  to  be  uniquely  and 
specifically  effective  in 
relieving  the  pain  of  post- 
herpetic neuralgia,  y y 


Perineal  Pain  From  Recurrent 
Carcinoma  of  the  Rectum 
When  carcinoma  of  the  rectum 
recurs,  as  it  often  does  following  an 
abdomino-perineal  resection,  there 
is  usually  severe  pain  in  the 
perineum  and  in  the  region  where 
the  rectum  was.  If  the  recurrent  car- 
cinoma in  the  pelvis  has  involved 
the  ureters  to  the  extent  that  blad- 
der control  is  lost,  the  easiest  and 
most  direct  technique  to  relieve  this 
pain  is  to  perform  an  intrathecal 
alcohol  block.  The  patient  is  placed 
on  an  operating  table  in  the  prone 
position  with  the  table  flexed  at  the 
hips  so  that  the  buttocks  are  at  the 
highest  point.  A lumbar  puncture  is 
then  performed  at  the  L5-S1  in- 
terspace, and  one  ml  of  absolute 
alcohol  is  instilled  slowly.  This, 


being  hypobaric,  will  ascend  and 
provide  a block  of  the  lower  sacral 
elements.  The  patient  should  remain 
in  this  position  for  about  45minutes 
so  that  the  alcohol  will  “fix”  to  the 
sacral  elements  of  the  cauda  equina. 
If  this  is  not  successful,  it  can  be 
repeated  with  1.25  ml  of  absolute 
alcohol.  Sometimes  this  will  provide 
only  several  months’  relief  of  pain, 
but  it  can  be  repeated.  We  have 
performed  this  technique  several 
times  when  bladder  function  was 
intact  without  losing  this  function. 

Another  useful  technique  is  a 
midline  terminal  myelotomy.  This 
requires  a laminectomy  to  expose 
the  region  of  the  conus  medullaris, 
or  terminal  portion  of  the  spinal 
cord,  at  about  LI.  Using  the 
operating  microscope,  an  incision  is 
made  through  the  midpoint  of  the 
dorsal  columns  passing  through  to 
the  anterior  portion  of  the  spinal 
cord  for  the  terminal  2.5  to  three 
cm  of  the  spinal  cord.  This  inter- 
rupts the  crossing  spino-thalamic 
fibers  from  the  sacral  area  but 
spares  the  motor  fibers  and  bladder 
function.  This  would  appear  to  be  a 
rather  radical  approach  to  the  pro- 
blem, but  actually  the  morbidity 
associated  with  this  operation  is  no 
more  than  seen  with  a lumbar  disc 
operation,  and  the  patients  are  im- 
mediately grateful  for  the  relief  of 
their  pain.  Sometimes  there  are 
somewhat  unpleasant  dysesthesias 
and  tingling  sensations  in  the  feet 
for  the  first  few  days  following  the 
procedure,  but  these  are  almost 
always  temporary. 

A third  technique  is  radiofrequen- 
cy injury  to  the  sacral  roots.  To 
perform  this,  lumbar  puncture  is 
done  at  L5-S1  with  a 12-gauge 
needle  with  the  patient  on  a tilting 
x-ray  table.  The  head  of  the  table  is 
elevated,  and  30  to  40  ml  of  CSF 
drained  off.  A radiofrequency  probe 
is  then  inserted  in  the  LP  needle 
and  brought  to  the  anterior  aspect 
of  the  spinal  canal,  whereupon  the 
needle  is  withdrawn  exposing  the 
active  tip  of  the  electrode.  The 
head  of  the  table  is  then  lowered  so 
that  the  CSF  drains  superiorly  caus- 
ing the  sacral  roots  to  collapse 
around  the  electrode.  A low-grade 
stimulation  through  the  electrode,  if 
it  is  in  the  proper  location,  will 
cause  bilateral  contractions  of  the 
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medial  gluteal  muscles.  At  this 
point,  a radiofrequency  lesion  is 
made  at  60°C  for  three  minutes 
which  will  provide  a block  of  the 
lower  sacral  element  sparing  blad- 
der function. 

Unilateral  Pain  Secondary 
to  Cancer 

Certainly  the  most  universally 
successful  and  most  gratifying  pro- 
cedure for  the  patient,  and  the 
surgeon,  is  a unilateral  Cl -2  per- 
cutaneous radiofrequency  cordot- 
omy for  contralateral  pain  second- 
ary to  carcinoma.  This  technique  is 
carried  out  under  radiographic 
guidance  and  frequently  provides  a 
sensory  level  as  high  as  C2.  It  is, 
therefore,  useful  for  pain  as  high  as 
the  shoulder  area.  The  sensory 
levels  with  the  radiofrequency 
technique  have  a lesser  tendency  to 
drop  than  with  the  open  surgical 
cordotomy,  and  in  some  cases  the 
level  actually  ascends  postoperative- 
ly.  It  is,  therefore,  useful  for  car- 
cinoma of  the  lung  which  has  ex- 
tended into  the  lower  brachial 
plexus  causing  arm  pain  as  well  as 
the  shoulder  and  arm  pain  seen 
from  recurrent  carcinoma  of  the 
breast.  It  is  most  ideal  for  the  pa- 
tient with  unilateral  leg,  hip,  flank, 
or  chest  pain.  Pain  may  recur  if  the 
patient  lives  beyond  a year. 

A small  electrode  is  placed 
through  a lumbar  puncture  needle 
which  is  used  to  penetrate  the 
spinal  canal  between  Cl  and  C2. 

The  dentate  ligament  is  identified 
with  emulsified  Pantopaque,  and 
the  electrode  is  introduced  into  the 
spinal  cord  just  anterior  to  the  den- 
tate ligament.  When  stimulation 
provides  a cold  or  warm  feeling  in 
the  opposite  extremities,  it  is  almost 
certain  that  the  electrode  is  in  the 
spinothalamic  tract.  A radiofrequen- 
cy lesion  at  that  point  usually  pro- 
duces a warm  feeling  in  the  op- 
posite leg  which  can  be  raised  to 
higher  levels  with  progressive  le- 
sions until  the  desired  pain  relief  is 
obtained.  The  results  are  immediate 
and,  again,  most  gratifying  to  the 
patient  and  his  family.  Late  com- 
plications occur  in  about  five  per 
cent.  These  include  unilateral 
weakness,  ataxia  or  urinary 
dysfunction. 


A bilateral  cordotomy  carries 
some  risk  of  respiratory  difficulty  in 
the  form  of  sleep  apnea  and  should 
not  be  used  if  a bilateral  high  level 
is  required.  Bilateral  lower  levels 
can  usually  be  performed  without 
this  complication,  although  there  is 
some  increased  risk  of  leg  weakness 
and  bladder  control,  which  are 
usually  temporary. 

Midline  Visceral  or  Pelvic  Pain 

This  has  traditionally  been  one  of 
the  difficult  pain  problems  to  treat 
surgically.  The  bilateral  cordotomy 
is  effective  but  it  carries  some  risk 
as  described  above.  The  treatment 
that  is  most  in  vogue  at  this  point 
for  this  kind  of  pain  is  the  use  of 
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intrathecal  morphine.  A lumbar 
puncture  with  the  instillation  of  one 
mg  of  preservative-free  morphine 
will  often  provide  excellent  pain 
relief  for  up  to  18  to  20  hours.  If 
one  or  two  such  injections  provide 
adequate  relief,  a catheter  can  be  in- 
troduced into  the  subarachnoid 
space  through  a Touhy  needle  and 
carried  subcutaneously  around  the 
flank  to  a reservoir  implanted  over 
the  lower  rib  cage,  usually  on  the 
right  side.  Some  surgeons  attach  this 
catheter  to  an  implantable,  self- 
powered  pump  which  can  supply 
morphine  at  a consistent  rate.  These 
pumps  cost  several  thousand 
dollars,  however,  and  for  the  cancer 
patient  we  have  found  an  inexpen- 
sive subcutaneous  reservoir,  which 
can  be  tapped  by  the  family  on  a 
daily  basis  for  the  instillation  of 
morphine,  actually  serves  the  cancer 


patient  very  well.  Over  a period  of 
time,  there  is  the  problem  of  the 
development  of  tolerance  with  this 
technique  so  that  increasing  doses 
may  be  required.  There  is  also  the 
problem  that  some  patients  develop 
delayed  respiratory  depression, 
pruritis,  nausea  or  urinary  retention, 
but  for  the  most  part  these  have  not 
been  limiting  complications. 

Pain  From  Metastatic  Car- 
cinoma of  the  Breast  or  Prostate 

It  is  an  old  observation  that 
hypophysectomy  provides  not  only 
a remission  in  hormone-sensitive 
tumors  such  as  carcinoma  of  the 
breast  and  prostate,  but  it  also  pro- 
vides lasting  pain  relief.  Although 
hypophysectomy  these  days  can  be 
easily  performed  by  the 
transphenoidal  route  by  those  skill- 
ed in  this  technique,  we  have  used 
a stereotaxic  transphenoidal  ap- 
proach to  the  pituitary  gland,  utiliz- 
ing probes  and  needles  which  are 
passed  through  the  floor  of  the  sella 
turcica  and  into  the  gland.  Instilla- 
tion of  up  to  four  ml  of  absolute 
alcohol  affords  a chemical 
hypophysectomy  which  usually  pro- 
vides immediate  and  dramatic  relief 
of  metastatic  pain  from  these 
sources.  This  is  done  with 
anesthetic  techniques  that  permit 
the  monitoring  of  vision  and  eye 
movements  during  the  procedure  to 
help  avoid  damage  to  the  cranial 
nerves. 

There  are  other  pain  problems  for 
which  satisfactory  treatment  still 
eludes  us.  These  include  phantom 
limb  pain,  the  chronic  pain 
associated  with  the  “failed  back 
syndrome”  which  is  usually  related 
too  multiple  low  back  surgery,  and 
atypical  facial  neuralgia  which  is 
largely  a psychogenic  pain  problem. 
Pain  clinics  can  perhaps  help  these 
patients. 

Generic/Trade  Names 

Generic  names  and  trade  names 
(in  parentheses)  of  drugs  mentioned 
in  this  article  are: 

amitriptyline  (Elavil),  baclofen 
(Lioresal),  bupivacaine  (Marcaine), 
carbamazepine  (Tegretal),  chlor- 
prothixene  (Taractan),  diflunisal 
(Dolobid),  fluphenazine  (Prolixin), 
indomethacin  (Indocin),  thioridazine 
(Mellaril),  and  trazodone  (Desyrel). 
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1987  Van  Liere  Memorial  Research  Convocation 


The  1987  Van  Liere  Memorial 
Research  Convocation  for 
students  in  the  West  Virginia  Univer- 
sity School  of  Medicine  was  held  on 
March  26.  These  yearly  convoca- 
tions enable  students  in  the  School 
of  Medicine  to  present  the  results  of 
their  research  activities  in  competi- 
tion for  the  Edward  J.  Van  Liere 
Award  and  other  prizes. 

The  Van  Liere  Award,  consisting 
of  a plaque  and  a check  for 
$200,  was  established  in  1965 
by  the  action  of  the  faculty  of  the 
School  of  Medicine  to  recognize 
the  research  efforts  of  the  students 
and  to  honor  the  late  Dr.  Edward  J. 
Van  Liere,  who  served  as  Chairman 
of  the  Department  of  Physiology 
from  1921-1955  and  as  Dean  of 


the  School  of  Medicine  from 
1935-1961. 

The  competition  is  organized 
into  two  categories  — the  Graduate 
Student  Research  competition  and 
the  Van  Liere  Award  competition, 
the  latter  category  open  only  to 
students  presenting  data  from 
research  done  by  them  as 
undergraduates  or  medical  students. 
Twenty-four  students  participated  in 
the  1987  convocation,  11  in  the  Van 
Liere  Award  competition  and  13  in 
the  Graduate  Student  Research 
competition. 

The  winner  of  this  year’s  Van 
Liere  Award  (the  twenty-third)  was 
Anthony  Viti,  a fourth-year  medical 
student.  The  first  runner-up  and 
winner  of  a check  for  $100  was  P. 
Gregory  Lee,  second  year,  and  the 


second  runner-up  and  winner  of  a 
check  for  $50  was  Nancy  Eranklin, 
a senior  physical  therapy  student. 

The  first  prize  in  the  Graduate  Stu- 
dent Research  competition,  a check 
for  $200,  was  awarded  to  Leslie  A. 
Bruggeman;  second  place,  a check 
for  $100,  Ronald  E.  Bishop,  and 
third  place,  a check  for  $50,  Russell 
A.  Hammond.  All  three  of  the  win- 
ners are  graduate  students  in  the 
Department  of  Biochemistry. 

The  publication  of  the  abstracts  of 
the  winning  presentations  in  The 
West  Virginia  Medical  Journal  is  an 
important  and  greatly  appreciated 
recognition  of  the  research  efforts  of 
our  students. 

W.  E.  Gladfelter,  Ph.  D.,  Chairman 

Van  Liere  Memorial  Research 
Convocation  Committee 


Effects  Of  Massage  On  Site  Of  Insulin  Injection 
On  Blood  Glucose  In  Postprandial  Diabetic  Patients 


ANTHONY  VITI 

Medicine  IV,  Pelham  Manor,  New  York 
MARGARET.!.  ALBRINK,  M.D. 

EDMUND  B.  FLINK,  M.D. 


In  a nondiabetic  there  is  a sharp 
postprandial  rise  and  fall  in  the 
level  of  insulin  and  a parallel  rise 
and  fall  in  glucose.  In  type  1 
diabetics  there  is  a blunted  response 
to  injected  insulin.  As  a result,  the 
insulin  curve  is  prolonged,  low,  and 
doesn’t  match  the  glucose  rise.  The 
control  of  diabetes  would  be  im- 
proved if  the  bioavailability  of  s.q. 
insulin  could  be  increased  to  meet 
the  postprandial  glucose  load.  The 
literature  has  shown  that  massaging 
the  site  of  insulin  injections  results 
in  a rapid  rise  in  serum  insulin.  The 


aim  of  this  study  was  to  determine 
whether  massaging  the  insulin  injec- 
tion site  improves  the  postprandial 
blood  glucose  levels  in  type  1 
diabetes. 

Nine  type  I diabetics  (five  men 
and  four  women)  who  had  been 
diabetic  > than  two  years  were 
studied  on  two  consecutive  morn- 
ings when  they  injected  their  usual 
A.M.  insulin  dose  perpendicular  to 
the  abdominal  wall.  On  the  test  day 
the  subjects  massaged  at  the  site  of 
injection,  and  on  the  control  day 
massaged  at  a distant  site.  Test  and 
control  days  were  randomized  and 
massage  time  was  five  minutes. 

Blood  samples  were  drawn  at 
15-minute  intervals  for  90  minutes, 
and  at  two  hours.  Sample  one 
(baseline)  was  drawn  just  prior  to  in- 
jection, sample  two  prior  to  massage. 


and  sample  three  prior  to  a 355  kcal 
liquid  meal.  There  was  a total  of 
eight  samples.  Plasma  glucose  was 
determined  by  the  glucose  oxidase 
method. 

Results  showed  the  increases  from 
baseline  of  plasma  glucose  were 
consistently  lower  on  test  day  as 
compared  to  control  day  on  samples 
three-eight,  and  these  results  were 
significant  (0.02  >p< 0.05  for  three, 
seven,  eight  and  p <0.01  for  four, 
five,  six  by  the  Wilcoxon  signed 
rank  test).  The  null  hypothesis,  that 
there  is  no  difference  between  test 
and  control  days,  is  rejected.  The 
results  of  this  study  show  that 
massaging  the  site  of  insulin  injec- 
tion will  improve  postprandial 
glucose  levels  and  help  achieve  a 
better  metabolic  control  in  type  1 
diabetics. 
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Fluconazole  And  Amphotericin  B In  Treatment 
Of  Systemic  Candidiasis  In  Rats 


P.  GREG  LEE 
Medicine  II,  Beckley 
MELANIE  A.  EISHER,  M.D. 
WILLIAM  F.  TARRY,  M.D. 


Candida  albicans  is  the  pathogen 
most  frequently  encountered  in 
opportunistic  systemic  fungal  infec- 
tions. Amphotericin  B,  the  drug 
most  commonly  employed  to  com- 
bat such  infections,  is  notorious  for 
its  adverse  reactions,  and  is  poorly 
absorbed  from  the  alimentary  tract. 
The  objective  of  this  study  was  to 
compare  the  in  vivo  antifungal  ac- 
tivity of  the  investigational 
bistriazole  compound  fluconazole, 
which  is  readily  absorbed  from  the 
alimentary  tract,  to  that  of  am- 
photericin B. 

In  a seven-day  therapy  trial,  30 
male  rats  were  injected  intravenous- 
ly (IV)  with  4x10“*  colony-forming 
units  (CFU/ml)  of  a clinical  isolate  of 


C.  albicans,  and  then  divided  into 
three  treatment  groups:  fluconazole 
(10  mg/kg/day  by  gavage),  am- 
photericin B (one  mg/kg/day,  in- 
traperitoneally)  and  control  (saline, 
intraperitoneally).  Rats  were  sacrific- 
ed four  days  after  the  last  dose,  and 
kidney  and  liver  homogenates  were 
cultured  for  fungi. 

Both  fluconazole  and  am- 
photericin B were  significantly  effec- 
tive in  reducing  renal  and  hepatic 
titers  of  C.  albicans  compared  to 
controls,  and  fluconazole  was  as  ef- 
fective as  amphotericin  B. 

In  a 21-day  therapy  trial,  24  rats 
were  given  2x10^  CFU/ml. 
Fluconazole  and  amphotericin  B 
each  significantly  reduced  Candida 
titers  compared  to  controls,  but 
fluconazole  was  significantly  less  ef- 
fective in  reducing  renal  titers.  To 
study  relapse,  an  additional  14  rats 
that  received  21  days  of  therapy 
were  sacrificed  at  28  days  post- 


therapy. Fluconazole  and  am- 
photericin B each  had  two  of  five 
rats  with  all  cultures  negative,  com- 
pared to  controls  with  zero  of  four 
rats  negative  (P>0.05). 

Although  the  structurally  related 
compound  ketoconazole  has  been 
showm  to  inhibit  androgen  biosyn- 
thesis, fluconazole,  at  a dose  of  10 
mg/kg/day,  did  not  significantly  alter 
ventral  prostate  or  left  seminal  vesi- 
cle weights  compared  to  control  or 
amphotericin  B animals  after  either 
a seven-day  or  a 21-day  course  of 
therapy.  This  result  suggests  that 
fluconazole  does  not  significantly 
alter  androgen  biosynthesis  or 
activity. 

Fluconazole  is  an  effective  drug  in 
this  model  of  candidiasis,  but  doses 
greater  than  10  mg/kg/day  orally 
may  be  required  for  microbiological 
cure  in  the  rat.  Experimental  trials 
of  systemic  candidiasis  using  higher 
doses  of  fluconazole  are  indicated. 


Effects  Of  Single  Frequency  Vibration/Acquisition 
Of  A Novel  Motor  Skill 
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DAVID  NESTOR,  B.S. 


Fifty-two  per  cent  of  industrial 
workers  sustain  a musculoskeletal 
injury  within  the  first  year  of 
employment.  Job  training  may  in- 
clude motor  skill  development  while 
using  a vibrating  hand  tool.  The 
purpose  of  this  study  was  to  deter- 
mine the  effects  of  single-frequency 
vibration  on  motor  learning  as 
demonstrated  by  acquisition  of  a 
novel  motor  skill.  Subjects  were  32 
right-handed  females  (ages  20-40 
years)  randomly  recruited  from  the 
University  population. 

Each  subject’s  forearm  was 


secured  in  an  orthoplast  plastic 
splint  designed  to  isolate  the  activity 
of  the  right  abductor  digiti  minimi 
muscle  (ADM).  A force  transducer 
positioned  next  to  the  little  finger 
measured  the  isometric  tension 
generated  by  the  ADM.  Maximum 
voluntary  isometric  contractions 
(MVCs)  of  the  ADM  for  each  subject 
were  used  to  create  an  individualiz- 
ed wave  form  represented  as  a force 
trace  between  five  per  cent  and  25 
per  cent  of  the  MVC.  The  subject 
was  instructed  to  follow  the  force 
trace  displayed  on  the  microcom- 
puter screen  by  pushing  against  the 
force  transducer  for  10  consecutive 
trials.  Vibration  (120Hz)  was  applied 
to  the  ADM  of  the  experimental 
subjects  (n  = l6). 

Control  subjects  (n  = l6)  received 
no  vibration.  Each  subject’s  absolute 


deviation  from  the  force  trace  was 
automatically  computed  and  record- 
ed using  microcomputer  software. 

Data  analysis  using  a two-factor 
ANOVA  with  repeated  measures 
showed  no  group  main  effect  or  in- 
teraction effect;  however,  a main  ef- 
fect was  found  for  trials.  Post  hoc 
testing  showed  that  trial  one  dif- 
fered significantly  from  trials  three 
through  10,  indicative  of  the  normal 
learning  curve. 

Results  indicate  that  vibration  did 
not  affect  learning  of  a novel  motor 
skill  for  this  sample.  Workplace  in- 
juries that  occur  during  job  training 
may  not  result  from  vibration  ex- 
posure. Eurther  studies  are  needed 
with  larger  samples  to  investigate 
other  factors  which  may  be  risk  fac- 
tors for  musculoskeletal  injury  dur- 
ing job  training. 
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Isolation  And  Characterization 
Of  Immunoglobulin  Kappa-1  Genes 


LESLIE  A.  BRUGGEMAN 
Coldwater.  Ohio 
KEVIN  L.  DREHER 
Department  of  Biochemistry 


The  potential  for  correcting 

genetic  defects  by  gene  therapy 
can  be  utilized  only  after  a thorough 
understanding  of  transcriptional 
contol  of  gene  expression  is  obtain- 
ed. The  rabbit  immunoglobulin  kap- 
pa gene  locus  is  a highly  regulated, 
complex  system  that  provides  an  ex- 
cellent model  for  the  study  of 
transcriptional  regulation.  The 
germline  allotype  genes  of  the 
kappa-1  b group,  b5  and  b9,  have 
been  isolated  and  characterized 


previously.  This  laboratory  has 
isolated  the  remaining  rearranged, 
expressed  allotype  genes,  the  b4 
and  b6,  from  partial  plasmid 
genomic  libraries. 

The  genes  have  been  characteriz- 
ed by  restriction  enzyme  mapping 
and  nucleotide  sequence  analysis. 
Computer-assisted  analysis  of  the 
nucleotide  sequence  data  has  shown 
interesting  comparisons  among  the 
various  b group  allotype  genes. 
Preliminary  investigations  into  the 
transcriptional  control  regions  of 
these  genes  have  included  subclon- 
ing the  intact  b4  gene  and  5’  dele- 
tion mutants  of  this  gene  into  the 
expression  vector  pSVgpt.  These 
constructs  were  transferred  into  the 


Role  Of  DNA  Polymerase  Delta 
In  Mammalian  Systems 


RUSSELL  A.  HAMMOND 
Canfield,  Ohio 
MICHAEL  R.  MILLER,  Ph  D. 
Department  of  Biochemistry 


In  order  to  develop  effective 

chemotheraputic  drugs  for  cancer 
and  viral  treatment  it  is  essential  to 
understand  the  roles  of  the  four 
mammalian  DNA  polymerases 
(alpha,  beta,  gamma  and  delta)  in 
DNA  replication  and  repair.  On  the 
basis  of  inhibitor  studies,  DNA 
polymerase  alpha  is  suggested  to  be 
responsible  for  DNA  replication. 
Polymerase  beta  is  a repair  enzyme 
and  polymerase  gamma  is  responsi- 
ble for  mitochondrial  DNA 
replication. 


DNA  polymerase  delta  is  the  most 
recently  identified  and  least 
characterized.  It  is  unique  in  that  it 
contains  an  intrinsic  exonuclease  ac- 
tivity which  is  capable  of  preventing 
the  formation  of  mismatched  base 
pairs  during  DNA  synthesis,  thereby 
insuring  fidelty  of  replication.  Re- 
cent investigations  in  this  laboratory 
indicate  that  in  addition  to 
polymerase  alpha,  polymerase  delta 
also  may  have  a significant  role  in 
replication.  Further  investigations 
were  initiated  to  better  characterize 
the  role  of  polymerase  delta  in 
replication  and,  also,  for  the  first 
time,  in  DNA  repair. 

Results  from  pulse/chase  ex- 
periments with  permeable  cells  in 
the  presence  of  various  polymerase 


mouse  B cell  line,  J558L,  by 
electroporation. 

Stable  incorporation  of  the  genes 
was  selected  by  mycophenolic  acid 
resistance,  and  rabbit  kappa  chain 
expressing  clones  were  detected  in 
an  ELISA.  The  transcriptional  activi- 
ty of  the  regulatory  regions  of  the 
intact  and  deletion  constructs  was 
determined  by  quantitative  dot  blots 
of  messenger  RNA  levels. 

This  work  has  provided  a basis 
for  structural  and  functional  com- 
parison of  the  kappa-1  b group 
allotype  genes,  and  may  provide  in- 
sight into  the  mechanism(s)  which 
control  immunoglobulin  kappa  gene 
transcription. 


inhibitors  indicate  that  both 
polymerases  alpha  and  delta  are 
involved  in  the  synthesis  and 
maturation  of  DNA  during  replica- 
tion, providing  further  evidence 
for  delta’s  involvement  in  DNA 
replication.  Delta’s  role  in  DNA 
repair  was  investigated  with  two 
different  DNA  damaging  agents  (N- 
methyl-Nfoitro-N-nitrosoguandine 
and  bleomycin).  These  experiments 
suggest  that  polymerase  delta  may 
also  be  involved  in  some  types  of 
DNA  repair. 

From  this  novel  data,  it  is  ap- 
parent that  polymerase  alpha  and 
delta  are  both  involved  in  DNA 
replication,  and  polymerase  delta 
and  beta  are  responsible  for  some 
types  of  DNA  repair. 
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Biosynthesis  Of  A Novel  Vitamin  B6 
Form  By  Tumor  Cells 


RONALD  E.  BISHOP 
Morgantown 
GEORGE  P.  TRYEIATES 
Department  of  Biochemistry 


Vitamin  Bg  is  required  for  the 
growth  and  development  of 
neoplastic  as  well  as  normal  cells. 
Results  of  studies  on  the  time-course 
distribution  of  or  ‘^C  from  ring- 
labeled  pyridoxine  in  rats  bearing 
Morris  7777  hepatomas  indicate  that 
a)  metabolic  transformations  of  the 
labeled  vitamin  are  altered  in  tumor 
and  host  liver  cells,  and  b)  a novel 
vitamin  product  is  formed. 

It  was  observed  as  a novel  labeled 
peak  when  perchloric  acid  extracts 
of  tumor  and  host  liver  cells  were 
chromatographed  by  ion-pairing 
reverse-phase  HPLC,  and  has  been 
found  in  all  tumor  lines  examined  to 
date,  including  3B3  mouse-human 


hybridoma  cells.  Its  structure  ten- 
tatively has  been  identified  as 
adenosine-N^-methyl,  pro- 
pylthioether,  N-pyridoximine  5- 
phosphate.  This  report  is  on  the 
incorporation  of  label  from  ^^s-L- 
methionine  and  from  [2,8-^H]- 
adenosine  into  the  novel  product  by 
3B3  cells.  The  cells  were  grown  in 
monolayer  culture  in  RPMI-1640 
medium  supplemented  with  Gin, 
2-mercaptoethanol,  fungizone,  pen- 
strep,  and  with  15 -per  cent  fetal 
bovine  serum  (RPMI-Complete). 

After  spinning,  they  were 
resuspended  in  fresh  complete 
medium  at  1 x lO'^  cells/ml  and  in- 
cubated at  37°C  with  shaking  in  the 
presence  of  labeled  methionine  or 
adenosine  (five  ;aCi/ml).  Incubation 
was  stopped  with  HCIO4  at  various 
time  periods  up  to  60  minutes. 
Labeled  compounds  were  then  acid- 


extracted  and  chromatographed  by 
ion-pairing  RP-HPLC. 

The  results  showed  a labeled 
species  which  coeluted  with  the 
product  isolated  from  hepatoma 
cells  (labeled  with  PN  precursor). 
The  novel  product  labeled  with 
pyridoxine,  adenosine  or 
35S-L-methionine  coelutes  when 
rechromatographed  on  HPLC  using 
acidified  10-per  cent  2-propanol. 

Coelution  is  also  observed  upon 
rechromatography  on  Aminex  A-9 
using  0.001  M ammonium  formate, 
pH  4.25.  Maximal  incorporation  of 
^H  from  adenosine  and  ^55  from 
L-Met  into  the  novel  tumor  product 
occurs  at  five  min.  and  10  min.  of 
incubation,  respectively. 

These  results  support  the  struc- 
ture proposed  for  the  novel  tumor 
product  and  indicate  novel  en- 
zymatic steps  for  the  metabolism  of 
vitamin  Bg  in  tumor  cells. 
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Athletic  Menstrual  Disorders 


Discussant: 

IRMA  H.  ULLRICH,  M.  D. 
Professor  of  Medicine 


Women  athletes  may  have 
delayed  meyiarche  and  irregular 
menstrual  cycles.  Hormonal 
changes  occur  with  training  which 
may  influence  normal  cycling; 
athletes  may  be  stressed  and  may 
change  their  diets.  Decreased 
estrogen  levels  may  predispose 
athletes  to  infertility  and  decreased 
skeletal  calcium.  These  changes  and 
possible  etiologies  should  be  con- 
sidered in  workup  and  therapy. 

A discussion  of  menstrual  dis- 
orders which  occurs  in 
athletes  requires  knowledge  of  hor- 
monal and  other  requirements  for  a 
normal  menstrual  pattern  to  occur. 

Normal  Menstrual  Function 

The  relationship  of  various  hor- 
mones to  the  occurrence  of  men- 
arche  and  the  maintenance  of  an 
ovulatory  menstrual  cycle  is  com- 
plex. I’d  like  to  review  that  with 
you.  The  onset  of  menarche  is 
determined  by  multiple  factors  such 
as  nutrition,  weight,  stress  and 
exercise. 

The  average  age  at  which  menar- 
che occurs  in  the  general  United 
States  population  is  12.8  years.  This 
age  varies  in  different  countries  as 
well  as  with  the  calendar  year.'  In 
1800  menarche  occurred  at  nearly 
17.5  years  but  by  1980  there  was  a 
decrease  of  about  four  years.  The 
altitude  at  which  women  live  is  also 
important,  and  menstruation  may  be 
normally  delayed  up  to  a year  at 
higher  altitudes. 

Body  composition  changes  at 
puberty  in  both  sexes  but  in  op- 
posite directions  with  girls  increas- 
ing their  body  fat  and  men  decreas- 
ing it.  Unfortunately,  men  also  in- 
creases their  fat  into  adulthood. 


and  women  increase  it  even  further, 
with  many  ending  up  obese. 

Frisch^  has  suggested  that  there  is 
a critical  weight  range  which  must 
be  achieved  prior  to  puberty. 

Belgian  girls  were  studied  at  dif- 
ferent calendar  years.  Girls  were 
heavier  in  1947  than  in  1835  and 
began  their  adolescent  growth  spurt 
earlier.  Menarche  and  cessation  of 
growth  due  to  epiphyseal  closure 
occurred  sooner.  These  studies  sug- 
gested that  the  relative  amount  of 
body  fat  which  a woman  had  was 
important  in  determining  the  age  of 
menarche. 


^ ^'w'^rhether  training 
ww  occurs  before  or 
after  menarche  also  is  an 
important  factor  in  deter- 
mining when  puberty  oc- 
curs. y y 


There  are  changes  in  hypothala- 
mic hormone  secretion  which  occur 
with  puberty.^  During  childhood  the 
pulses  of  LH  and  FSH  are  few  in 
number  and  small  in  magnitude.  As 
puberty  begins,  bursts  of  LH  occur 
at  night  and,  finally,  rhythmic  activi- 
ty at  about  one-  to  two-hour  inter- 
vals is  present  throughout  the  day. 
This  is  an  adult  pattern  and  is 
necessary  for  ovulation  to  occur. 

The  requirement  for  rhythmicity 
was  discovered  when  infusions  of 
gonadotropin-releasing  hormones 
were  given  for  infertility.  A con- 
tinuous rather  than  intermittent  in- 
fusion which  resulted  in  a tonic 
stimulation  of  the  pituitary,  and 
subsequently  the  ovary,  did  not 
produce  ovulation. 

Estrogen  levels  also  affect 
the  pituitary  response  to 


gonadotropin-releasing  hormone. 
Estrogen  is  synthesized  in  the  ovary, 
adrenal,  and  by  peripheral 
conversion — primarily  in  fat  but  also 
in  muscle  tissue.  In  the  early  phase 
of  follicular  development  in  the 
ovary,  levels  of  estradiol  are  low. 
There  is  a general  increase  until 
mid-cycle  when  a peak  is  reached. 
Estrogens  then  decrease  as  the  peak 
in  gonadotropins  occurs.  Rupture  of 
the  ovarian  follicle  occurs  approx- 
imately 24-36  hours  after  the  LH 
peak.  The  gradual  increase  in 
estradiol  after  ovulation  is  primarily 
derived  from  the  ovary  from  which 
ovulation  occurred.  There  are  small 
amounts  of  progesterone  which  are 
produced  by  the  ovary  prior  to 
ovulation.  Following  ovulation,  pro- 
gesterone secretion  increases  during 
the  life  span  of  the  corpus  luteum. 

A positive  feedback  at  the 
pituitary  occurs  due  to  ovarian  hor- 
mone production.  The  increase  in 
estradiol  immediately  prior  to  the 
LH  peak  is  necessary  for  this  spike 
to  occur.  The  site  at  which  this 
modulation  occurs  may  be  both  at 
the  hypothalamus  as  well  as  the 
pituitary  level.  Progesterone  may 
also  potentiate  the  positive  feedback 
of  estrogens. 

The  gonadotropins  are  necessary 
for  ovarian  hormone  synthesis  as 
well  as  ovulation.  FSH  stimulates 
aromatase  activity  and  LH  stimulates 
the  synthesis  of  androgen  precur- 
sors which  are  used  for  estrogen 
synthesis.  Furthermore,  if  the  follicle 
does  not  mature  in  a normal  way 
during  the  preovulatory  period,  the 
corpus  luteum  may  be  inadequate. 
This  results  in  a shortened  luteal 
phase  (normally  14  days)  and’ 
relative  infertility.  This  may  occur 
when  gonadotropin  levels  are  low 
in  the  preovulatory  period.  The  hor- 
mones which  are  secreted  by  the 
corpus  luteum  also  have  an  effect 
on  the  next  cycle.  A short  luteal 
phase  advances  ovulation  in  the 
next  cycle. 

Other  hormones  in  addition 
to  gonadotropins,  estrogens  and 
progestens  also  influence  the 
hypothalamic-pituitary  axis.  Prolac- 
tin is  well  recognized  to  cause  in- 
hibition of  the  mid-cycle  LH  peak, 
and  at  high  levels  may  result  in 
amenorrhea.  It  may  also  have  direct 
effects  on  the  ovary  to  inhibit  hor- 
mone production. 
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Catecholamines,  androgens  and 
endorphines  may  also  influence  the 
axis — in  a direction  to  inhibit  ovula- 
tion. Catecholamines  may  also  have 
an  effect  on  the  rate  and  direction 
of  estrogen  catabolism.  These  hor- 
mones become  important  when  ex- 
ercise is  considered  because  they 
are  increased  with  strenuous 
exercise. 

Types  of  Exercise 

Exercise  is  not  all  the  same.'* 

Some  forms  of  exercise  result  in  car- 
diovascular conditioning  and  are 
termed  aerobic.  These  activities  are 
usually  of  long  duration  and 
relatively  low  intensity.  Jogging  and 
long-distance  swimming  are  such  ex- 
ercises which  utilize  the  Kreb’s  cycle 
and  oxygen  as  energy  sources. 

When  performed  multiple  times 
over  a prolonged  period,  such  ac- 
tivities result  in  a training  effect. 
Both  cardiac  and  skeletal  muscles 
are  affected  by  training  with  the  net 
result  that  a greater  amount  of  work 
can  be  done.  The  amount  of  work 
done  may  be  quantitated  by 
measurement  of  a maximum  oxygen 
consumption.  If  a treadmill  test  is 
used,  the  subject  walks  or  runs  on  a 
treadmill  at  a constant  speed.  The 
elevation  is  increased  until  he  or  she 
can  continue  only  for  a minute. 
During  the  final  minute,  expired  air 
is  collected  and  the  amount  of  oxy- 
gen which  has  been  extracted  from 
it  is  calculated.  This  is  then  express- 
ed as  a VO-2  or  0-2  max. 

VO-2  max  can  be  increased  by 
aerobic  training;  it  decreases  with  a 
sedentary  life  style  and  inactivity. 
Physical  fitness  has  been  shown  by 
epidemiologic  studies  to  correlate 
with  a decrease  in  blood  pressure 
and  mortality  from  coronary  artery 
disease. 

Another  type  of  exercise  uses  the 
ATP  pathway  for  metabolic  fuel. 

This  is  high-intensity,  short-duration 
activity.  Examples  are  sprint  running 
and  swimming  and  power  weight 
lifting.  This  kind  of  exercise  results 
in  more  gains  in  strength  and 
changes  in  body  composition  than 
increases  in  cardiovascular  condi- 
tioning. Consideration  of  exercise 
and  athletes  must  therefore  take  into 
account  the  type  of  exercise  and  the 
training  schedule  that  is  used.  The 
response  of  hormones  to  exercise 
may  depend  on  the  intensity  of  the 


activity.  This  may  be  expressed  as 
the  per  cent  of  VO-2  at  the  time  of 
blood  collection. 

Body  Composition 

Body  composition  measurements 
determine  the  percentage  of  body 
weight  which  is  fat  and  which  is 
lean  tissue.  There  are  various 
methods  of  estimating  body  fat  such 
as  using  height/weight-2,  skinfolds 
and  hydrostatic  weighing.  Sub- 
cutaneous fat  measured  with 
skinfold  calipers  at  several  sites 
correlates  with  total  body  fat.  A 
300-pound  weight  lifter  and  an 
obese  300-pound  patient  may  have 
the  same  height/weight-2 
measurements,  yet  they  obviously 
have  very  different  amounts  of  body 
fat,  and  their  skinfold  measurements 
would  be  different. 

Another  method  of  determining 
body  fat  is  hydrostatic  weighing. 

The  subject  is  weighed  on  land  and 


( C omparison  of  the 
irregular  group 
with  the  regular  men- 
struating women  noted 
that  the  best  predictor  was 
prior  menstrual  history,  y y 


while  submerged.  Because  “fat 
floats,”  the  difference  in  weights  will 
be  greater  in  the  person  with  a 
higher  percentage  of  fat.  Formulas 
are  used  to  calculate  per  cent  fat 
depending  on  body  density.  This  is 
a more  accurate  way  of  determining 
per  cent  fat  than  skinfold  measure- 
ments. Per  cent  fat  weight  differs 
among  various  types  of  athletes.  In 
a study  of  Pennsylvania  State  Uni- 
versity athletes,^  the  lowest  per  cent 
fat  was  noted  among  cross  country 
runners  and  gymnasts;  those  par- 
ticipating in  synchronized  swim- 
ming had  the  highest  per  cent  fat. 

Similar  comparisons  of  body  com- 
position have  been  made  between 
women  who  were  runners  and 
other  women  who  were  sedentary, 
but  age  and  height  matched.  The 
runners  had  15  per  cent,  and  the 
sedentary  had  28  per  cent  body  fat. 


These  differences  in  body  com- 
position among  various  athletes  are 
of  interest  in  comparing  age  at 
menarche.  Age  at  menarche  was 
compared  in  normal  subjects,  starva- 
tion/amenorrhea, musicians  and 
ballet  dancers.^  Subjects  with  starva- 
tion/amenorrhea were  included  as  a 
control  for  weight;  the  musicians 
performed  professionally  so  they 
were  used  as  a control  group  for 
the  stress  experienced  by  ballet 
dancers.  The  standard  deviation  in- 
creased among  the  starved  group 
and  the  musicians  compared  to  nor- 
mals, but  the  mean  in  the  ballet 
dancers  was  still  higher,  15  years 
compared  to  12.5  years.  This  survey 
would  suggest  that  perhaps  stress 
and  weight  were  additive  in  their  ef- 
fects on  menstrual  function  or,  alter- 
natively, that  another  unrelated  fac- 
tor was  operating. 

Whether  training  occurs  before  or 
after  menarche  also  is  an  important 
factor  in  determining  when  puberty 
occurs.  An  increase  in  the  mean  age 
of  menarche  in  those  who  were 
trained  as  swimmers  or  runners 
prior  to  menarche  was  noted  com- 
pared to  those  trained  after  puberty 
or  the  normal  population.'  Begin- 
ning training  prior  to  menarche  may 
also  predispose  women  to  have  ir- 
regular menses  later.  It  is  difficult  to 
ascribe  all  these  changes  in 
menstrual  function  entirely  to  train- 
ing. Another  interpretation  of  the 
data  is  that  girls  who  train  early  are 
different  in  emotional  and  physical 
makeup  and  that  these  factors  also 
influence  endocrine  function.  A 
third  alternative  is  that  a concomi- 
tant change  such  as  dietary  altera- 
tion is  associated  with  both  training 
and  menstrual  dysfunction. 

Amenorrhea  In  ‘Normals’ 

How  frequently  does  amenorrhea 
occur  in  athletes  compared  to  a 
group  similar  in  age? 

Studies  have  considered  the  fre- 
quency of  menstrual  disorders  by 
questionnaire.  In  a Swedish  study® 
of  2,000  women,  aged  18-45,  1.8 
per  cent  were  noted  to  have  had 
amenorrhea  of  three  months  or 
more.  A study  by  Singh^  noted  that 
five  per  cent  of  women  seen  at  a 
college  student  health  service  had 
been  amenorrheic.  This  study  may 
have  selected  a particular  group  of 
women  for  study.  A study  by 
Bachmann  and  Kemmann‘°  sent  a 
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questionnaire  to  1,420  students  in  a 
New  Jersey  college  with  a 70-per 
cent  response  rate.  The  mean  age  of 
the  women  was  19  years.  Eleven  per 
cent  had  oligomenorrhea — defined 
as  having  cycles  35-90  days  long; 

2.6  per  cent  had  amenorrhea — an 
interval  longer  than  three  months. 
Primary  amenorrhea  was  reported 
by  three  women.  The  majority  (two 
thirds)  of  these  women  with  ir- 
regular or  absent  menses  had  been 
irregular  since  menarche,  but  regular 
cycles  had  been  present  for  at  least 
three  and  one  half  years  in  many  of 
the  subjects. 

The  women  with  irregular  cycles 
were  not  different  from  those  with 
regular  ones  with  respect  to  weight 
gain,  perceived  emotional  upset, 
workload,  or  reported  use  of 
medication.  The  amenorrheic 
women,  however,  reported  weight 
loss  of  more  than  20  pounds  and 
regular  jogging  more  frequently 
than  regular  women.  Many  of  the 
women  with  irregularities,  however, 
were  sedentary  and  had  not  lost 
weight. 

Incidence  In  Athletes 

How  frequently  do  menstrual  ir- 
regularities occur  among  athletes, 
and  is  the  incidence  different 
among  various  athletic  activities? 

Shangold  and  Levine"  sent  ques- 
tionnaires to  1,841  women  who 
entered  the  1979  New  York  City 
marathon.  The  response  rate  was 
only  21  per  cent.  Ninety-one 
women  or  24  per  cent  of 
respondents  had  amenorrhea  or 
oligomenorrhea  during  training; 
over  80  per  cent  of  these  were  ir- 
regular prior  to  beginning  their 
training.  The  respondents  were  a 
select  group — 77  per  cent  had  at 
least  a bachelors  degree,  41  per  cent 
had  graduate  or  professional 
degrees,  and  only  45  per  cent  were 
married.  There  were  only  four 
women  who  changed  from  regular 
to  amenorrheic:  two  were  over  45 
years  of  age,  one  changed  to  a 
vegetarian  diet,  and  the  fourth 
woman  lost  a large  amount  of 
weight  in  association  with  running. 

Comparison  of  the  irregular  group 
with  the  regular  menstruating 
women  noted  that  the  best  predic- 
tor was  prior  menstrual  history. 
Regular  women  were  heavier,  older 
and  had  started  running  later  than 


the  irregular  women.  There  was  no 
difference  in  average  pace,  weekly 
mileage  or  time  in  running  the 
marathon.  These  women  were  not 
excessively  thin — those  with  regular 
cycles  weighed  96.6  per  cent  of 
ideal  body  weight,  and  irregular 
women  were  96.3  per  cent.  This 
study  has  some  obvious 
problems — the  response  rate  was 
low,  the  “regular”  women  may  have 
been  anovulatory  too,  and  selT 
reporting  may  have  been  inaccurate. 
But  it  is  somewhat  reassuring  that 
the  strenuous,  prolonged  training 
necessary  to  run  a marathon  does 
not  result  in  obvious  menstrual 
dysfunction  in  the  majority  of 
women. 

A study  by  Lutter  and  Cushman'^ 
gave  a questionnaire  to  women  run- 
ning the  Boston  Marathon  or  a lOK 
race  in  Minneapolis.  Three  hundred 
and  fifty-three  women  were  includ- 
ed in  the  analysis,  most  from  the 
lOK  group.  Normal  cycles  were 
defined  as  lasting  21-35  days;  69  per 
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cent  of  the  total  group  fit  into  this 
category.  The  oligomenorrheic 
group  ran  more  frequently  and  had 
a higher  weekly  mileage  than  the 
normal  group.  They  were  younger 
and  frequently  competed  in  another 
sport.  Body  weight  was  less  in  this 
group  and  they  reported  a weight 
loss  greater  than  10  pounds  more 
frequently  than  the  normal  group. 
They  also  had  a later  menarche  and 
prior  irregular  cycles  more 
frequently. 

Is  menstrual  irregularity  peculiar 
to  runners  or  is  it  seen  in  other 
women  athletes?  A Finnish  group  of 
investigators'^  examined  long 
distance  runners,  skiers  and 
volleyball  players.  All  of  the  athletes 
developed  menarche  later  than  their 
controls.  The  delay  was  longer  if 
they  began  training  before  puberty. 
The  volleyball  players  did  not  have 
more  irregular  periods  than  their 


control  group.  The  skiers  and  run- 
ners were  more  frequently  irregular, 
and  this  increased  further  during 
heavy  training  and  competition. 

This  study  illustrates  the  influence 
of  different  modes  of  exercise  on 
menstrual  function.  Running  and 
skiing  have  a more  aerobic  compo- 
nent than  does  volleyball,  which 
utilizes  strength  and  speed  more 
than  endurance. 

In  summary,  it  appears  that 
menstrual  irregularities  may  occur  in 
many  women  athletes  whether  com- 
petitive or  recreational.  Irregular 
cycles  appear  to  be  more  common 
among  those  who  engage  in  ac- 
tivities requiring  endurance. 

If  menstrual  irregularities  are  more 
common  among  runners,  it  then 
makes  sense  to  examine  hormones 
which  are  related  to  ovarian  func- 
tion in  these  women. 

Shangold'"'  studied  a 30-year-old 
woman  over  18  menstrual  cycles 
with  various  training  schedules.  Dur- 
ing the  “control”  cycle  she  ran  26 
miles/week  during  the  follicular 
phase,  and  during  the  training  cycle 
she  ran  20  miles/week  in  both 
phases.  Progesterone  was  lower  and 
the  following  menstrual  period 
began  two  days  earlier;  estradiol  and 
LH  levels  were  lower  but  not 
statistically  significant.  The  length  of 
the  luteal  phase  varied  inversely 
with  the  mileage  run  during  that 
phase  and  the  total  distance  run 
during  the  first  seven  days  of  the 
follicular  phase.  Mid-luteal  pro- 
gesterone values  were  lower  in  train- 
ing cycles  compared  to  control 
ones. 

Effects  Of  Training 

Prospective  trials  have  been  done 
by  several  workers.  The  effects  of 
strenuous  training  on  cycles  and 
hormones  were  studied  by  Boyden, 
Bullen  and  Russell  in  separate 
studies. 

Boyden'^  tfained  19  women  for 
14-15  months  so  they  could  run  a 
marathon.  They  were  runners  initial- 
ly running  15  miles/week  who  had 
regular  cycles.  Hormones  were 
measured  at  baseline  and  after  they 
were  running  an  average  of  47  and 
63  miles/week.  Their  weight  remain- 
ed unchanged  but  their  per  cent 
body  fat  decreased  from  25  to  22 
per  cent. 
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It  appears  that  menstrual  irregularities  may  occur  in  many  women  athletes  whether 
competitive  or  recreational. 


Estradiol  levels  decreased  during 
training  but  changes  did  not  cor- 
relate with  changes  in  body  com- 
position. Testosterone  levels  did  not 
change  significantly.  Eighteen  of  the 
19  women  noted  changes  in 
menstrual  cycles  during  training  by 
the  mid-training  level  that  were  the 
same  or  worse  at  60  miles,  but  none 
developed  amenorrhea.  Baseline 
ESH  and  LH  levels  did  not  change 
but  the  response  of  these  to 
gonadotropin-releasing  hormone'^ 
was  significantly  decreased  as  train- 
ing progressed.  This  change  was  not 
related  to  estradiol  levels  or  to 
changes  in  body  composition. 

Bullen''  trained  28  women  who 
were  initially  untrained  over  eight 
weeks  with  a running  schedule  of 
from  four  miles/day  initially  to  10 
miles/day  at  competition.  They  train- 
ed at  70-80  per  cent  of  max  VO-2; 
they  also  engaged  in  three  and  one 
half  hours  of  sports  activities  daily. 
Subjects  were  assigned  to  two 
groups — a weight  maintenance 
group  and  weight  loss  group  which 
lost  0.45  kg/wk.  Exercise  caused 
cycle  disruption  in  24  of  the  28 
women.  Delay  of  menses  and  loss 
of  the  LH  surge  were  more  com- 
mon in  those  who  lost  weight; 


changes  were  progressive  with  train- 
ing. It  was  also  noted  that 
significantly  more  abnormalities  in 
cycles  were  detected  by  hormonal 
analysis  than  were  apparent  by 
clinical  assessment.  After  the  study, 
the  women  resumed  their  usual  ac- 
tivities and  reduced  their  training 
time.  By  six  months,  all  of  the 
women  resumed  normal  ovulatory 
function. 

This  study  shows  that  the  effects 
of  training  strenuously  are  adversely 
affected  by  weight  loss.  The  abnor- 
malities are  reversible  with  cessation 
of  training. 

Russell'®  studied  swimming  as  a 
training  modality  in  13  athletes  over 
two  years.  Both  ESH  and  prolactin 
decreased  during  periods  of 
strenuous  training.  Estradiol  levels 
were  not  different.  Levels  of 
catechol  estrogens  and  B-endorphins 
increased  significantly  during  the 
strenuous  training  period.  These 
swimmers  did  not  change  in  weight 
or  per  cent  fat  as  measured  by  skin- 
folds.  These  authors  postulated  that 
with  strenuous  exercise  the  increas- 
ed levels  of  catechol  estrogens  and 
B-endorphins  compete  at  the 
hypothalamic  area  with 


catecholamines  and  thereby  inhibit 
gonadotropin-releasing  hormone 
secretion.  These  hormones  return  to 
basal  levels  after  training  is  reduced. 
Catechol  estrogens  are  formed  when 
estrogen  metabolism  shifts  from  l6 
to  two  hydroxylation.  This  cor- 
relates with  a decrease  in  body  fat. 
Catechol  estrogens  are  potent  in- 
hibitors of  catechol-o-methyl- 
transferase  which  inactivates 
catecholamines.  Catecholamines  also 
inhibit  the  breakdown  of 
endorphins. 

Hormones — ^Acute  Effect 

The  chronic  effect  of  training  is 
the  result  of  many  acute  bouts  of 
exercise.  The  acute  effects  on  hor- 
mones are  therefore  of  special  in- 
terest. Prolactin  and  testosterone 
levels  were  found  to  be  significantly 
elevated  within  30  minutes  of  acute 
exercise  in  six  women  by 
Shangold.'^ 

Cumming“°  found  that  LH  was  in- 
creased significantly  after  an  exer- 
cise bout.  There  was  also  a decrease 
in  the  LH  pulse  frequency  in  the 
six-hour  time  period  after  exercise 
compared  to  a control  day.  The 
pulse  amplitude  was  not  affected. 

The  response  of  prolactin  and 
growth  hormone  to  acute  exercise 
differs  between  trained  and  untrain- 
ed women. Max  tests  were  done 
on  running  women  with  normal 
cycles  and  compared  to  tests  on 
non-running  women.  Prolactin  was 
increased  significantly  only  after 
maximum  exercise  and  only  in  the 
runners.  It  peaked  two  minutes  after 
exercise  and  remained  elevated  for 
60  minutes  after  exercise.  Growth 
hormone  was  similarly  increased  on- 
ly after  maximum  exercise  and  only 
in  the  runners.  These  authors  noted 
no  changes  with  exercise  in  ESH, 

LH  or  estradiol  levels. 

Weight  lifting  or  resistance  exer- 
cises also  caused  an  acute  increase 
in  LH  and  testosterone  in  women. 
Changes  correlated  with  the  severity 
of  the  exercise.^^ 

Acute  exercise  also  increases 
catecholamine,  ACTH  and  endorphin 
secretion.  Endorphin  levels  in  the 
brain  of  rats^^  undergoing  an  acute, 
severe  stress  are  higher  than  con- 
trols. With  chronic,  even  more 
severe,  swimming  stress,  these  levels 
are  increased  even  further. 
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It’s  likely  that  at  least  some  of 
these  CNS  changes  might  also  be 
noted  in  women  who  exercise. 

Importance  Of  Stress 

Since  stress  is  a known  cause  of 
amenorrhea,  are  athletes  who 
develop  menstrual  irregularities 
more  stressed?  Are  exercisers  really 
an  emotionally  disturbed  group?  Is 
running  another  form  of  anorexia 
nervosa? 

Schwartz^^  compared  a group  of 
normally  menstruating  and  amenor- 
rheic  long  distance  runners.  No  dif- 
ferences were  noted  between  the 
groups  in  various  psychological  pro- 
files used  to  measure  depression, 
obsessive/compulsive  behavior  or  re- 
cent stressful  events.  They  all  were 
similar  to  a non-exercising  control 
group.  The  amenorrheic  women, 
however,  noted  significantly  more 
subjective  stress  associated  with  run- 
ning than  did  those  who  cycled 
normally. 

Galle  et  al.^^  noted  no  difference 
in  various  psychological  parameters 
between  runners  who  were  amenor- 
rheic and  a fertile  control  group. 

Another  study  by  Weight^^  ex- 
amined 125  women  distance  runners 
with  the  Eating  Attitudes  Test  and 
the  Eating  Disorders  Inventory.  Ab- 
normal eating  attitudes  symptomatic 
of  anorexia  nervosa  were  found  in 
14  per  cent.  This  frequency  was  not 
different  than  that  found  in  other 
studies  in  the  general  population. 
Other  studies^  have,  however, 
recorded  up  to  30  per  cent  of  at- 
titudes and  behaviors  similar  to 
anorexia  nervosa  in  athletes, 
especially  in  runners  and  gymnasts. 
Weight  and  body  fat  are  stressed  by 
coaches  and  athletes,  especially  in 
these  two  sports — not  to  improve 
appearance  but  to  enhance 
performance. 

Dietary  Changes 

Once  people  become  involved  in 
an  exercise  program,  they  generally 
make  other  changes  in  their  lives. 
They  become  more  conscious  of 
their  diet  and  other  health-related 
activities.  A study  by  Deuster^® 
assessed  dietary  habits  in  highly 
trained  amenorrheic  and  normally 
cycling  runners.  They  were  matched 
for  per  cent  body  fat  and  training 
distances.  Estradiol  levels  were 
lower  and  cortisol  was  higher  in  the 


amenorrheic  group.  Fat  intake  was 
significantly  less  in  the  amenorrheic 
women,  97  versus  66  gm/day.  Fiber 
and  vitamin  A intake  were  high  but 
zinc  intake  was  below  the  RDA  in 
the  amenorrheic  runners.  Calcium 
intake  also  was  low  in  many  of  the 
amenorrheic  runners,  and  was  very 
low  considering  their  low  estrogen 
levels.  Forty-one  per  cent  of  the 
amenorrheic  group  took  in  less  than 
the  RDA  for  calcium. 

These  authors  postulated  that  the 
large  amount  of  vitamin  A consum- 
ed by  amenorrheic  women  which 
was  otherwise  non-toxic  may  have 
resulted  in  inhibition  of  ovulation. 
This  occurs  in  experimental  rats.  B 
carotene  is  deposited  in  fat  tissue 
and  in  the  corpus  luteum.  Zinc  defi- 
ciency has  been  shown  to  play  a 
role  in  hypogonadism.  Dietary  fat 
may  also  play  a role  in  estrogenic 
hormone  synthesis. 
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Summarizing  the  possible 
etiologies  of  amenorrhea: 

1)  A low  body  fat  does  not  seem 
sufficient  to  produce  amenorrhea. 

2)  Stress,  either  associated  with 
life  circumsatnces  or  only  with  run- 
ning, may  be  important. 

3)  Dietary  changes  associated 
with  exercise  may  play  a role. 

4)  Athletes  may  also  have  other 
disorders. 

Clinical  Relevance 

So  what  difference  does  it  make 
that  amenorrhea  is  associated  with 
exercise? 

First,  it  may  cause  emotional 
distress  in  the  women  that  things 
are  not  “right.” 

Secondly,  if  ovulation  does  not 
occur  or  if  the  luteal  phase  is  abnor- 
mal, pregnancy  may  not  be  possible. 

Third,  the  altered  estrogen 
metabolism  influences  bone  mass. 
The  low  estrogen  levels  are  similar 
to  those  of  menopausal  women,  and 


might  be  expected  to  result  in  a 
decreased  bone  mass.  Impactive  ex- 
ercise may  be  somewhat  protective 
in  that  mechanical  forces  increase 
bone  synthesis.  This  was  studied  by 
March^^  in  elite  women  runners. 
Some  had  regular  menstrual  cycles; 
others  had  been  amenorrheic  for 
varying  periods.  They  were  similar 
in  amount  of  body  fat  and  level  of 
VO-2s.  Estradiol  levels  were  much 
lower  in  the  amenorrheic  group. 
Bone  density  in  the  vertebral  area 
Ll-2  was  lower  in  the  amenorrheic 
women;  the  bone  density  at  the 
radius  was  not  statistically  different 
between  the  two  groups.  The  spinal 
bone  density  in  a sedentary, 
amenorrheic  group  of  women  was 
lower  than  in  these  elite  runners.  So 
it  would  seem  that  the  amount  of 
strenuous  exercise  engaged  in  by 
elite  athletes  is  somewhat  protective 
against  bone  loss,  but  not  complete- 
ly. It  may  be  that  the  amount  of  ex- 
ercise performed  by  recreational 
athletes  is  far  below  that  necessary 
to  achieve  this  effect.  Dietary  evalua- 
tion also  showed  that  many  women 
in  both  groups  did  not  meet  the 
RDA  for  either  calcium  or  protein. 
This  was  more  marked  in  the 
amenorrheic  women. 

Patient  Evaluation 

Recommendations  for  evaluations 
of  the  woman  who  is  an  athlete 
who  developes  amenorrhea  would 
include  the  following: 

Careful  interview  and  physical  ex- 
amination. Remember  that  the  most 
common  cause  of  secondary 
amenorrhea  is  pregnancy.  Women 
who  exercise  may  have  other 
disorders  such  as  pituitary  tumors 
which  interfere  with  normal  gonadal 
function  before  any  other  abnor- 
malities are  evident.  They  may  be 
stressed,  they  may  have  anorexia 
nervosa  or  they  may  have  altered 
their  diets  inappropriately. 

Clearly  a prescription  to  stop  ex- 
ercising might  not  be  appropriate  in 
such  cases.  Exercise  may  be  of 
benefit  to  the  cardiovascular  system 
and  has  in  many  cases  been  shown 
to  have  psychological  effects  of  in- 
creasing self-esteem. 

If  other  apparent  abnormalities 
are  excluded,  consideration  should 
be  given  to  dietary  modification — to 
include  at  least  RDA  amounts  of 
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calcium,  zinc  and  vitamins,  with  ad- 
vice to  avoid  excessive  amounts  of 
vitamin  A.  Supplemental  calcium,  at 
least  to  1500  mg/day,  should  be  con- 
sidered to  those  who  are 
amenorrheic. 

If  estrogens  are  used,  they  prob- 
ably should  be  given  in  a cyclic 
fashion  with  progesterone  to  avoid 
an  increase  in  incidence  of  en- 
dometrial carcinoma. 

The  induction  of  ovulation  for 
conception  may  be  much  more  dif- 
ficult and  expensive.  In  this  in- 
stance, the  women  may  be  more 
willing  to  at  least  transiently 
decrease  her  training  schedule. 
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special  Article 


High  Risk  Of  Death 


And  Injury  In  Rural 


TABLE 

Deaths,  Crashes,  and  Injuries  in  West  Virginia 


County 

People 

Rank  in* 

Deaths/ 

Rank  by  ** 

Crashes/ 

Rank  by** 

Injuries 

Rank  by** 

Sq  Mi 

People 

100.000 

Deaths/ 

Per  1 ,000 

Crashes/ 

Per 

Injuries 

Sq  Mi 

(84-86) 

100.000 

People 

1.000  People 

Crash 

Per  Crash 

BARBOR 

47.7 

24 

16.2 

49 

24.6 

25 

.452 

43.5 

BERCELEY 

152.7 

45 

43.0 

7 

35.4 

3 

.546 

27 

BOONE 

60.4 

31 

38.2 

11 

22.3 

36 

.634 

9 

BRAXTON 

28.1 

13 

48.0 

5 

21.8 

38 

.654 

6 

BROOCE 

280.2 

52 

21.9 

33 

29.7 

11.5 

.434 

46 

CABELL 

384.3 

53 

14.9 

51 

44.7 

1 

.352 

55 

CALHOUN 

30.8 

14 

15.5 

50 

15.8 

49 

.404 

50 

CLAY 

33.2 

17 

17.4 

45 

18.9 

43 

.668 

4 

DOOORIDGE 

23.7 

8 

17.5 

44 

13.9 

52 

.566 

23 

FAYETTE 

86.1 

36 

26.7 

24 

24.0 

27 

.594 

18 

GIU€R 

24.6 

10 

19.8 

37.5 

18.3 

45 

.403 

51.5 

GRANT 

22.0 

6.5 

41.2 

9 

23.7 

28.5 

.639 

8 

GREENBRIER 

34.5 

18 

26.4 

25.5 

25.2 

21.5 

.533 

29 

HAM>3TIR£ 

24.4 

9 

38.3 

10 

25.2 

21.5 

.704 

2 

HANCOCK 

489.1 

54 

10.0 

54 

18.0 

46 

.511 

34 

HARDY 

18.3 

3 

47.6 

6 

28.4 

15.5 

.656 

5 

HARRISON 

184.7 

47 

16.4 

48 

27.0 

19.5 

.470 

38 

JACKSON 

55.1 

28 

25.7 

28.5 

24.4 

26 

.393 

53 

JEFFERSON 

150.3 

44 

50.1 

4 

33.0 

6 

.550 

26 

KANAl+TA 

247.3 

51 

21.8 

34 

35.6 

2 

.513 

33 

LEWIS 

47.6 

22.5 

30.4 

17 

29.4 

13 

.554 

25 

LINCOLN 

54.2 

27 

28.1 

22 

13.3 

54 

.696 

3 

LOGAN 

111.0 

41 

27.7 

23 

21.5 

40 

.588 

20 

MARION 

205.0 

48 

13.5 

53 

27.4 

17 

.468 

39 

MARSHALL 

128.7 

42 

9.0 

55 

24.9 

24 

.433 

47 

MASON 

59.2 

30 

36.6 

12 

32.8 

7 

.442 

45 

MCDOWELL 

87.3 

37 

20.6 

35 

15.5 

50 

.567 

22 

f€RCER 

173.6 

46 

31.3 

16 

28.8 

14 

.615 

15 

MItERAL 

84.1 

35 

26.4 

25.5 

19.4 

42 

.463 

40 

MINGO 

90.2 

38 

35.8 

13 

18.5 

44 

.590 

19 

MONONGALIA 

206.4 

49 

19.5 

39 

34.3 

4 

.429 

48 

MONROE 

31.0 

15 

22.7 

32 

13.7 

53 

.627 

11 

MORGAN 

47.6 

22.5 

51.5 

3 

32.6 

8 

.616 

14 

NICHOLAS 

41.4 

19 

66.3 

1 

28.4 

15.5 

.617 

12.5 

OHIO 

550.5 

55 

13.9 

52 

30.5 

9.5 

.403 

51.5 

PE^a£T0N 

11.4 

2 

54.6 

2 

30.5 

9.5 

.769 

1 

PLEASANTS 

58.9 

29 

29.4 

18.5 

23.6 

30.5 

.487 

36 

POCAHONTAS 

10.2 

1 

41.6 

8 

29.7 

11.5 

.601 

17 

PRESTON 

47.3 

21 

34.5 

14.5 

19.6 

41 

.514 

32 

PUTNAM 

109.9 

40 

23.4 

30 

22.9 

34 

.518 

31 

RALEIGH 

140.3 

43 

19.1 

42 

27.2 

18 

.572 

21 

RANDOLPH 

27.9 

12 

26.3 

27 

27.0 

19.5 

.522 

30 

RITCHIE 

25.5 

11 

17.2 

46 

15.2 

51 

.631 

10 

ROANE 

32.0 

16 

25.7 

28.5 

25.1 

23 

.458 

41 

SIMCRS 

41.8 

20 

28.2 

21 

22.1 

37 

.617 

12.5 

TAYLOR 

92.4 

39 

20.4 

36 

23.6 

30.5 

.477 

37 

TUCKER 

20.5 

4 

19.3 

41 

22.5 

35 

.541 

28 

TYLER 

51.8 

25 

19.8 

37.5 

11.9 

55 

.562 

24 

UPSHUR 

68.8 

32 

23.2 

31 

23.2 

33 

.391 

54 

WAYtt 

79.1 

34 

28.5 

20 

23.5 

32 

.502 

35 

WEBSTER 

20.8 

5 

34.5 

14.5 

17.0 

47 

.452 

43.5 

WETZa 

53.9 

26 

17.1 

47 

23.7 

28.5 

.453 

42 

WIRT 

22.0 

6.5 

19.4 

40 

21.7 

39 

.607 

16 

WOOD 

244.3 

50 

18.1 

43 

33.5 

5 

.419 

49 

WCCMING 

69.4 

33 

29.4 

18.5 

16.4 

48 

.642 

7 

P=0.0128  P=0.0114  P=0.00138 

*Rartcing  from  lowest  population  density  to  hi^iest.  **  Ranking  fron  hi^iest  to  lowest. 


THOMAS  VARGISH,  M.  D. 

Department  of  Surgery  and  Head  of 
Trauma  Service,  West  Virginia  University 
School  of  Medicine.  Morgantown,  and 
Chairman.  Committee  on  Trauma,  West 
Virginia  Chapter.  American  College  of 
Surgeons 


It  has  been  a concern  of  this 
author  that  injury  and  fatality 
statistics  frequently  can  be 
misleading  when  used  to  evaluate 
highway  safety  in  rural  states  like 
West  Virginia.  A recent  article  by 
Baker  et  al.,'  which  studied  the 
demography  of  motor  vehicle 
fatalities,  related  a higher  incidence 
of  deaths  to  a lower  population 
density.  Baker’s  study  included  all 
counties  within  the  48  contiguous 
states.  In  an  effort  to  determine 
how  this  hypothesis  applied  to 
West  Virginia,  the  following  evalua- 
tion was  carried  out  on  1986  data 
provided  by  the  Criminal  Justice 
and  Highway  Safety  Office  and  the 
Governor’s  Office  of  Community 
and  Industrial  Development.^ 

Each  county  within  the  state  had 
the  following  information  compiled: 
population,  number  of  motor  vehi- 
cle fatalities  for  the  past  three  years, 
number  of  crashes  in  1986,  number 
of  injuries  in  1986,  and  the  area  in 
square  miles. From  this  data,  it 
was  possible  to  derive  the  following 
information:  average  death  rate/year 
over  the  past  three  years/100,000 
population,  crashes/ 1 ,000  popula- 
tion, injuries/crash,  injuries/1,000 
population  and  population  density. 

The  counties  were  then  ranked 
by  deaths/100,000  population, 
crashes/1,000  people,  injuries/1,000 
people,  injuries/crash,  and  popula- 
tion density.  The  Spearman  Rank- 
Order  correlation  test  was  done 
comparing  each  of  the  first  four 
rankings  with  the  population  densi- 
ty. It  was  hypothesized  that  injury 
and  death  statistics  in  West  Virginia 
would  follow  the  same  pattern 
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described  by  Baker  et  al.'  P values 
of  less  than  0.05  using  the  two- 
tailed  test  were  considered 
significant. 

The  table  shows  the  results  of  the 
compilations  and  the  ranking  by 
county.  Motor  vehicle  fatal- 
ities/100,000 people  and  injuries/ 
crash  both  correlated  well  with  low 
population  density  (P  = 0.0128  and 
P = 0.00138,  respectively)  while 
crashes/1,000  people  correlated  well 
with  high  population  density 
(P  = 0.01 14).  There  was  no  correla- 
tion between  injuries/1,000  people 
and  population  density. 


The  motor  vehicle  fatality  rate  in 
West  Virginia  averaged 
24.64/100,000  people  as  compared 
with  the  national  average  of 
18.7/100,000  as  described  by  Baker 
et  al.'  Only  13  of  West  Virginia’s  55 
counties  had  fatality  rates  below 
those  of  the  national  average.  Ten 
counties  had  fatality  rates  more  than 
two  times  the  national  average  and 
one  county  had  a fatality  rate  in  the 
top  10  per  cent  of  counties  in  the 
contiguous  48  states  (Figure).' 


The  data  suggest  that  while  the 
incidence  of  motor  vehicle  ac- 
cidents is  highest  in  high  population 
density  areas,  the  risk  of  in- 
jury/crash and  the  risk  of  dying 
from  the  accident  is  highest  in  low 
population  density  areas.  Baker  et 
al.*^  have  suggested  a number  of 
possible  explanations  for  these 
results.  They  include:  1)  poorer 
quality  of  rural  roads;  2)  higher 
rates  of  travel  speed  on  these  less 
traveled  roads;  3)  higher  frequency 
of  use  of  utility  vehicles,  jeeps  and 
pick-up  trucks  in  rural  areas;  4)  in- 
frequent use  of  safety  belts  in  rural 
areas;  and  5)  the  significant 
distances  victims  must  be 
transported  to  receive  medical  care. 
All  of  these  factors  probably  apply 
in  the  rural  counties  of  West 
Virginia. 


Highway  Accidents 


These  data  support  the  need  for 
an  increased  emphasis  on  the  safe 
operation  of  motor  vehicles  when 
traveling  in  West  Virginia’s  more 
rural  counties.  They  also  suggest 
that  there  may  be  a need  for  some 
form  of  legislation  mandating  the 
use  of  safety  belts  as  a means  of 
decreasing  the  high  risk  of  dying 
or  being  seriously  injured  in  motor 
vehicle  accidents. 


1.  Baker  SP,  Whitfield  RA,  O’Neill  B. 
Geographic  variations  in  mortality  from  motor 
vehicle  crashes.  N Engl  J Med  1987; 
316:1348-138^. 

2.  West  Virginia  Governor’s  Highway  Safety 
Program,  Criminal  Justice  and  Highway  Safety 
Office,  Governor’s  Office  of  Community  and  In- 
dustrial Development,  5790-A  MacCorkle 
Avenue,  Southeast,  Charleston,  WV  25304. 

3.  Williams  TC,  ed.  West  Virginia  Blue 
Book- 1984.  Charleston.  WV:  Jarrett  Publishing 
Co,  1984. 


Fatality  rate 
above  notional 
average 


Fatality  rate  in 
top  10%  of  all 
counties  in  48 
contiguous  slates 


NICHOLAS 


Average 


Fatality  rate  more 
than  twice 
national  average 


KRKHEY 

BOONE 

BRAXTON 

GRANT 

HAMPSHIRE 

HARDV 

JEFTERSON 

MORGAN 

PENDLETON 

POCAHONTAS 


BROOKE 

FAYETTE 

GILMER 

GRKNBRIER 

JACKSON 

KANAWHA 

LEWIS 

UNCOLN 

LOGAN 

MASON 

McDOWELi 

MERCER 

MINERAL 

MINGO 

MONONGAUA 

MONROE 

PLEASANTS 

PRESTON 

PtHNAM 

RALEIGH 

RANDOLPH 

ROANE 

SUMMERS 

TAYLOR 

TUCKER 

TYLER 

UPSHUR 

WAYNE 

WEBSnR 

WIRT 

WYOMING 


WV  Average  = 24.64  per  100,000  pop. 
U.S.  Average  = 18.7  per  100,000  pop. 


Fatality  rote 
below  nottoiKil 
average 


BARBOUR 

CABEU 

CALHOUN 

CLAY 

DODDRIDGE 

HANCOCK 

HARRISON 

MARION 

MARSHAU 

OHIO 

RITCHIE 

WET7EL 

WOOD 


Figure.  Summary  of  the  traffic  fatality  data  for  each  county  in  West  Virginia  for  1984-86, 
relating  each  county  to  the  national  average. 
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“The  HMSS  is  a direct  and  effective 
route  for  medical  staffs  to  cope  with 
increased  pressures  they  are  facing." 


HMSS 


As  this  presidential  message 
is  published  I will  be  at  the 
10th  American  Medical  Association- 
Hospital  Medical  Staff  Section 
(HMSS)  Conference  being  held  in 
Atlanta,  Georgia,  December  3-6.  It 
will  be  my  third  HMSS  meeting  at- 
tended. As  I am  preparing  this 
message  1 am  hoping  that  many 
others  from  hospital  medical  staffs 
in  West  Virginia  will  be  attending 
the  conference. 

Since  the  very  first  HMSS  meeting 
I attended,  it  has  become  crystal 
clear  to  me  that  a great  deal  of  what 
influences  the  way  we  practice 
medicine  occurs  in  our  hospitals. 
Each  hospital  medical  staff,  whether 
15  or  1,000,  has  universal  needs. 
These  needs  are  information,  educa- 
tion, solidarity,  and  collective 
thrusts  to  combat  and  understand 
such  laborious  constraints  as  PRO, 
DRG,  and  Medicare  regulation 
among  many  other  medical  staff 
stresses. 

An  individual  medical  staff  cannot 
affect  Congress  or  HCFA  or  HHS 
singularly,  but  collectively  a unified 
voice  can  and  will  have  its  effect. 

The  HMSS  is  a direct  and  effective 
route  for  medical  staffs  to  cope  with 
increased  pressures  they  are  facing. 
In  fact,  it  is  the  only  national  forum 
exclusively  for  medical  staffs.  Collec- 
tively, there  are  over  2,000 


physicians  who  have  been  attending 
these  AMA-HMSS  meetings.  These 
physicians  have  spurred  the  AMA 
House  of  Delegates  to  act  favorably 
on  more  than  90  per  cent  of  their 
sponsored  resolutions. 

By  exchanging  information, 
establishing  medical  staff  policy  and 
formulating  a unified  voice,  the 
HMSS  has  become  an  influential 
forum.  It  has  affected  policy  and 
federal  law.  That  is  why  each  and 
every  medical  staff  throughout  the 
nation  should  be  represented.  In  the 
final  analysis,  these  more  than  2,000 
representatives  are  a natural  constit- 
uency to  bring  more  physicians  to 
organized  medicine. 

Medical  Staff  Presidents  or  Chiefs 
of  Staff  of  all  hospitals  in  West 
Virginia  will  be  invited  to  a lunch- 
eon at  the  Mid-Winter  Clinical  Con- 
ference of  the  West  Virginia  State 
Medical  Association  in  January, 

1988.  This  conference  will  serve  as 
a kick-off  to  WVSMA’s  plans  to  form 
a hospital  medical  staff  section. 
Hopefully,  at  this  gathering  hospital 
medical  staff  leaders  can  discuss  and 
understand  the  mutual  problems  fac- 
ing us.  This  is  where  it  should 
begin — at  grass  root  levels,  the  very 
foundation  of  the  physician  com- 
munity, the  Medical  Staff. 

— Cordell  A.  De  La  Pena,  M.D. 
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Drug  Advertising 


What  kind  of  saps  do  they  think 
we  are?  We  read— ‘Dear  Doc- 
tor (we)  . . . will  begin  running 
medical  advertisements  in 
newspapers  . . . The  goal  of  the  new 
advertising  approach  ...  is  to  sup- 
plement medical  journal  advertising 
by  informing  physicians  . . . using 
non-medical  publications  . . .” 

Baloney!  The  aim  is  to  target  doc- 
tors for  influence  by  pushy  patients 
thus  supplied  with  a quick  educa- 
tion in  pharmacology.  As  if  there  are 
not  enough  groups,  organizations 
and  individuals  leaning  on  us 
already!  We  will  not  mention  the 
well-known  name  of  the  firm  start- 
ing this  program. 

Of  course,  you  say,  no  doctors 
with  any  self-respect  are  going  to  be 
influenced  in  a medical  decision  by 
any  one  who  knows  manifestly  less 


about  the  subject  than  themselves. 
Of  course.  But  how  often  do  doc- 
tors have  to  listen  to,  put  up  with 
and  bite  their  lip  over  these  intru- 
sions on  their  prerogatives  and 
dignity?  What  might  an  office  full  of 
thus-primed  patients  do  to  their 
afternoon? 

Patients  influenced  by  such  ploys 
are  put  in  the  position  of  question- 
ing their  doctor’s  judgment.  Why 
doesn’t  he  know  about  this 
marvelous  scientific  advance?  Maybe 
he  is  not  a good  doctor.  Or  ...  if  I 
can  discover  the  secrets  of  treating 
illness  just  by  reading  the 
newspaper,  why  do  I need  a doctor? 

It’s  just  that  we  expect  more  from 
a legitimate  pharmaceutical  house 
than  to  put  itself  on  the  same  level 
with  the  Saturday  morning  cartoons 
hawking  sugar  encrusted  breakfast 


Individual  Rights 


The  legislative  process  was  once 
described  as  a dull  and  listless 
consideration  of  budget  bills  and 
other  important  legislation,  inter- 
rupted by  a lively  debate  of  a pro- 
posal to  increase  hunting  and 
fishing  license  fees  by  one  dollar. 
The  debate,  it  was  said,  will  have 
lots  of  references  to  “violation  of  in- 
dividual rights.” 

This  is  a demeaning  and  certainly 
inaccurate  description  of  the  way 
our  Legislature  works.  There  is, 
nevertheless,  some  truth  in  it. 

We  allow  the  whimperless  sur- 
render of  major  freedoms  through 
federal  and  state  legislative 


restrictions,  but  then  attack  lesser 
and  more  obvious  proposals  with 
vehemence,  asserting  our  “rights  as 
a citizen”  to  not  have  this  noxious 
law  imposed  on  us.  The  phrase 
“right  to  choose”  echoes  through 
the  legislative  corridors. 

There  are  countless  examples  of 
this,  but  a case  in  point  is  seat  belt 
legislation.  The  plain,  uncontested 
fact  is  that  the  mandatory  use  of 
seat  belts  helps  to  prevent  death 
and  serious  injury  from  car  wrecks. 

None  of  the  diverting  arguments, 
such  as  the  state  troopers’  reluc- 
tance to  enforce  the  law  or  the 
reverse  argument,  harrassment  by 
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entirely  responsible.  Editorials  printed  in  The  Journal  do  not  necessarily  reflect  the  official  position 
of  the  West  Virginia  State  Medical  Association. 


Editorials 


goodies  or  jungle-clad,  mechanical 
soldier  dolls  (less  batteries)  to  the 
sub-teen  market.  The  technique  is 
no  different. 

There  is  probably  a name  for  that 
kind  of  marketing  and  there  are 
probably  those  who  think  it  is  good 
or,  at  least,  clever.  In  our  mind, 
however,  it  diminishes  the  worth 
and  reputation  of  the  entire  product 
line  of  the  manufacturer  involved. 
What  might  be  wrong  with  the 
company  or  its  products  that  it  has 
to  hype  them  in  such  a way? 

Planning  promotional  activities 
for  medical  products  should  take 
into  consideration  the  effect  those 
activities  will  have  on  others  in  the 
medical  care  sysem. 

They  should  have  known  better. 

In  this  case  they  should  have 
known  we  would  get  mad. — SDW 


overzealous  law  enforcement  of- 
ficials in  some  states,  or  the  notable 
problems  with  seat  belts  in  school 
buses,  can  counter  this  basic  truth. 

Many  young  people  will  die  this 
year  in  West  Virginia,  and  others 
will  be  seriously  injured  with 
lifetime  disabilities  because  they 
didn’t  “buckle  up.” 

Driving  a vehicle  on  West  Virginia 
highways  is  a privilege,  not  a 
“right.”  In  view  of  the  overwhelm- 
ing evidence  of  the  protection  of- 
fered by  seat  belts,  a reasonable  and 
concerned  Legislature  should  decide 
that  the  failure  to  use  them  is  also 
not  a “right.’— DZM 
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Physician  Dispensing 


Pharmacists  concerned  that 

physicians  will  begin  to  dispense 
more  drugs  are  backing  federal 
legislation  that  would  ban  most 
physician  dispensing.  The  October 
issue  of  The  Internist:  Health  Policy 
in  Practice  features  three  articles 
that  weigh  the  pros  and  cons  of 
physician  dispensing  and  evaluate 
the  merit  of  federal  regulation. 

Richard  M.  Marple,  M.D.,  a prac- 
ticing physician  with  the  Springer 
Clinic  in  Tulsa,  Oklahoma,  comes 
down  in  favor  of  physicians  having 
the  right  to  dispense.  He  believes 
dispensing  can  benefit  the  patient 
and  the  physician.  “Office  medica- 
tion dispensing  is  a logical  expan- 
sion of  medical  services  . . . ,”  he 
writes.  “It  offers  the  patient  conven- 
ience, better  medical  care  and  cost 
savings.  It  provides  the  physician 
with  personal  control  of  generic 
drug  usage,  improved  patient  com- 
pliance, better  use  of  office  person- 
nel and  an  additional  source  of 
revenue  to  offset  rising  overhead.” 


David  I.  Olch,  M.D.,  late  Chair- 
man of  the  American  Medical 
Association’s  Council  on  Ethical  and 
Judicial  Affairs,  points  out  that 
physician  dispensing  does  pose 
possible  conflict  of  interest — the 
physician’s  financial  interest  vs. 
benefit  to  the  patient — but  rejects 
the  idea  of  federal  intervention. 

“The  AMA  supports  the  right  of 
physicians  to  dispense  when  it  is  in 
the  best  interest  of  the  patient  and 
consistent  with  AMA’s  ethical 
guidelines,”  Doctor  Olch  writes. 
Under  these  guidelines,  the  physi- 
cian must  disclose  his  financial  in- 
terest, not  overprescribe  or  over- 
charge, conform  to  any  laws  govern- 
ing prescribing,  give  the  patient  a 
choice  by  providing  a written 
prescription  and  make  alternative 
arrangements  if  the  conflict  is  too 
great. 

T.  Reginald  Harris,  M.D.,  a practic- 
ing physician  and  licensed  phar- 
macist, reviews  the  arguments  for 
and  against  dispensing  and 


reiterates  the  belief  that  doctors 
should  be  able  to  dispense  when  it 
is  in  the  patient’s  best  interest.  Doc- 
tor Harris,  immediate  Past  President 
of  ASIM,  also  believes  that  physi- 
cians should  be  required  to  keep 
the  same  high  standards  that  phar- 
macists must  meet  on  storage,  label- 
ing and  record  keeping. 

C.  Burns  Roehrig,  M.D.,  editor  of 
The  Internist:  Health  Policy  in 
Practice,  points  out  in  his  column 
that  the  possibility  for  conflict  of  in- 
terest exists  in  any  profession. 

“There  are  bad  apples  in  every 
barrel — the  barrel  of  physicians  and, 
doubtless,  the  barrel  of  pharmacists. 
The  proper  recourse  against  the 
unethical  practitioners  in  either  is 
not  through  inflexible  federal  legisla- 
tion ....  The  proper  recourse  is 
through  peer  review  and  local 
licensing  authorities.  The  worst 
course  of  all  is  to  make  physician 
dispensing  a turf  issue  that  is 
unseemly  for  both  professions.” 

— Guest  Editoral  by  American 
Society  of  Internal  Medicine. 


Our  Readers  Speak 

Delay  Of  DRGs  For  Fees  Supported 


Editors  Note:  The  following  letter 
was  written  by  Congressman  Bob 
Wise  in  response  to  Dr.  David  Z. 
Morgan,  Morgantown,  who  voiced 
support  of  legislation  to  delay  the 
DRG  system  of  payment  for  physi- 
cians ’ services  under  Medicare. 

Thank  you  for  expressing  your 
support  for  House  Concurrent 
Resolution  30,  legislation  which 
would  delay  changes  in  the 
Medicare  payment  methodology  for 
physicians’  services. 

As  you  know,  the  method  for  pay- 
ing hospitals  for  services  to 
Medicare  patients  is  gradually  being 
shifted.  The  old  system  reimbursed 


hospitals  for  costs  after  they  were  ac- 
tually incurred.  The  new  “pro- 
spective payment”  system  reim- 
burses hospitals  in  advance  of  the 
treatment  at  rates  estimated  to 
reflect  what  should  be  a reasonable 
charge  for  services.  Each  illness  is 
part  of  a “diagnosis-related  group” 
(DRG).  If  the  hospital  treats  patients 
at  a cost  lower  than  the  reimburse- 
ment level,  they  can  keep  the  prof- 
it. However,  if  their  costs  exceed 
what  is  considered  reasonable,  then 
the  hospital  must  absorb  the  loss. 

The  intention  of  this  new  system 
is  to  bring  hospital  costs  under  con- 
trol. Proposals  have  been  made  to 
include  physician  services  under 


the  DRG  system,  but  so  far  no 
legislation  has  been  formulated. 
Because  many  concerns  have  been 
raised  regarding  the  quality  of  care 
being  provided  under  the  new 
system,  H.  Con.  Res.  30  would  pro- 
hibit expansion  of  the  DRG  system 
to  cover  physician  services  until 
studies  which  are  being  conducted 
can  be  reviewed.  I agree  with  this 
measure,  and  joined  as  a cosponsor 
last  May. 

I appreciate  you  sharing  your 
views  with  me.  Please  feel  free  to  let 
me  know  if  I can  be  of  further 
assistance. 

Bob  Wise 

Member  of  Congress 
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General  News 


Robert  B.  Point,  M.  D. 


“Cutaneous  Manifestations  of  In- 
ternal Malignancies,”  “Diagnosis  and 
Treatment  of  Primary  Skin 
Malignancies,”  and  “Insulin 
Therapy:  Update”  are  three  of  the 
papers  to  be  given  during  the  21st 
Mid-Winter  Clinical  Conference 
January  22-24. 

Presenting  the  papers,  respective- 
ly, for  the  CME  program  in 
Charleston  at  the  Charleston  House 
Holiday  Inn  will  be  Drs.  Robert  B. 
Point  of  Kings  Mountain,  North 
Carolina,  formerly  of  Charleston, 
Clinical  Professor  of  Medicine,  Sec- 
tion of  Dermatology,  West  Virginia 
University  School  of  Medicine, 
Charleston  Division; 

Stephen  K.  Milroy,  Clinical  Assis- 
tant Professor,  Department  of 
Medicine,  Section  of  Dermatology, 
WVU  School  of  Medicine, 

Charleston  Division; 

and  Richard  E.  Kleinmann, 
Associate  Professor  of  Medicine, 
Section  of  Endocrinology  and 


Stephen  K.  Milroy,  M.  D. 


Metabolism,  Department  of 
Medicine,  WVU  Charleston  Division. 

Doctors  Point  and  Milroy  will 
speak  during  the  opening  session 
Friday  afternoon,  January  22,  on 
“Dermatology  for  the  Primary  Care 
Physician,”  and  Doctor  Kleinmann 
will  present  his  paper  during  the 
concluding  session  Sunday  morning, 
January  24.  The  Sunday  session  title 
will  be  “Practical  Information  on 
Hypertension,  Insulin  Therapy,  Cor- 
onary Heart  Disease,  and  Breast 
Reconstruction.” 

Conference  sponsors  are  WVSMA 
and  WVU  and  MU  schools  of 
medicine.  Other  sessions,  as  an- 
nounced previously,  will  cover 
AIDS  (Saturday  Morning),  and 
pulmonary  diseases  (Saturday 
Afternoon). 

CME  Credit  Granted 

The  1988  program  has  been  ap- 
proved for  13  hours  of  Category  1 
CME  credit  by  MU,  and  for  15.25 
Prescribed  Hours  by  the  American 
Academy  of  Family  Physicians. 


A physicians’  session  on  “Practice 
Management”  will  be  held  Friday 
evening  along  with  a concurrent 
public  session  on  “AIDS.” 

Charleston  Native 

Doctor  Point,  a native  of 
Charleston,  retired  to  North 
Carolina  in  July  after  practicing  in 
Charleston  since  1977.  He  also 
practiced  in  Washington,  D.C., 
1963-1976,  and  in  Fairmont, 
1976-1977. 

Doctor  Point  was  graduated 
from  Harvard  University,  did 
postgraduate  work  at  WVU  in 
1950-51,  and  received  his 
M.  D.  degree  in  1955  from  the 
University  of  Virginia.  He  interned 
and  served  his  residency  at  Walter 
Reed  Army  Hospital  in  Washington, 
D.C.  He  was  certified  by  the 
American  Board  of  Dermatology  in 
1961. 

The  dermatologist  was  President 
of  the  Kanawha  Medical  Society  in 
1985,  and  is  a past  President  of  the 
District  of  Columbia  Dermatological 
Society.  He  served  with  the  Army’s 
Fifth  General  Hospital  in  Bad  Cann- 
statt,  Germany,  in  1960-63  as  Chief 
of  Dermatology,  Medical  Service, 
and  Preventive  Medicine. 

WVU  Education 

Doctor  Milroy  is  in  the  private 
practice  of  dermatology  in 
Charleston  where  he  is  affiliated 
with  Charleston  Area  Medical 
Center,  St.  Francis  and  Thomas 
Memorial  hospitals.  He  has  taught  in 
the  WVU-CAMC  dermatology  clinic 
since  1977. 

Doctor  Milroy  received  his 
undergraduate  degree  from  WVU, 
and  earned  his  M.  D.  degree  in 
1973  from  WVU.  He  interned  at 
Roanoke  (Virginia)  Memorial 
Hospitals,  and  took  his  residency 
in  dermatology  at  the  University  of 
Cincinnati. 

Staff  Member  Since  1981 

Doctor  Kleinmann  has  been  on 
the  staff  of  WVU  Charleston  Divi- 
sion since  1981,  having  come  there 


Dermatologic  Topics,  Insulin 
Therapy  Conference  Offerings 
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from  teaching  posts  at  Boston 
University  and  the  University  of 
Massachusetts. 

Certified  in  internal  medicine  and 
endocrinology,  he  also  is  on  the 
CAMC  staff.  He  was  named  Clinician 
of  the  Year  by  WVU  Charleston 
Division  in  1986,  and  is  a 
manuscript  reviewer  for  the  Journal 
of  Clinical  Endocrinology’  a^^d 
Metabolism. 

Doctor  Kleinmann  is  Chairman  of 
the  Resident  Evaluation  Committee 
at  WVU  Charleston  Division. 

He  was  a member  of  the  1986 
WVSMA  Annual  Meeting  Program 
Committee,  and  was  a scientific 
speaker  that  year  on  “Approach 
to  the  Solitary  Thyroid  Nodule.” 

He  received  both  his  under- 
graduate degree  and  M.  D.  degree 
(1973)  from  the  University  of  Penn- 
sylvania, served  his  medical  intern- 
ship and  residency  at  the  State 
University  of  New  York  Upstate 
Medical  Center  in  Syracuse,  and  was 
a fellow  in  endocrinology  at  the 
University  of  Massachusetts  in 
1978-80. 

Previously  Announced 
Speakers 

Speakers  and  topics  announced 
previously  are: 

Friday  Afternoon  (“Der- 
matology for  the  Primary  Care 
Physician”) — “Manifestations  of 
Collagen  Diseases,”  Charles  L. 
Yarbrough,  M.  D.,  MU  Clinical  Assis- 
tant Professor  of  Medicine  and 
Pathology; 

Saturday  Morning  (“Acquired 
Immune  Deficiency  Syndrome 
(AIDS)”) — “Treatment  of  HIV  Infec- 
tions,” John  G.  Bartlett,  M.  D., 

Chief,  Division  of  Infectious 
Diseases,  Johns  Hopkins  Hospital 
and  School  of  Medicine,  Baltimore; 
“Retroviruses:  A Primer  for  Clini- 
cians,” Robert  B.  Belshe,  M.  D.,  MU 
Professor  of  Medicine; 

“The  Epidemiology  and  Preven- 
tion of  Human  Immunodeficiency 
Virus  Infection,”  Richard  S. 

Hopkins,  M.  D.,  Assistant  Professor, 
Department  of  Preventive  Medicine, 
Ohio  State  University;  and  “AIDS: 

Its  Effect  on  Blood  Transfusion 
Practice,”  Mabel  M..  Stevenson, 

M.D.,  Director,  Tri-State  Red  Cross 
Blood  Services,  Huntington,  and 
Clinical  Professor  of  Pathology,  MU. 

Saturday  Afternoon  (“Update: 
Pulmonary  Disease”) — “Drug 
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Richard  E.  Kleinmann,  M.D. 

Therapy  in  COPD,”  Nicholas  J. 
Gross,  M.  D.,  Chief,  Department  of 
Medicine,  Hines  (Illinois)  Veterans 
Administration  Medical  Center,  and 
Professor,  Department  of  Medicine, 
Loyola  University  of  Chicago; 

“Newer  Concepts  in  Bron- 
chospastic  Disease,”  N.  LeRoy  Lapp, 
M.  D.,  Professor  and  Acting  Chief, 
Pulmonary  Disease  Section,  WVU 
Department  of  Medicine, 
Morgantown; 

and  “Pre-operative  Evaluation  of 
the  Pulmonary  Patient,”  Nancy  J. 
Munn,  M.  D.,  Associate  Professor  of 
Medicine  and  Chief,  Section  of 
Pulmonary  Diseases,  Department  of 
Medicine,  MU. 

Other  Sunday  morning  speakers 
and  specific  topics  are  to  be 
announced. 

Psychiatrists  to  Meet 

The  West  Virginia  Psychiatric 
Association  will  be  meeting  in  con- 
junction with  the  conference  Eriday 
from  5-7  P.  M.  at  the  Charleston 
House. 

Members  of  the  Program  Commit- 
tee are  Drs.  William  O.  McMillan, 

Jr.,  Charleston,  Chairman;  Maurice 
A.  Mufson,  Huntington;  Joseph  T. 
Skaggs,  Charleston;  Richard  G.  Starr, 
Beckley;  John  W.  Traubert,  Morgan- 
town, and  C.  Carl  Tully,  South 
Charleston. 

Additional  conference  speakers 
and  final  program  details  will  be 
presented  in  the  January  issue  of 
The  Journal. 


Mountain  Menarche 

She  flew  right  down  as  nice  as  you 
please 

Didn 't  hurry  a bit,  seemed  almost 
at  ease. 

Her  skirts  never  flapped,  not  a red 
apple  fell. 

Aunt  Kate  'right  flew,  near  as  I 
could  tell, 

Down  from  the  top  of  that  old 
apple  tree. 

I didn  Y know  then  what  it  meant 
about  me. 

She  said  not  a word,  just  walked 
away  slow. 

The  pippin  filled  bowl  'gainst  her 
calico. 

The  sweet  song  sang  in  the  raven 's 
beak 

While  her  torchlight  eyes  lit  a tear- 
seared  cheek. 

A dun  hued  arc  framed  the  sky 
above 

And  a valentine  heart  bled  for  its 
love. 

The  cluttered  void  lined  up  at  will 

And  the  crimson  spot  spread  out 
until 

The  star  fed  moon  disgorged  its 
meal 

But  the  pippin  filled  bowl  refused 
to  heal. 

A spider  crept  its  way  upon  my 
skin 

And  flashing  notions  freely  came  of 
sin 

And  other  joys  but  daisy  fortunes 
told 

A fate  to  sour  hopes  in  one  so  bold. 

Laundered  clouds  slid  past  my 
grassy  window 

Their  enlaced  shapes  a suggestive 
show. 

Sweat  ran  down  my  cheek,  I could 
not  speak. 

The  pippin  filled  bowl,  all  mine, 
unique! 

Stephen  D.  Ward,  M.D. 

Wheeling 


We  request  physician  contributions  to 
Poetry  Comer. 
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Doctor-Artist’s  Sculpture  Displayed  At  His  ‘50th’ 


A medical  alumnus  who  returned 
to  West  Virginia  University 
November  6 for  his  50th  class 
reunion  displayed  the  results  of  a 
second  career  that  began  after  his 
retirement  from  medical  practice. 

Dr.  Seigel  Parks,  who  completed 
his  medical  studies  at  WVU  in  1937 
and  his  M.D.  from  the  University  of 
Maryland  in  1939,  also  received  a 
B.  S.  in  art  from  West  Virginia  State 
College  in  1986. 

His  sculpture  show  was  a 
highlight  of  the  School  of  Medicine’s 
“Festival  of  Progress”  to  celebrate 
the  75th  anniversary  of  the  school’s 
founding. 

Doctor  Parks,  a general  practi- 
tioner in  Fairmont  for  many  years, 
was  Medical  Director  for  C&P 
Telephone  Company  of  West 
Virginia  from  1964  until  his 
retirement  when  he  began  a career 
in  painting  and  sculpture.  His 
interest  in  art  began 


“Sacrificial  Tiger,”  a sculpture  by 
Seigel  Parks. 


Seigel  Parks,  M.D.,  showed  his 
sculpture  as  part  of  75th  anniversary 
festival  at  the  WVU  school  of  Medicine. 


in  grammar  school  but  was  set  aside 
for  a career  in  medicine.  Since  retir- 
ing, he  has  studied  with  many  West 
Virginia  artists  as  well  as  a number 
of  nationally  prominent  artists. 

“George  Shook  was  a stimulating 
inspiration  when  encouragement 
was  needed,”  Doctor  Parks  said.  “It 
was  he  who  advised  that  it  was  time 
to  have  a first  limited  edition  print 
of  ‘Specter  of  the  Summit,’  a water 
color  of  Dolly  Sods.” 


West  Virginia  artist  William 
Gerhold  had  “a  marked  influence” 
on  Doctor  Parks’  love  of  outdoor 
landscape  painting,  and  Doctor 
Parks  spent  a month  at  Sunset  Art 
School  in  Carmel,  California,  learn- 
ing to  paint  the  Pacific  seacoast. 

His  love  of  travel  and  art  has  led 
to  his  completing  more  than  50 
drawings  of  Scandinavia,  Russia, 
England,  France,  Greece  and  Italy. 
Other  works  feature  scenes  from 
New  Orleans  and  San  Francisco,  as 
well  as  many  of  West  Virginia,  in- 
cluding “Mail  Pouch  Barn.” 

Doctor  Parks  has  won  numerous 
awards  in  American  Physicians  Art 
Association  shows,  among  them 
Master  awards  in  Baltimore,  New 
Orleans,  Orlando  and  Atlanta.  He 
served  as  President  of  Allied  Artists 
of  West  Virginia  in  1975-77  and  has 
had  one-man  shows  both  in  and  out 
of  state. 

Doctor  Parks  brought  22  pieces  to 
the  Basic  Sciences  Building  for  his 
November  6 show.  One  of  his 
primary  works  cannot  be  moved  for 
display:  a nine-foot  Grizzly  bear 
carved  out  of  an  elm  tree  in  the 
yard  of  his  Charleston  home. 

He  was  included  in  Who’s  Who  in 
America  in  1978-79  and  has  served 
as  President  of  WVSMA  (1965-66), 
the  West  Virginia  Academy  of  Family 
Physicians,  the  Pittsburgh-Cleveland 
Chapter  of  American  Occupational 
Medicine,  and  the  Arthritis  Founda- 
tion of  West  Virginia. 


Red  Cross  Blood 
Video  Available 

A 20-minute  videotaped  pro- 
gram geared  to  patients  who  are 
potential  blood  recipients  has  been 
produced  by  the  American  Red 
Cross  Tri-State  Regional  Blood 
Center  in  Huntington.  The  video 
tape  addresses  concerns  about 
receiving  blood. 

“If  You  Need  Blood  . . . The  Red 
Cross  answers  your  questions”  was 
produced  through  a grant  from  the 
Huntington  Clinical  Foundation  for 
free  distribution  to  the  62  West 
Virginia,  Ohio  and  Kentucky 
hospitals  which  receive  their  total 
blood  supply  through  Red  Cross. 


Hospital  patient  education  staff  will 
be  able  to  show  the  program  on 
their  closed-circuit  TV  channels  or 
by  VCR  to  any  patients  who  wish  to 
know  more  about  the  blood  they 
receive. 

The  program  includes  information 
on  compatibility  of  donor  blood, 
the  regional  Red  Cross  blood  pro- 
gram, the  process  of  getting  blood 
from  the  volunteer  donor  to  the  pa- 
tient, the  safety  of  the  blood  supply, 
changes  in  replacement  policies, 
costs,  and  patient  options  such  as 
autologous  donation. 

Additional  copies  of  the  program 
(in  % inch  and  Vi  inch  VHS  for- 
mats) are  available  for  purchase  by 
physicians,  clinics,  libraries  and 


others.  For  more  information,  con- 
tact American  Red  Cross  Tri-State 
Region  Blood  Services  at  (304) 
522-0328. 


AAOA  Officers 

Dr.  Philip  B.  Mathias  of  Glen  Dale 
has  been  elected  to  the  Class  of 
1988  of  the  American  Academy  of 
Otolaryngic  Allergy,  Inc.,  and  Dr. 
Jeffrey  J.  Liudahl  of  Morgantown  re- 
mains as  Resident  Advisor  to  the 
AAOA  Council. 

The  AAOA  Council  is  sup- 
plemented by  three  classes  of  1988, 
’89  and  ’90. 
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President  Cordell  A.  De  La  Pena, 

M.  D.,  opens  up  WVSMA’s  “Issues  ’88” 
legislative  conference,  Part  Two,  in 
South  Charleston,  October  10. 


Sen.  H.  Truman  Chafln,  D-Mingo,  said 
insurance  companies  “can  afford”  to 
pay  the  present  $1  million  cap  on  pain 
and  suffering  awards  in  professional 
liahility  suits  in  West  Virginia. 


Promote  Legislative  Package 


State  legislators  participating  in 
WVSMA’s  “Issues  ’88”  legislative 
conference  October  10  indicated 
mild  support  for  tort  reforms  in 
1988,  and  advised  doctors  to  pro- 
mote WVSMA’s  legislative  pac^ge  at 
the  local  level  before  the  Legislature 
convenes  in  January. 

Senator  Larry  Tucker,  D-Nicholas, 
Chairman  of  the  Senate  Judiciary 
Committee  and  a banker,  said  he 
didn’t  understand  “how  you  can 
measure”  what  should  be  a cap  on 
pain  and  suffering  awards  in  profes- 
sional liability  suits.  His  remarks 
came  during  the  session  on 
“Realities  of  Tort  Reform  in  West 
Virginia”  at  the  “Issues  ’88”  event  in 
South  Charleston  at  the  Ramada  Inn. 

Senator  Tucker  said  there  are 
problems  with  doctors  in  policing 
themselves  and  with  lawyers  who 
sometimes  bring  frivolous  suits.  He 
said  that  without  an  insurance  ac- 
tuary in  the  West  Virginia  Insurance 
Department,  it  is  difficult  to  deter- 
mine the  true  malpractice  insurance 
profit  and  loss  experience  by  com- 
panies in  the  state,  but  remarked 
that  insurance  companies’  profit 
margins  are  “obviously  widening.” 

“Insurance  companies  have  done 
a good  job  of  putting  us  into  adver- 
sary positions,”  said  Sen.  H.  Truman 
Chafin,  D-Mingo,  member  of  the 


Senate  Judiciary  Committee  and  a 
lawyer.  He  said  that  if  the  insurance 
companies  “wanted  to  reduce  your 
rates,  they  could  do  it.  They  are 
your  enemies  and  my  enemy.” 

Senator  Chafin  said  that  there  is 
no  tie-in  between  tort  reform  and 
lower  insurance  rates,  adding  that 
“If  you  put  on  a cap,  premiums  will 
still  not  go  down,  companies  say.” 
He  said  that  insurance  companies 
“can  afford”  to  pay  the  present  $1 
million  cap  in  West  Virginia.  Senator 
Chafin  further  remarked  during  the 
open  question  segment  of  the  pro- 
gram that  West  Virginia  should  be 
competitive  with  the  five  surroun- 
ding states  in  terms  of  tort  reforms 
enacted  and  medical  liability 
premium  rates. 

Del.  John  Hatcher,  D-Fayette,  the 
final  “tort  reform”  speaker,  said, 

“It’s  hard  to  convince  legislators  to 
place  a limit  on  pain  and  suffering. 
It’s  a very  emotional  issue.”  Delegate 
Hatcher,  Chairman  of  the  House 
Judiciary  Committee  and  a lawyer, 
said  that  “We  don’t  police  our  pro- 
fession very  well  and  neither  do 
you  police  your  profession  very 
well.” 

Does  he  think  tort  reform  will 
have  an  impact  on  reducing 
malpractice  litigation?  “I’m  not  con- 
vinced one  way  or  the  other.” 


Clean  Indoor  air  and  rights  of  mentally  ill  children  are  some  of  the  concerns  of  Del. 
Bohhie  Hatfield,  D-Kanawha,  left.  Del.  Pat  White,  D-Putnam,  right,  opposes  WVSMA’s 
position  calling  for  specifed  mandatory  testing  for  AIDS. 
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Now,  Solons  Tell  WVSMA 


The  “tort  reform”  session  was 
followed  by  “Health  Issues  of  the 
West  Virginia  Legislature”  featuring 
Senator  Robert  K.  Holliday, 

D-Fayette,  and  Delegates  Bobbie 
Hatfield,  D-Kanawha,  and  Pat 
White,  D-Putnam. 

Senator  Holliday,  who  is  Vice- 
Chairman  of  the  Senate  Health  and 
Human  Resources  Committee,  said 
that  some  of  the  health  legislative 
items  he  expects  to  see  in  1988  are 
rights  of  mentally  ill,  clean  indoor 
air  act,  controlled  substances, 
hospital  cost  control  review  authori- 
ty, prohibition  of  sale  of  snuff  to 
people  under  18,  and  new  facilities 
at  Wfeston  Hospital. 

Delegate  Hatfield,  Vice  Chairman 
of  the  House  Health  and  Human 
Resources  Committee,  said  she  is 
concerned  with  legislation  on  clean 
indoor  air  with  designated  smoking 
areas,  rights  of  mentally  ill  children, 
and  Medicaid  funding  for  abortion. 
She  said  efforts  were  intensified  last 
session  to  stop  state  Medicaid  fund- 
ing of  abortions. 

Delegate  White,  who  agreed  with 
Delegate  Hatfield’s  Medicaid  funding 
for  abortion  position,  took  a strong 
stand  against  mandatory  testing  for 
AIDS,  in  particular  pre-marital  testing. 


Placing  a limit  on  awards  for  pain  and 
suffering  is  a “very  emotional  issue,” 
said  Del.  John  Hatcher,  D-Fayette. 


Several  physicians  strongly 
disagreed  with  legislators’  remarks 
about  high  profits  for  insurance 
companies  writing  malpractice  in- 
surance, taking  the  position  that 
large  profits  had  not  been  realized 
by  such  firms  in  West  Virginia.  The 
physicians’  remarks  came  during  the 
question-and-answer  period  of  the 
legislators. 

The  physicians  also  took  issue 
with  some  of  the  legislators’  asser- 
tions that  there  have  been  no  in- 
surance company  experience  data 
available  to  indicate  the  true  profit 
or  loss  margin  in  writing  profes- 
sional liability  experience  in  the 
state. 

A number  of  physicians  strongly 
defended  WVSMA’s  position  on 
mandatory  AIDS  testing  during  the 
question  period. 

Mrs.  Esther  Weeks  of  Wheeling, 
WESPAC  Co-Chairman,  appealed  for 
continued  strong  support  in  WESPAC 


membership.  WESPAC  is  the  West 
Virginia  Medical  Political  Action 
Committee.  She  reported  that 
WVSMA  ranks  No.  8 among  the 
states  in  the  percentage  of  member- 
ship, with  33  per  cent  of  our 
WVSMA/AMA  members  belonging  to 
WESPAC/AMPAC. 

John  Hoblitzell,  Charleston  at- 
torney and  House  of  Delegates 
member  (R-Kanawha),  provided 
practical  advice  in  his  talk  on 
“Realistically,  How  a Bill  Becomes 
Law.”  He  outlined  the  various 
scenarios  which  may  or  may  not  oc- 
cur to  legislation  as  it  is  processed 
in  the  Legislature. 

The  October  9 portion  of  “Issues 
’88”  was  devoted  to  media  and 
speakers  training  given  to  18  physi- 
cians and  auxilians.  Craddock  Com- 
munications of  Chicago  conducted 
the  training  which  dealt  with  on- 
camera  television  appearances  and 
how  to  handle  interviews. 


Dr.  Glen  Crotty,  Jr.,  of  Charleston  Is  “interviewed”  on  television  during  the  Media 
and  Speakers  Training  session  (Part  One)  of  “Issues  ’88”  October  9.  Conducting  the 
interview  is  a representative  of  Craddock  Communications  of  Chicago.  Seventeen 
other  state  doctors  received  the  training,  which  dealt  with  handling  TV  interviews. 
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Continuing 

Education 

Activities 


Here  are  the  continuing  medical 
education  activities  listed  primarily 
by  the  Marshall  University  and  West 
Virginia  University  Schools  of 
Medicine  for  part  of  1987  and  1988, 
as  compiled  by  Ernest  W.  Chick,  M.  D. 
MU  Director  of  Continuing  Medical 
Education;  Robert  E.  Kristofco, 

WVU  Assistant  to  the  Dean/Continu- 
ing Medical  Education;  J.  Zeb 
Wright,  Ph.D.,  Director  of  Continu- 
ing Education  Outreach  and  Com- 
munity Affairs,  WVU  Charleston 
Division;  and  Sharon  Hall,  Director 
of  Continuing  Education,  Charleston 
Area  Medical  Center  (also  in  charge 
of  WVU  Charleston  Division  on- 
campus  CME).  The  schedule  is 
presented  as  a convenience  for 
physicians  in  planning  their  continu- 
ing education  program.  (Other  na- 
tional, state  and  district  medical 
meetings  are  listed  in  the  Medical 
Meetings  Department  of  The 
Journal.) 

The  program  is  tentative  and  sub- 
ject to  change.  It  should  be  noted 
that  weekly  conferences  also  are 
held  on  the  WVU  Morgantown, 
Charleston  and  Wheeling  cam- 
puses. Eurther  information  about 
CME  activities  may  be  obtained  by 
calling  Doctor  Chick  at  (304) 

696-7018;  Kristofco,  (304)  293-3937; 
Wright,  (304)  347-1243;  and  Hall, 

(304)  348-9580. 

Marshall  University 

Dec.  4,  Huntington,  AAEP  Meeting 

Dec.  5,  Huntington,  Sports  Medicine 
Conference 

Dec.  12-13,  Huntington,  Conscious 
Sedation  for  the  Control  of  Pain  & 
Anxiety 

West  Virginia  University 

Dec.  5,  Charleston,  Hypertension 
Update 

Eeb.  8-10,  Snowshoe,  7th  Annual  Car- 
diovascular Symposium  (Charleston 
Division) 


Regularly  Scheduled  Continuing 
Education  Outreach  Programs 
from  WVU  Medical  Center 
Morgantown 

Brownsville,  PA,  Brownsville 
General  Hospital,  1st  and  4th  Thurs- 
day, 11  A.  M.  to  1 P.  M. — Dec.  3,  “Up- 
date on  Hepatitis  With  Comments 
on  Delta  Injection  & Non-A  & Non-B 
Hepatitis,”  Robert  DAlessandri,  M.D. 
Dec.  24  (No  Program) 

Fairmont,  Fairmont  Clinic,  3rd 
Wednesday,  12:30  PM.  — Dec.  l6, 
“Hypertensive  Emergencies,”  Ab- 
nash  Jain,  M.D. 

Martinsburg,  VA.  Medical  Center,  1st 
Thursday,  2 P.  M.  — Dec.  3 (No 
Program) 

New  Martinsville,  Wetzel  County 
Hospital,  2nd  Thursday,  12-1  PM.  — 
Dec.  10,  “Asthma — New  Pathways,” 
Norman  L.  Lapp,  M.D. 

Philippi,  Broaddus  Hospital,  2nd 
Thursday,  7-8  PM. — Dec.  10  (No 
Program) 

Waynesburg,  PA,  Greene  County 
Memorial  Hospital,  2nd  and  4th 
Tuesday,  7-9  PM.  — Dec.  8 & 22  (No 
Program) 

Wheeling,  Ohio  Valley  Medical 
Center,  2nd  Wednesday,  8-9  A.M. — 
Dec.  9 (No  Program) 

Regularly  Scheduled  Continuing 
Education  Outreach  Programs 
from  WVU  Medical  Center- 
Charleston  Division/CAMC 

Beckley,  Southern  W.  Va.  Clinic,  4th 
Thursday,  5:30  to  7:30  P.  M.  — Dec. 
24  (holiday) 

Jan.  28  (program  tba) 

Feb.  25  “Organic  Brain  Syndrome,” 
Sidney  Lerfeld,  M.D. 

Cabin  Creek,  Cabin  Creek,  Medical 
Center,  Dawes,  2nd  Thursday,  8-10 
A.  M.  — Dec.  10  (program  tba) 

Gassaway,  Braxton  Co.  Memorial 
Hospital,  1st  Wednesday,  7-9  P M. 
— Dec.  2 (program  tba) 

Greenbrier,  Library,  Greenbrier 
Clinic,  3rd  Tuesday,  4-5  P.  M.  — Dec. 
15,  “Sprains  & Strains,”  Michael 
Fidler,  M.D. 

Madison,  Boone  Memorial  Hospital 
Conference  Room,  2nd  Tuesday,  7-9 
P.  M.  — Dec.  8 (program  tba) 

Oak  Hill,  Plateau  Medical  Center 
(Oyler  Exit,  N 19)  4th  Tuesday, 
7-9  PM.  — Dec.  22  (holiday) 


Summersville,  Summersville 
Memorial  Hospital,  1st  Tuesday, 
6:30-8:30  P.  M.  — Dec.  1 (pro- 
gram tba) 

Welch,  Stevens  Clinic  Hospital,  3rd 
Wednesday,  12  Noon-2  PM.  — 
Dec.  l6,  “Alzheimer’s  Disease,” 
Mary  Ann  Rosswurm,  Ph.D. 

Whitesville,  Raleigh-Boone  Medical 
Center,  4th  Wednesday,  11  A.  M.- 
1 P.  M.  — Dec.  23  (holiday) 

Williamson,  Williamson  Memorial 
Hospital,  1st  Thursday,  6:30-8:30 
PM.  — Dec.  3 (program  tba) 


CME  Community 
Plans  Workshop 

A meeting  to  help  participants 
plan  quality  continuing  medical 
education  programs  will  be  held 
Friday  morning,  January  22,  in 
Charleston  at  the  Charleston  House 
Holiday  Inn. 

Sponsors  are  WVSMA  and  the 
CME  Offices  at  Charleston  Area 
Medical  Center,  Marshall  University 
School  of  Medicine  and  West 
Virginia  University  School  of 
Medicine. 

The  program,  “Continuing 
Medical  Education  in  West  Virginia,” 
will  be  preceded  by  a breakfast 
meeting  of  WVSMA’s  Committee  on 
Medical  Education  and  Hospitals  at 
7:30  A.  M.,  with  the  full  conference 
beginning  at  9 A.  M. 

Those  who  will  attend  the  event, 
the  first  of  its  kind  in  West  Virginia, 
include  the  members  of  the  WVSMA 
Committee,  which  reviews  for  ap- 
proval state  CME  programs  seeking 
accreditation  by  the  Accreditation 
Council  for  Continuing  Medical 
Education  (ACCME)  through 
WVSMA.  Committee  members  also 
serve  as  surveyors  on  local  site 
surveys  of  CME  programs  requesting 
accreditation. 

Also  being  urged  to  attend  by  the 
sponsors  are  directors  of  medical 
education  and  their  assistants  at 
West  Virginia  hospitals  and  institu- 
tions/organizations which  have  been 
accredited  as  CME  providers 
through  WVSMA,  and  those  which 
plan  to  apply  for  accreditation. 

Guest  speakers  will  include 
Frances  M.  Maitland,  Assistant 
Secretary,  ACCME,  Lake  Bluff, 

Illinois,  and  David  Lichtenauer, 


620  THE  WEST  VIRGINIA  MEDICAL  JOURNAL 


Medical  Science  Liaison,  The  Up- 
john Company. 

The  conference  will  be  opened 
by  Dr.  William  O.  McMillan,  Jr.,  of 
Charleston,  Chairman  of  the 
WVSMA  Committee. 

Other  speakers  will  be  Mary  W. 
Hamilton,  WVSMA  Executive  Assis- 
tant and  CME  Accreditation  Coor- 
dinator, and  Sharon  Hall,  Ernest 
Chick,  M.  D.,  and  Robert  E.  Kristof- 
co,  CME  Directors,  respectively,  for 
CAMC,  MU  and  WVU. 

The  program,  supported  in  part 
by  an  educational  grant  from  Up- 
john, will  cover  ACCME  “Essentials” 
(basic  requirements  for  quality  CME 
programs)  and  What  They  Are  and 
What  They  Mean  for  CME,  the  role 
of  WVSMA  in  Maintaining  the  Essen- 
tials and  the  CME  Process  in  West 
Virginia,  CME  Planning  and 
Documenting,  and  Relationships 
With  the  Pharmaceutical  Industry. 

There  will  be  an  enrollment  fee 
of  $10,  which  includes  refreshment 
break  and  lunch.  The  conference 
will  end  at  1:30  in  time  for  the 
2 P.  M.  opening  of  WVSMA’s  21st 
Mid-Winter  Clinical  Conference,  also 
at  the  Charleston  House. 


WVU  Fertility 
Program  Announced 

In-vitro  fertilization  (IVF)  will  be 
performed  for  the  first  time  in  West 
Virginia  early  next  year  under  a pro- 
gram of  the  West  Virginia  University 
Medical  Center. 

Sherif  Awadalla,  a reproductive 
endocrinologist  who  came  to 
Charleston  from  Ohio  State  Universi- 
ty in  July,  is  in  charge  of  the 
program. 

The  program  should  be  in  place 
at  the  Charleston  Area  Medical 
Center  by  January,  and  the  techni- 
que may  later  be  performed  in 
Morgantown,  according  to  Roger 
Toffle  of  the  WVU  School  of 
Medicine’s  Department  of  Obstetrics 
and  Gynecology. 

Doctor  Toffle  said  the  IVF  pro- 
cedure, first  accomplished  in  1987 
by  physicians  in  England,  is  no 
longer  considered  experimental.  In 
this  region  the  technique  currently 
is  offered  at  McGee  Womens 
Hospital  in  Pittsburgh,  Vanderbilt 
University  in  Nashville,  the  Universi- 
ty of  Pennsylvania,  and  the  Eastern 
Virginia  Medical  School  in  Norfolk. 

“Statistics  show  that  about  one 
out  of  every  five  couples  is  infer- 


tile,” Doctor  Toffle  said.  “There  are 
a variety  of  ways  to  treat  infertility 
which  may  be  successful  in  70  per 
cent  of  these  couples.” 

The  treatment  called  Gamete  In- 
terfallopian  Transfer,  or  “GIFT,”  has 
become  popular  since  it  was  first 
performed  in  the  United  States  in 
1984  and  will  also  be  offered  in 
Charleston.  In  this  technique,  which 
requires  a patient  with  at  least  one 
normal  fallopian  tube,  both  the 
sperm  and  ovum  are  inserted  direct- 
ly into  the  fallopian  tube  for 
fertilization. 

In  both  GIFT  and  IVF,  super- 
ovulation is  performed.  Follicle- 
stimulating  agents  are  used  to  bring 
up  as  many  mature  ova  as  possible 
to  increase  the  chances  of  fertiliza- 
tion, Doctor  Toffle  explained. 

He  said  the  cost  of  the  procedure 
may  limit  the  number  of  couples 
who  will  consider  them.  The 
average  cost  in  the  United  States  is 
$5,000  to  $7,000  per  attempt,  and 
the  procedures  are  not  always  suc- 
cessful the  first  time. 

“But  I think  it’s  important 
because  we  are  giving  options  to 
couples  who  may  not  be  able  to 
have  children  any  other  way,  and 
we’re  providing  an  additional  ser- 
vice that  has  not  been  available 
before  in  West  Virginia,”  he  said. 


CAMC’s  CEO  Resigns, 
Successor  Named 

James  C.  Crews,  Chief  Executive 
Officer  of  Charleston  Area  Medical 
Center  since  1981,  resigned 
November  6 to  accept  the  position 
of  Chief  Operating  Officer  of  VHA 
Enterprises  in  Irving,  Texas. 

VHA  Enterprises  is  an  arm  of 
Voluntary  Hospitals  of  America,  one 
of  the  nation’s  largest  health  care 
systems.  VHA  was  founded  in  1977 
to  give  locally-owned  hospitals 
management  expertise,  access  to 
capital  and  competitive  market 
advantages. 

Crews  was  one  of  VHA’s  founders. 

Succeeding  Crews  is  Phillip  H. 
Goodwin,  CAMC’s  Executive  Vice 
President,  who  was  named  Presi- 
dent and  Chief  Executive  Officer  of 
CAMC  and  CAMCare,  its  parent  cor- 
poration, November  11. 


WVSMA  President  Cordell  A.  De  La  Pena,  right,  was  guest  speaker  at  the  joint  dinner 
meeting  held  by  the  Fayette  County  Medical  Society  and  its  Auxiliary  in  October  in  Oak 
Hill.  Doctor  De  La  Pena  was  welcomed  by  Dr.  Rolando  Ramirez,  Society  President,  and 
Mrs.  Afif  Habash,  Auxiliary  President  (above). 
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New  Drug  Method 
In  AIDS  Eye  Ills 

A new  drug  delivery  method  has 
proven  effective  in  treating  a blin- 
ding eye  disease  associated  with 
AIDS,  according  to  eye  researchers. 

Ophthalmologists  Fred  M.  Ussery 
III,  M.D.,  and  his  colleagues 
reported  their  experience  in  treating 
AIDS-associated  eye  infections  at  the 
Annual  Meeting  of  the  American 
Academy  of  Ophthalmology, 
November  8-12. 

Doctor  Ussery  injected  an  an- 
tiviral drug,  ganciclovir,  directly  in- 
to the  eyes  of  1 1 AIDS  patients  to 
treat  CMV  (cytomegalovirus) 
retinitis,  the  relentless  progressive 
eye  infection  which  affects  about 
one  third  of  AIDS  patients. 

Several  independent  studies  have 
reported  that  ganciclovir,  which 
entered  clinical  trials  in  1984,  im- 
proves the  quality  of  life  for  AIDS 
patients  suffering  from  CMV  retinitis 
by  preventing  blinding  lesions,  and 
possibly  helping  to  control  infec- 
tions that  have  spread  to  other  vital 
organs. 

Successful  treatment  for  CMV 
retinitis  has  become  more  difficult 
as  an  increasing  number  of  AIDS  pa- 
tients take  AZT  (azidothymidine), 
the  only  antiviral  drug  that  appears 
to  have  any  effect  on  AIDS. 


The  Food  and  Drug  Administra- 
tion (FDA)  prohibits  the  systemic 
delivery  of  both  AZT  and  gan- 
ciclovir simultaneously  because  the 
two  powerful  drugs  cause  the  same 
harmful  side  effects.  As  a result, 
physicians  and  patients  have  to 
maintain  a frustrating  balancing  act, 
treating  the  entire  body  with  AZT 
until  the  CMV  retinitis  worsens, 
then  halting  AZT  treatment  tem- 
poriarly  so  ganciclovir  can  be  given. 

But  ophthalmologists  found  that 
by  injecting  ganciclovir  directly  into 
the  eye,  the  natural  blood  barrier 
system  prevented  the  drug  from 
spreading  to  the  rest  of  the  body. 


Young  Physicians 
To  Meet  January  22 

Young  physicians  in  West  Virginia 
are  invited  to  meet  during  the 
WVSMA  Mid-Winter  Clinical  Con- 
ference Friday,  January  22,  in 
Charleston  at  the  Charleston  House 
Holiday  Inn  at  I P.M  (room  tba). 

Young  physicians  are  considered 
to  be  those  who  are  under  age  40 
or  who  have  been  in  practice  for 
less  than  five  years.  For  additional 
information,  contact  WVSMA 
headquarters. 


" ■ 

22— CME  in  WV,  Charleston 

22-24 — 21st  Mid-Winter  Clinical  Con- 
ference, Charleston. 

31 — Feb.  3 — Southeastern  Surgical  Con- 
gress, Orlando,  Fla. 

February 


1-3 — Southeastern  Surgical  Coinference, 
Lake  Buena  Vista,  Fla. 

17-21 — Am.  College  of  Psychiatrists, 
Tucson. 

27 — N.  Am.  Trauma  Assoc.,  Snowmass 
Village,  Colo. 

March 


2-6 — Physicians  for  Social  Responsibility, 
Washington,  D C. 

20-23 — Am.  Society  of  Abdominal 
Surgeons,  Williamsburg,  VA. 

23- 26 — Am.  Burn  Assoc.,  Seattle. 

24- 27  — Am.  Medical  Student  Assoc., 
Washington,  D C. 

2 5-27 — WV  Urological  Society  Spring 
Seminar,  Charleston. 

27-3 1 — Am.  College  of  Cardiology,  Atlanta. 

April 

15-17 — WV  Chapter,  AAFP,  Huntington. 
18-20 — Am.  Assoc,  for  Thoracic  Surgery, 
Los  Angeles. 

24-27 — WV  Academy  of  Ophthalmology, 
4 1st  Annual  National  Spring  Meeting,  White 
Sulphur  Springs. 

May 


1-5 — Am.  College  of  Obstetricians  & 
Gynecologists,  Boston. 

27-30— WV  Academy  of  Otolaryngology, 
Head  & Neck  Surgery,  White  Sulphur 
Springs. 

August 


16-21  — 121st  Annual  Meeting,  WV  State 
Medical  Assoc.  White  Sulphur  Springs. 


For  More  Information  . . . 

Contact  The  Journal  for  additional 
information  about  most  of  the  above 
meetings.  Call  (504)  925-0542. 


“Yes  ...  I’d  say  there  have  been  side  effects  with  the  medicine ...  I had  to  get  a 
second  job  to  pay  for  it.” 
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It’s  a sad  fact  of  life  (or  insurance)  that  a 
message  received  is  not  always  a message 
believed. 

Which  is  why  letting  McDonough  Caperton  han- 
dle your  insurance  needs  can  surely  help.  What 
is  offered  by  McDonough  Caperton  will  always 
be  a benefit  to  you.  Who  says  so?  Important  in- 
surance authorities  who  make  key  insurance 
decisions. 


It  all  begins 
with  belief  . . . 


The  statistics  show  that  one  out  of  four  people 
in  West  Virginia  already  use  McDonough  Caper- 
ton Insurance  Group,  so  let  that  be  your  cue  to 
join  the  McDonough  Caperton  team. 

That’s  only  the  beginning  of  the  good  news  for 
the  West  Virginia  State  Medical  Association. 

For  the  rest,  give  us  a call  and  we  will  come 
over  and  make  a believer  out  of  you. 

Call  us  1-800-344-5139  or  347-0708 


McDonough 

Caperton 

Insurance 

Group 


Comprehensive  Major  Medical  (MONY)  • Professional  Office  Overhead  (MONY) 
Term  Life  (MONY)  • Medicare  Supplement  (MONY)  • Accidental  Death  and 
Dismemberment  (CNA)  • Disability  Income  (Continental)  • Hospital  Indemnity 
(MONY)  • Malpractice 


WVU  Medical 
Center  News 


West  Virginia 
University 


Compiled  from  material  furnished  by  the 
Medical  Center  News  Service,  Morgantown, 
VC'.  Va. 


Child  Development 
Center  Launched 

The  more  than  12,000  West  Vir- 
ginia children  with  developmental 
disabilities  can  now  find  help 
through  the  state’s  first  comprehen- 
sive child  development  center. 

The  Klingberg  Center  for  Child 
Development,  just  established  as 
part  of  the  WVU  School  of 
Medicine,  will  offer  a complete 
range  of  services  to  children  with 
developmental  disabilities. 

Dr.  Richard  Smith,  Director  of  the 
Center,  said  such  a diagnostic  and 
treatment  facility  is  critically  needed 
in  West  Virginia. 

“We  have  moved  into  a vacuum 
here — there  is  a widely  recognized 
need  which  clearly  has  been 
underserved.  What  West  Virginia  has 
lacked  until  now  is  a center  which 
offers  a range  of  medical  and  other 
expertise  to  match  the  great  range 
of  developmental  disabilities  which 
can  affect  children,”  Doctor  Smith 
said. 

12,000  Children 

About  12,000  children  in  the  state 
have  been  identified  by  the  Office 
of  Special  Education  of  the  state 
education  department  as  having 
developmental  deficits — some  type 
of  chronic  disorder  which  adversely 
affects  physical,  intellectual  or  emo- 
tional growth. 

“That’s  a conservative  estimate,” 
Doctor  Smith  noted.  “It  includes 
only  children  already  in 
programs  . . .” 

The  new  center  is  named  for 
William  G.  Klingberg,  first  Chairman 
of  Pediatrics  in  the  WVU  Medical 
School.  Doctor  Klingberg,  now 
retired,  is  considered  the  “Father  of 
Pediatrics”  in  West  Virginia.  The 
child  development  center  will  be 
part  of  the  Department  of  Pediatrics 


which  recently  expanded  its  ser- 
vices and  added  new  faculty. 

The  Klingberg  Center  will  serve 
children  with  problems  ranging 
from  mild  learning  disabilities  and 
attention  disorders  to  severe,  multi- 
ple handicaps.  Ages  range  from 
birth  to  about  16  years. 

Doctor  Smith  said  that  in  the  ma- 
jority of  cases  referred  to  the  center, 
at  least  three  professionals  from  dif- 
ferent disciplines  will  focus  on  a 
child’s  problem. 

“Our  aim  is  to  integrate  medical 
evaluation  of  these  children  with 


75th  Anniversary 

WVU  School  of  Medicine 
celebrated  its  75th  anniversary  Fri- 
day, November  6,  with  a number  of 
events  of  public  interest.  These  in- 
cluded a talk  by  Pulitzer  Prize  win- 
ning author  Paul  Starr,  and  exhibits 
and  displays  by  most  departments  of 
the  medical  school.  The  exhibits 
provided  a wide-ranging  look  at  the 
school’s  teaching,  research,  patient 
care,  and  outreach  activities. 

The  press  was  invited  not  only  to 
attend  public  events  but  also  to  meet 
with  Dean  Richard  DeVaul,  M.D.  In 
addition,  faculty  representatives 
from  three  recently-announced  pro- 
grams of  significance  to  West 
Virginia  were  available  to  meet  with 
members  of  the  press: 

* The  Klingberg  Center  for  Child 
Development  will  serve  the 
needs  of  West  Virginia’s 
developmentally  disabled 
children. 

* A new  In  Vitro  Fertilization 
Program  will  use  advanced 
medical  techniques  to  enable 
many  previously  infertile 
couples  to  have  children. 

The  Occupational  Safety  and 
Health  Institute  will  provide 
medical,  economic,  environ- 
mental and  legal  assistance  to 
West  Virginia  industries. 


contributions  from  other  disciplines, 
such  as  child  psychology. 

“Seldom  is  a case  purely  physical 
or  purely  psychological.  Kids  with 
severe  physical  problems  can  get 
into  psychological  difficulties,  and 
those  with  problems  which  are 
basically  psychological  often  exhibit 
physical  symptoms,  too.  Behavioral 
patterns  can  develop  in  families 
which  hinder  a child’s  development, 
and  we  know  that  poverty  can 
exacerbate  other  problems  a child 
may  have,”  he  said. 

Core  Staff 

The  center’s  core  staff  includes 
Doctor  Smith,  a developmental 
pediatrician  who  specializes  in 
school-age  children,  and  Dr.  Chet 
Johnson,  a developmental  pediatri- 
cian who  specializes  in  young 
children,  along  with  a group  of 
non-medical  specialists  in  such  areas 
as  psychology,  nursing,  early  educa- 
tion, and  speech  and  hearing  pathology. 

Doctor  Smith,  who  earned  his 
M.D.  from  Georgetown  University 
School  of  Medicine,  came  to  WVU 
last  summer  from  Massachusetts’ 
Brockton  Hospital,  where  he  was 
Associate  Director  of  the  Brockton 
Children  and  Youth  Project. 

Doctor  Johnson,  a graduate  of 
Kansas  University  School  of 
Medicine,  recently  completed  a 
fellowship  at  the  Child  Development 
Unit  of  the  Children’s  Hospital  at 
Harvard  University’s  Medical  School. 

In  addition  to  the  center’s  core 
staff,  children  may  see  WVU 
specialists  in  endocrinology, 
genetics,  neurology,  orthopedics, 
ophthalmology,  and  other  areas. 

“We  will  primarily  be  seeing 
children  who  cannot  be  adequately 
diagnosed  at  the  local  level,  and  if 
necessary  we  can  bring  the  full 
resources  of  the  WVU  Medical 
Center  to  bear  on  a child’s  prob- 
lems,” Doctor  Smith  noted. 

For  further  information,  contact 
the  Klingberg  Child  Development 
Center,  WVU  Medical  Center, 
Morgantown,  WV  26506,  phone 
304-293-7331. 
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How  MoreThan 3000 Doctors 
Have  Eased  The  Pain 
Of  Managing  A Practice. 


If  your  practice  is  like  a lot  of  others, 
you  often  spend  more  time  on  office 
problems  than  on  the  health  problems  of 
your  patients. 

Our  one  easy-to-use,  fully-integrated 
computer  system  can  take  care  of  billing, 
provide  financial  updates,  help  you  market 
your  practice.  And  give  you  more  time  to  do 
what  you  went  to  medical  school  for. 

‘We’ve  found  that  Medic  saves  us 
many  hours  of  paperwork  every  week. 
It  has  cut  our  overtime  for  the  business 
office  staff  75%.” 

Leona  Neal,  office  manager,  Tri-State  Allergy 
Inc.,  Huntington,  West  Virginia 

With  Medic,  jobs  that  once  took  a 
large  part  of  the  business  day  can  be  done 
in  minutes.  And  that’s  only  one  of  the  ways 
that  Medic  makes  the  medical  office  run 
more  smoothly. 

“It’s  helped  our  cash  flow 
tremendously.” 

George  Toma,  M.D.,  Charleston  Eye  Care 
Associates,  Charleston,  West  Virginia 
The  Medic  system  can  ease  the  pro- 
cess of  sending  statements  and  reduce  the 
number  of  uncollected  bills.  Plus,  our  easy- 
to-understand  printouts  help  you  keep 
better  track  of  your  financial  condition. 


“Our  practice  has  doubied  and  we  have 
not  had  to  add  additionai  biiiing  per 
sonnei.  Medic  has  been  abieto  handie 
whatever  we’ve  asked  of  it.” 

Nancy  Psimas,  office  coordinator, 
Portsmouth  Orthopaedic  Associates, 
Portsmouth,  Virginia 

We’ll  do  whatever  it  takes  to  keep  your 
system  working.  Day  or  night.  We  have  a 
toll-free  STAT  line  to  handle  questions  and 
problems.  And  there’s  a STAT  PLUS  line  from 
our  support  center  to  your  system  for  soft- 
ware updates  and  diagnoses. 

“Their  software  updates  are  timeiy  and 
they’ve  gone  out  of  their  way  to  add 
programs  to  meet  our  needs.” 

Richard  I.  Tapper,  M.D.,  Toledo,  Ohio 

Notonly  do  we  make  program  changes 
for  individual  medical  practices,  we  also 
provide  our  customers  with  software 
enhancements,  which  often  result  from 
customer  suggestions. 


“Medic’s  extensive  training  program 
for  our  staff  made  it  easy  to  introduce 
the  system.  We  recommend  it  highiy.” 

Tessa  Horne,  administrator,  Morgantown 
Ear,  Nose  & Throat  Clinic,  Morgantown, 
West  Virginia 

“We  love  the  training  program.  And  the 
updates  they  do  really  help,”  Ms.  Horne 
said.  When  a practice  brings  in  over  200 
patients  a day  as  this  one  does,  the  busi- 
ness office  has  to  run  smoothly.  “Medic 
does  everything  we  need.  It’s  great.” 

So  if  you  want  to  increase  the  efficiency, 
productivity  and  profitability  of  your  practice, 
take  a look  at  the  Medic  Computer  System. 

Over  3000  physicians  in  more  than 
800  practices  throughout  the  U.S.  are 
calling  it  a minor  medical  miracle. 


8601SixForksRd.,Ste.300,Raleigh,NC27615 
Ph.919-847-8102.lnNCCall:l-800-822-2914 
In  Western  US  Call:  1-800-541-7717 
In  Eastern  US  Call:  1-800-334-8534 

Other  Offices:  Orlando,  Ann  Arbor,  Chicago, 
Cincinnati,  Pittsburgh,  Richmond,  Atlanta 


; 


MU  School  Of 
Medicine  News 


Dean  Lester  Bryant,  M.D.,  and  artist  Adele  Thornton  Lewis  unveii  a portrait  of  Dr. 
Albert  C.  Esposito,  Huntington,  left.  The  portrait  of  Doctor  Esposito,  a former  WVSMA 
President,  will  be  on  permanent  display  at  the  School  of  Medicine.  The  Cabell  County 
Medical  Society  provided  funding  for  the  painting  as  a way  of  recognizing  his  con- 
tributions to  the  School. 


Compiled  from  material  furnished  by  the 
Office  of  University  Relations.  Marshall 
University. 


Six  Principal 
‘Founders’  Honored 

Six  prominent  West  Virginians 
who  were  instrumental  in  the 
School  of  Medicine’s  creation  and 
early  development  were  honored 
during  the  school’s  first  alumni 
weekend  in  October. 

“All  of  us  recognize  that  the 
establishment  of  an  institution  of 
higher  education  requires  an 
unbelievable  amount  of  effort  by  a 
great  number  of  people,”  said  Dean 
Lester  Bryant,  M.D.,  in  making  the 
presentations.  The  six  honored,  he 
said,  shared  a dedication  which  “did 
not  allow  the  normal  obstacles  to 
stand  in  their  way.” 

Honorary  memberships  in  the 
Alumni  Association  were  presented 
to  Gov.  Arch  A.  Moore,  Jr.,  the  Hon. 
Jennings  Randolph,  Dr.  Robert  B. 
Hayes,  James  H.  (Buck)  Harless,  Dr. 
Robert  W.  Coon,  and  Dr.  Albert  C. 
Esposito  (see  photo). 


Simpler  Blood  Test 
For  AIDS  Devised 

Department  of  Medicine  Chairman 
Maurice  A.  Mufson  helped  a team 
led  by  the  Karolinska  Institute’s 
Erling  Norrby  devise  a simpler, 
more  precise  blood  test  for  AIDS. 

As  with  current  screening  tests, 
the  team’s  method  uses  enzyme- 
linked  immunosorbent  assays 
(ELISA).  However,  it  uses  a synthetic 
polypeptide  antigen  which  contains 
25  amino  acids  whose  sequence 
matches  those  in  an  AIDS  virus  pro- 
tein. It  allows  researchers  to 
distinguish  between  antibodies  to 
the  AIDS  virus,  HIV-I,  and  the 
related  HIV-2  virus. 

The  test  is  described  by  Norrby  in 
the  September  17  edition  of  the 
Journal,  Nature.  Doctor  Mufson  has 
co-authored  a manuscript  with  him 
which  will  appear  in  the  book. 


Vaccines  '88,  from  the  Cold  Spring 
Harbor  Laboratory  Symposium. 

Norrby  reported  that  tests  using 
peptide  antigens  are  simple,  sen- 
sitive, specific  and  readily  standard- 
ized. They  are  excellently  suited,  he 
said,  for  meeting  the  emergency 
need  in  Africa  for  characterizing  the 
extent  of  epidemics  of  HIV  and 
HIV- related  West  African  retroviruses. 

Doctor  Mufson  conducts  viral 
research  at  the  Huntington  Veterans 
Administration  Medical  center  where 
he  is  Associate  Chief  of  Staff  for 
Research  and  Development.  He 
worked  with  Norrby  during  a 
1984-85  sabbatical  and  returned 
there  twice  this  year. 

Studies  are  continuing  using 
blood  samples  that  Doctor  Mufson 
and  former  students  at  the  Universi- 
ty of  Illinois  gathered  in  Zimbabwe, 
Liberia  and  Kenya  in  1969-71. 

These  tests  could  help  ascertain 
whether  AIDS  has  existed  in  isolated 
areas  of  Africa  for  years,  as  some 
scientists  suspect. 


Paper  Wins  Award 
At  ACP  Meeting 

Dr.  Robert  L.  Gallaher,  a fourth- 
year  resident  in  pulmonary 
medicine,  won  a first-place  award 
for  a paper  presented  at  the  West 
Virginia/Pennsylvania  regional 
meeting  of  the  American  College  of 
Physicians. 

His  paper,  “Neuroleptic  Malignant 
Syndrome,”  was  the  winner  in  the 
neurology  category.  The  paper  ad- 
dressed rare  complications  of 
neuroleptic  drugs  and  an  effective 
method  of  treatment  using  dan- 
trolene sodium. 

Doctor  Gallaher  represented  the 
Department  of  Medicine  and  the 
Huntington  VA  Medical  Center. 
Others  presenting  papers  from  the 
affiliated  institutions  were  Drs. 
Maurice  Mufson,  Professor  and 
Chairman  of  Medicine;  Andrew 
Burger,  Assistant  Professor  of 
Medicine,  and  Dan  Hill  and 
Mark  Wilford,  both  residents. 
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130-0987-4VC  © 1987  New  England  Mutual  Life  Insurance  Company,  Boston.  MA. 


THE  ZENITH  OF  VARIABLE  LIFE  PRODUCTS. 


All  variable  life  insurance  provides  an  appealing  combination 
of  insurance  protection  and  potential  for  both  insurance  and 
investment  growth.  With  that  in  mind,  we  invite  you  to  look  at 
the  record  of  Zenith  Life. 

Zenith  Life's  performance  is  tied  to  New  England  Zenith  Fund. 
Within  the  fund  there  are  five  investment  options:  the  Capital 
Growth  Series,  the  Bond  Income  Series,  the  Money  Market  Series, 
the  Stock  Index  Series  and  the  Managed  Series.  To  cite  just  one, 
the  cumulative  return  of  the  Capital  Growth  Series  from  August  26, 
1983  (Fund's  inception)  until  August  31, 1987  was  563.4%*. 

Zenith  Life  provides  the  potential  for  increasing  your  insurance 
protection  based  on  the  performance  of  the  investment  options  you 
select.  Zenith  Life  is  issued  by  New  England  Variable  and  distributed 
by  New  England  Securities,  financial  partners  of  The  New  England. 

For  a free  prospectus  containing  more  complete  information, 
call  or  write  today.  Read  it  carefully  before  you  invest. 


^ Please  send  more  complete  information  and  a copy  of  ^ 

the  prospectus  for  Zenith  Life. 

Name 


Address- 

City 

State 


L. 


-Zip. 


.Phone. 


The  New  England 

Your  Financial  Partner 

Larry  Kimble 

1210  Smith  Street 
Charleston,  WV  25301 
304-342-1147 


.J 


'Insurance  related  expenses  and  deductions  from  premiums  are  not  reflected.  For 
instance,  assuming  all  premiums  were  invested  in  the  Capital  Growth  Series,  if  an 
annual  premium  variable  life  policy  with  a face  amount  of  $39,549  had  been 
purchased  by  a 40  year  old  male  on  August  26. 1983.  at  a standard  risk  premium 
of  $1,000  per  year,  the  death  benefit  as  of  8/31/87  would  be  $65,223  and  the 
cash  value  would  be  $12,422.  This  example  is  based  on  investment  performance 
figures  updated  from  those  in  iheptospectus.  The  cash  value  of  a variable  life 
policy  is  not  guaranteed.  Past  performance  is  no  guarantee  of  future  results.  The 
policies  ate  not  available  in  all  states. 

© 1987  New  England  Mutual  Life  Insurance  Co..  Boston,  MA. 


County 
Societies 

LOGAN 

The  Logan  County  Medical  Socie- 
ty met  October  14  at  Logan  General 
Hospital. 

The  guest  speaker  was  Dr.  Abnash 

C.  Jain,  Chief,  Section  of  Cardiology, 
West  Virginia  University  School  of 
Medicine,  Morgantown. 

He  presented  an  informative  and 
educational  talk  regarding  Silent 
Myocardial  Ischemia. — Harry  D. 
Fortner,  M.  D.,  Secretary. 

McDowell 

Dr.  Cordell  A.  De  La  Pena  and  his 
wife.  Dr.  Erlinda  De  La  Pena,  were 
guests  of  honor  at  the  meeting  of 
the  McDowell  County  Medical 
Society  October  14. 

Doctor  Cordell  De  La  Pena, 
WVSMA  President,  spoke  about 
various  matters  concerning  the 
medical  atmosphere  in  West 
Virginia,  but  especially  about  our 
medical  dues,  professional  liability 
insurance,  PPOs  and  PROs.  He  ask- 
ed for  a closer  and  better  working 
relationship  between  M.  D.s  and 

D.  O.s. 

The  Society  approved  a donation 
of  $100  to  the  Mcdowell  County 
Humane  Society. — Allen  Carr,  M.  D., 
Acting  Secretary. 

MINGO 

Dr.  Stephen  R.  Grubb  of 
Charleston  was  a guest  speaker  at 
the  meeting  of  the  Mingo  County 
Medical  Society  October  21  in  South 
Williamson,  Kentucky,  at  the 
Western  Sizzlin  Steak  House. 

Doctor  Grubb  spoke  on  “Manage- 
ment of  Hypertension:  New 
Modalities  of  Treatment  of  a 
Hypertensive.” 

We  were  pleased  to  have  as 
second  guest  speaker  Bert  McCabe, 
financial  advisor  from  Mutual  of 
New  York,  who  described  various 
retirement  funds. — Diane  E.  Shafer, 

M.  D.,  Secretary/Treasurer. 

MONONGALIA 

Robert  L.  Bonar,  Jr.,  Assistant 
Superintendent  of  Schools, 
Monongalia  County,  was  the  guest 
speaker  for  the  meeting  of  the 
Monongalia  County  Medical  Society 
October  6. 


Bonar  spoke  on  the  upcoming 
school  bond  issue. — Robert  L. 
Murphy,  Executive  Secretary. 

WESTERN 

The  Western  Medical  Society  met 
October  13  in  Ripley  at  McCoy’s 
Best  Western  Restaurant. 

A movie  and  several  slides  were 
shown  concerning  Gastro  Entero 
Reflux  Disease  (GERD).  Following 
the  presentation,  the  disease  was 
thoroughly  discussed  by  the 
members. — Ali  H.  Morad,  M.  D., 
Secretary. 

Obituaries 


F.  LLOYD  BLAIR,  M.  D. 

Dr.  F.  Lloyd  Blair,  Parkersburg 
surgeon  for  35  years,  died  October 
17  in  a hospital  there.  He  was  74. 

Doctor  Blair,  a two-term  member 
of  the  West  Virginia  Board  of 
Regents,  was  one  of  the  founders  of 
the  Parkersburg  Medical  Associates. 
For  many  years,  he  was  an  instruc- 
tor in  the  Camden-Clark  Memorial 
Hospital  School  of  Nursing.  He  was 
an  original  member  of  the  Board  of 
Regents,  serving  from  1969-81. 

Following  his  retirement  in  1978, 
he  spent  most  of  his  time  at  his 
farm  near  Walker. 

Doctor  Blair,  who  was  born  in 
Jackson  County  and  a veteran  of 
World  War  II,  was  graduated  from 
West  Virginia  University,  and  receiv- 
ed his  M.  D.  degree  in  1937  from 
the  University^  of  Louisville.  He  in- 
terned and  served  his  residency  at 
Louisville  General  Hospital. 

He  was  a Fellow  of  the  American 
College  of  Surgeons  and  served  two 
terms  on  the  Council  of  the  West 
Virginia  State  Medical  Association. 

Doctor  Blair  was  an  honorary 
member  of  the  Parkersburg 
Academy  of  Medicine,  of  which  he 
was  a former  President,  and  of  the 
West  Virginia  State  Medical  Associa- 
tion and  American  Medical 
Association. 

Survivors  include  the  wife,  Mrs. 
Eveline  H.  Salchli  Blair;  one  son, 
David  E.  Blair  of  Arlington,  Texas; 
one  daughter,  Marie  Jackson,  Walker; 
one  brother,  Rolla  W.  Blair, 

Coolville,  Ohio,  and  one  sister,  Mary 
Isaacs,  Lexington,  Kentucky. 

EVAN  B.  HUME,  M.  D. 

Dr.  Evan  B.  Hume,  retired 
Shepherdstown  dermatologist,  died 
August  23  in  a Martinsburg  hospital. 
He  was  83. 


Doctor  Hume,  who  retired  in 
1978,  was  a former  staff  physician 
and  Chief  of  Medicine  at  Mar- 
tinsburg Veterans  Administration 
Medical  Center.  He  previously  had 
served  with  the  Beckley  VA. 
Hospital,  and  as  a private  physician 
in  Menard,  Texas.  He  was  born  in 
Eagle  Pass,  Texas. 

Doctor  Hume  was  graduated  from 
the  University  of  Texas,  and  received 
his  M.  D.  degree  in  1929  from  Jef- 
ferson Medical  College. 

He  was  a Diplomate  of  the 
American  Board  of  Dermatology  and 
an  honorary  member  of  the  Eastern 
Panhandle  Medical  Society,  West 
Virginia  State  Medical  Association 
and  American  Medical  Asociation. 

A veteran  of  World  War  II,  he  was 
a charter  member  of  the  Commis- 
sions on  Aging  in  Berkeley,  Morgan 
and  Jefferson  counties. 

Survivors  include  the  wife,  Mrs. 
Mary  C.  (Polly)  Coleman  Hume;  two 
sons.  Lea  Hume  of  Petersburg, 
Virginia,  and  Evan  C.  Hume  of  Mar- 
tinsburg; two  daughters,  Elise  H. 
Wermers,  Morehead  City,  North 
Carolina,  and  Erances  G.  Hume, 
Swansboro,  North  Carolina;  two 
stepsons,  Edward  R.  Richardson, 
Houston,  Texas,  and  Ellis  C.  Cole- 
man, Wilmington,  Delaware;  a step- 
daughter, Betty  L.  Toms,  Mar- 
tinsburg; and  a sister,  Jessamie  I. 
Warner,  Phoenix,  Arizona. 

New  Members 


The  following  physicians  were 
welcomed  in  October  as  new  members 
of  the  West  Virginia  State  Medical 
Association: 

Kanawha 

G.  Geoffrey  Miller,  M.D.,  403-A  Bib- 
by  Street,  Charleston,  25301, 
Ophthalmology 

Mercer 

Ghazala  Khokar,  M.D.,  17  Crown 
Point  Hillcrest,  Princeton  24740 
Joel  Anthony  Schor,  M.D.,  721 
Edgewood  Road,  Bluefield  24701 

Monongalia 

Ralph  Norman  McDonald,  M.D., 
WVU  Medical  Center,  Dept,  of 
Medicine,  Morgantown  26506,  Internal 
Medicine 

Richard  D.  Zak,  M.D.,  WVU  Medical 
Center,  Dept,  of  Ophthalmology, 
Morgantown  26506,  Ophthalmology 
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LOOK  NO  FURTHER 
FOR  FINANCIAL 
DIRECTION! 


For  Financial  & Trust  Services  it’s  ONE  FINANCIAL  PLACE 


6th  Floor  • One  Valley  Square 
Summers  & Lee  Streets  • Charleston,  WV  25301 
(304)  348-7081 


ALL  THE  PROFESSIONAL  FINANCIAL  AND  TRUST  SERVICES 
FOR  YOUR  PERSONAL  AND  BUSINESS  NEEDS 
ARE  IN  ONE  PLACE  . . . 

ONE  FINANCIAL  PLACE. 

NOW  AT  ALL  THE  ONE  VALLEY  BANKS  IN  WEST  VIRGINIA. 


Our  Financial  and  Trust  Services  include: 

• Personal  Asset  Management 

• Corporate  Funds  Management 

• Trusts  and  Estates 

• Estate  Settlement  for  Personal. 

Executors 


• Private  Investment  Services 

• Financial  and  Estate  Planning 

• Corporate  Trusteeship  Services 

• Employee  Benefit  and  Retirement 
Plan  Administration 


ONEVALLEY 

BANK 


Member  FDIC 


Financial  & Trust  Services  are  also  available  through  allother  One  Valley  Bank  locations. 


GREENBRIER  PHYSICIANS,  INC. 

A Multispecialty  Clinic 

Greenbrier  Valley  Medical  Arts  Building 

Ronceverte/Fairlea/Lewisburg,  West  Virginia 

INTERNAL  MEDICINE 

1-800-642-5161  or  304-647-5115 
OBSTETRICS/GYNECOLOGY 

PSYCHOLOGY 

Robert  K.  Modlin,  M.  D. 

James  L.  Pfeiff,  M.  D. 

Connie  Bradley-Mann,  Ph.D. 

Helen  R.  Perez,  M.  D. 

Robert  L.  Wheeler,  M.  D. 

Thomas  F.  Mann,  M.  D. 

EAR,  NOSE  & THROAT 

ANCILLARY  SERVICES 

SURGERY 
General  & Vascular 

Keith  M.  Holmes,  M.  D. 

Physical  Therapy 

H.  P.  Dinsmore,  M.  D. 

OPHTHALMOLOGY 

Tom  Moore,  R.P.T. 

Robert  K.  Scott,  II,  M.  D. 

Wood  McCue,  R.P.T. 

General  & Thoracic 

B.  L.  Plybon,  M.  D. 

PEDIATRICS 

Respiratory  Therapy 

James  D.  Creasman,  R.R.T. 

ORTHOPEDIC  SURGERY 

William  S.  Dukart,  M.  D. 

Conrad  D.  Tamea,  Jr.,  M.  D. 

Janice  Centa,  P.  A.,  M.  S. 

Audiology 

James  W.  Banks,  M.  D. 

Gary  M.  Vandevander,  M.S. 

FAMILY  GENERAL  PRACTICE 

RADIOLOGY 

Charles  Weinstein,  M.  D. 

Joseph  E.  Shaver,  M.  D. 

Terry  Lesko,  M.  D. 

ADMINISTRATION 

E.  T.  Cobb,  M.  D. 

Richard  Cowan,  M.  D. 

Sandra  W.  Ayers,  Business  Manager 

LUMP  BETWEEN  LOWER 
LIP  AND  GUM. 


BAD  BREATH. 


STAINED  FINGERS. 


TOBACCO-STAINED 
TEETH. 


WHITE  PATCHES 
AND  SORES. 

Leukoplakia. 
In  time,  could  lead 
to  oral  cancer. 


RECEDING  GUMS 


TWITCHX  WIRED  LOOK 
CAUSED  BY  NICOTINE. 

A high  nicotine  content 
makes  smokeless  tobacco 
just  as  addicting 
as  cigarettes. 


STUBBORN  ATTITUDE. 
WON'T  LISTEN  TO 
SOUND  MEDICAL 
ADVICE. 


DRIBBLE  CUR 


TIN  BULGES  AND 
RING. 


NO  FRIENDS. 


TOBACCO  JUICE. 


HOW  TO  SPOT  A DIP. 

DIPPING  IS  FOR  DIPS. 

DON’T  USE  SNUFF  OR  CHENMING  TOBACCO.  TsOOETY^ 


A PRESCRIPTION  FOR 
PHYSICIANS. 


Bothered  by: 

★ Too  much  paperwork?  * The  burden  of  office  overhead? 

★ Molprocfice  insurance  cosfs? 

★ Nof  enough  fime  for  fhe  family? 

★ No  fime  fo  keep  currenf  wifh  fechnology  and  new  mefhods? 

★ No  fime  or  money  for  professional  developmenf? 

Join  the  Air  Force  Medical  Team.  We'll  provide  the  following: 

★ Competent  and  dedicated  professional  staff, 

★ Time  for  patients  and  for  keeping  professionally  current. 

★ Financial  security,  a generous  retirement  for  those  who  qualify. 

★ If  qualified,  unlimited  professional  developmenf. 

★ Medical  facilities  all  around  the  world. 

★ 30  days  of  vacation  with  pay  each  year. 

★ Complete  medical  and  dental  care, 

★ Low  cost  life  insurance. 

Wont  to  find  out  more?  Contact  your  nearest  Air  Force  recruiter  for 
information  at  no  obligation.  Call 

Capt  George  Berberich 

1-800-423-USAF 


THE  WHEELING  CLINIC 

WHEELING,  WEST  VIRGINIA  26003 

L.  L.  CLINE,  Executive  Director 

Wheeling,  234-2000  • St.  Clairsville,  695-2511  • New  Martinsville  area,  455-4588  • Wellsburg-Steubenville  area,  527-1230 


INTERNAL  MEDICINE 
General 

B.  L.  VanPelt,  M.  D. 

P.  R.  Hedges,  M.  D. 

R.  N.  Lewis,  M.  D.  (St,  Clairsville) 

M.  J.  Lohne,  M.  D.  (St.  Clairsville) 

R.  D.  Morris,  D.  0.  (New  Martinsville) 

C.  McCool,  M.  D.  (St.  Clairsville) 

Peripheral  Vascular  Disease 

J.  D.  Holloway,  M.  D. 

Cardiovascular 

A.  M.  Valentine,  M.  D. 

W.  E.  Noble,  M.  D. 

Gastroenterology 

T.  E.  Chvasta.  M.  D. 

L.  R.  Cain,  M.  D. 

Hematology/Oncology 

C.  A.  Vasquez,  M.  D. 

Nephrology  Associates,  Inc. 

Pulmonary 

T.  V.  Burke,  M.  D. 

Rheumatology 

M.  A.  Stevens,  M.  D. 

GENERAL  SURGERY 

E.  C.  Voss,  M.  D. 

J.  H.  Mahan,  M.  D.  (St.  Clairsville) 

R.  L.  Cross,  M.  D.  (Martins  Ferry) 

THORACIC  AND 
CARDIOVASCULAR  SURGERY 

H.  Shackelford,  M.  D. 


ORTHOPEDICS 

E.  L.  Barrett,  M.  D. 

R.  S.  Glass,  M.  D. 

UROLOGY 

D.  C.  Trapp,  M.  D. 

B.  M.  McCuskey,  M.  D. 

GYNECOLOGY 

R.  W.  Leibold,  M.  D. 

R.  T.  Brandfass,  M.  D. 

OBSTETRICS  & GYNECOLOGY 

T.  A.  Athari,  M.  D. 

J.  W.  Campbell,  M.  D. 

C.  V.  Porter,  M.  D. 

OPHTHALMOLOGY 

W.  F.  Park,  M.  D. 

M.  E.  Nugent.  M.  D. 

R.  V.  Pangillnan,  M.  D. 

C.  G.  Kirby,  M.  D. 

OTOLARYNGOLOGY/ 

MAXILLO  FACIAL  SURGERY 

W.  A.  Tiu,  M.  D. 

RADIOLOGY 

Valley  Radiologists,  Inc. 

FAMILY  PRACTICE 

R.  A.  Porterfield,  M.  D.  (St.  Clairsville) 
G.  L.  Cholak,  M.  D.  (St.  Clairsville) 

E.  L.  Coffield,  M.  D.  (Martinsville) 

J.  D.  Smith,  D.  O.  (Wheeling) 

DERMATOLOGY 

M.  Baron,  M.  D. 


NEUROLOGY 

H.  L.  Kettler,  M.  D. 

S.  G.  Christopher,  M.  D. 

W.  Zyznewsky,  M.  D. 

S.  Govindan,  M.  D. 
Neuropathology 
S.  Govindan,  M,  D. 

PSYCHIATRY 

S.  D.  Ward,  M.  D. 

D.  H.  Smith,  M.  D. 

D.  P.  Hill,  M.  D. 

Pediatric  Psychiatry 
V.  stein,  M.  D. 

ANCILLARY  SERVICES 
Optical 

Speech  Therapy/Audiology 

Counseling/Group  Therapy 

Biofeedback  Laboratory 

Electrology/Cosmetic  Therapy 

Electrocardiography 

Electroencephalography 

Neurological  Studies  (Non-Invasive) 

Roentgenology 

Pulmonary  Diagnostics  Lab 

Nutrition  Therapy 

24°  /UEEG  Scanning  Service 
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JAMES  T.  SPENCER,  JR.,  M.D. 

ROGER  P.  NICHOLS,  M.D. 

RONALD  L.  WILKINSON,  M.D.,  F.A.C.S, 
F.  THOMAS  SPORCK,  M.D.,  F.A.C.S. 
CHARLES  D.  CRIGGER,  M.D. 


AUDIOLOGY  SERVICES 
VINCENT  LUSTIG,  PH.D. 
GARY  HARRIS,  PH.D. 


EAR,  NOSE  & 
THROAT  ASSOCIATES 

OF  CHARLESTON,  INC. 


HEAD  AND  NECK 
MEDICINE  AND  SURGERY 
OTORHINOLARYNGOLOGY 
OTOLARYNGIC  ALLERGY 
FACIAL  PLASTIC  AND 
RECONSTRUCTIVE  SURGERY 
BRONCHOESOPHAGOLOGY 
FORENSIC  OTOLOGY 


1314  VIRGINIA  ST,  EAST  — P.  O.  BOX  1628 
CHARLESTON,  WEST  VIRGINIA  25326-1628 
PHONE  342-0124 


THIRD  PARTY  PAYORS,  ACCOUNTS  RECEIVABLE  & BILLING, 
TAX  REVISION  . . . The  issues  are  few  . . . The  questions  are  many . . . 

• should  you  accept  assignment  for  Medicare?  • are  billing  and  collection  efforts  efficient? 

• have  you  violated  Medicare  fraud  and  abuse  laws?  • are  you  billing  everything  you’re  entitled? 

• is  your  fee  schedule  designed  to  maximize  revenues?  • are  you  aware  of  how  proposed  regulations  will  affect  you? 


In  this  environment  of  tougher  competition  and  more  regulations,  it  is  increasingly  important  to  operate  your  practice  as  efficiently 
as  possible.  We  are  experienced  at  third  party  reimbursement  analysis,  accounts  receivable  management,  joint  venture  analysis, 
tax  planning  and  other  related  areas.  If  you  need  assistance  or  have  other  questions,  contact  our  Medical  Practice  Manage- 
ment Group  professionals. 

Arnett  & Foster,  Certified  Public  Accountants 


Medical  Practice  Management  Group 
500  Lee  Street,  P.O.  Box  2629 
Charleston,  West  Virginia  25329 


arne II  & rosier 


(304)  346-0441 
1-800-642-3601 
Bill  McKee,  Coordinator 


THE 

MYERS  CLINIC 

Philippi,  West  Virginia 

Radiology: 

Halberto  G.  Cruz,  M.  D. 

Surgery: 

J.  W.  Woodford,  M.  D. 
Boyd  R.  Wickizer,  M.  D. 

Pediatrics: 

E.  G.  Kreider,  M.  D. 
Beth  E.  Rezet,  M.  D. 

Pathology: 

Fulvio  Franyutti,  M.  D. 

Internal  Medicine: 

Karl  J.  Myers,  Jr.,  M.  D. 
Wm.  A.  SanPablo,  M D. 
Gregg  J.  Fromell,  M.  D. 

Family  Practice: 

Charles  L.  Arnett,  M.  D. 
James  A.  Arnett,  M.  D. 

Notice:  Seeking  Ob/Gyn  Board  Certified  or  Board  Eligible  and/or  Family  Practice  with  Ob. 

Also:  Seeking  Locum  Tenen— Ob/Gyn  or  Family  Practice  with  Ob.  1-800-346-2800  In  State. 

Contact:  Lonnie  L.  Crane,  112  North  Woods  Street,  Philippi,  WV  26416.  1-(304)  457-2800  Out-of-State. 
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You  are  invited  to 
attend  the 
annuai  meeting  of 

West  Virginia 
Academy  of 
Otolaryngoiogy 
Head  and  Neck 
Surgery 

at 

The  Greenbrier 

White  Sulphur  Springs 
West  Virginia 

MAY  27-30,  1988 

(Memorial  Day  Weekend) 

Guest  Speakers: 

Robert  Cantrell,  MD 
Gerald  Mealy,  MD 
Michael  Paparella,  MD 

Registration  fee:  $150 
Apply  to: 

James  L.  Bryant,  MD 

125  North  Sixth  Street 
Clarksburg,  WV  26301 


Electromyography 

and 

Nerve  Conduction 
Studies. 

★ 

Prasadarao  B.  Mukkamala,  MD 

Diplomate  of  American  Board 
of  Physical  Medicine 
and  Rehabilitation. 

Active  member  of 
American  Association 
of  Electromyography 
and  electrodiagnosis. 
(Admitted  by  examination) 

★ 

FOR  APPOINTMENT 
CALL  (304)  344-5153 

★ 

Prasadarao  B.  Mukkamala,  MD 

1200  Quarrier  Street 
Charleston,  WV  25301 


MARS 

Medical  Access/ Referral  System 

Your  toll  free  access  to 
immediate  medical  informa- 
tion and  referral  services  at 
West  Virginia  University 
Medical  Center. 

1-800-982-6277 
CALL  FOR: 

1-800-WVA-MARS 

• Consultation  • Referral 

• Med-Line  • Patient  Update 

• Clinic  Appts.  • MRI  Appts. 

Professional  Use  Only! 

West  Virginia  University 
School  of  Medicine 


ui 

t-' 

CO 

>< 

N.? 


CHAPMAN 

PRINTING 

CO. 


★ 


1565  HANSFORD  ST. 
CHARLESTON,  WV  25311 


PHONE  341-0676 


WHAT  IS  YOUR 
PRACTICE  WORTH? 

Physician  International  is  ex- 
perienced in  providing  profes- 
sional valuation  of  medical  prac- 
tices for; 

• Sale 

• Retirement  Planning 

• Insurance  Purposes 

• Estate  Settlement 

Call  our  staff  of  over  fifty 
dedicated  professionals: 


Physician  International 
Four  Vermont  Street 
Buffalo,  NY  14213-2498 
(716)  884-3700 

“Physician  Internationai  is  an 
Approved  Membership  Benefit  Program 
of  the  Medicai  Society 
of  New  York.” 
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SAINT  MARY’S  HOSPITAL 

2900  First  Avenue  — Huntington,  WV  25701  — Telephone:  304-526-1234 

Psychiatric  treatment  for  the  emotionally  disturbed.  Qualified  psychologists  and  social  workers  on  staff. 
Program  Includes:  Group  Therapy,  Psychotherapy,  Crisis  Intervention,  Care  for  the  Acutely  Disturbed, 
Substance  Abuse  and  Recreational  Therapy.  Well  trained  staff.  Forty-seven  beds. 


Medical  Staff  Members 


R.  A.  Edwards,  M.  D 697-7036 

K.  M.  Fink,  M.  D 525-8191 

R.  W.  Hibbard,  M.  D 525-9355 

D.  H.  Webb,  M.  D 525-9355 

J.  Gallemore,  M.  D 526-0580 

J.  Corcella,  M.  D 525-7851 

J.  V.  Ottaviano,  M.  D 525-7851 


L.  C.  Smith,  M.  D 522-4422 

M.  M.  Bateman,  M.  D 526-0580 

R.  A.  Kayser,  M.  D 529-1289 

C.  L.  McGahee,  M.  D 526-0580 

B.  M.  Hirani,  M.  D 523-2625 

R.  Kumar,  M.  D 529-2090 

S.  Y.  Marca,  M.  D 736-2216 


HCFA 

1500  FORMS  — Lowest  Possible  Prices 


Single  Sheet  Copy  with  NCR  Paper 

$22.20*  per  1,000  $24.54*  per  1,000 

To  Order:  Contact  WVSMA 

P.  O.  Box  4106  — Charleston,  WV  25364 
Or  Call  (304)  925-0342 


Continuous  Form  with 
NCR  Paper 
$52.50*  per  1,750 

*Shipping  & handling  charges  will  be 
added  to  the  invoice. 

Do  not  send  payment; 
WVSMA  will  bill  monthly. 


Charleston/^*^^ 

Ey^  George  E.  Toma,  M.D.,  FACS 

Associates  Inc.vy## 


SURGICAL  CARE 

CATARACT  REMOVAL 

LASER  SURGERY  & THERAPY 

AND  TREATMENT 

INTRAOCULAR  LENS  IMPLANT 

CORNEAL  TRANSPLANTS 

FOR  DISEASES 
OF  THE  EYE 


SURGICAL  CORRECTION  FOR 

NEARSIGHTEDNESS 

MEDICARE  ASSIGNMENT  ACCEPTED 


PERMANENT  COSMETIC 
EYELINER 


311  Laidley  Street  Suite  102  CHARGING  ONLY  WHAT  MEDICARE 
Charleston,  WV  25301  APPROVES  FOR  COVERED  SERVICES 

344-3937 


4430  Kanawha  Turnpike 
South  Charleston,  WV  25309 
768-0068 


CALL  TOLL  FREE  8:00  A.M.  - 4:00  RM.  (800)  344-3993 
24  HOUR  ANSWERING  SERVICE  — FREE  PARKING  AT  BOTH  LOCATIONS 
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A 


A Retrospective  Study  of  Deinstitutionalization  (1864,  1918,  1968, 

1965-85)  — John  H.  McWhorter,  MD;  and  H.C.  Haynes,  MD.  . May  221 

AbuRahama,  All  F.,  MD  — Carotid  Endarterectomy:  Experience  in 

172  Consecutive  Cases  Feb.  59 

AIDS  — Related  Neuropathy  — Jack  E.  Riggs,  MD;  John  S. Rogers  II, 

MD;  Sydney  S.  Schochet,  Jr.,  MD;  and  Ludwig  Gutmann,  MD  . Apr.  167 

Air  Medical  Program,  West  Virginia’s:  The  First  Year  — William  D. 

Rose,  MD;  and  Stephen  C.  Rector,  MD Nov.  545 

Al-Kawas,  MD;  and  Marilee  Areford,  GIA  — Endoscopic  Laser  Treat- 
ment of  Gastrointestinal  Lesions  at  WVU  Medical  Center  ....  Mar.  119 

Alzheimer’s  Disease:  Recent  Advances  — M.  K.  Hasan,  MD;  and 

Dreama  G.  Baker,  MA Sept.  427 

Ammerman,  Karen  S.,  MD;  and  Roger  C.  Toffle,  MD  — Concurrent 

Appendicitis  and  Pregnancy  at  Term Feb.  63 

Appendicitis  and  Pregnancy  at  Term,  Concurrent  — Karen  S.  Am- 
merman, MD;  and  Roger  C.  Toffle,  MD Feb.  63 

Areford,  Marilee,  GIA;  and  Firas  H.  AI-Kawas;  MD  — Endoscopic  Laser 

Treatment  of  Gastrointestinal  Lesions  at  WVU  Medical  Center  Mar.  119 

Arteriovenous  Fistula  of  the  Aortic  Arch  Under  Deep  Hyperthermia, 
Circulatory  Arrest,  Repair  of  Traumatic  — L.  Gutierrez-Perry,  MD; 

J.  P.  Boland,  MD;  A.  Burke,  MD;  and  E.  Figueroa,  MD May  219 


B 

Bacteriuria  in  a West  Virginia  Health  Department  Clinic,  Prevalence 
of  Asymptomatic  — Elaine  Young,  MD;  Mark  Studeny,  MD;  and 


Bryan  Larsen,  PhD June  271 

Bacteremia,  Staphylococcus  Aureus  — A Common,  Virulent  Cause 
of  (Medical  Grand  Rounds  from  West  Virginia  University  Medical 
Center)  — Edited  by  Irma  H.  Ullrich,  MD Aug.  380 

Baker,  Dreama  G.,  MA;  and  M.  K.  Hasan,  MD  — Alzheimer’s  Disease: 

Recent  Advances Sept.  427 

Boland,  J.  P,  MD;  A.  Burke,  MD;  E.  Figueroa,  MD;  L.  Gutierrez-Perry 
MD  — Repair  of  Traumatic  Arteriovenous  Fistula  of  the  Aortic  Arch 
Under  Deep  Hypothermia,  Circulatory  Arrest May  219 

Bonitatibus,  Ernest,  MD  — Toxic  Shock  Syndrome  in  a 23-Year-Old 

Male  (Case  Report) July  324 

Brough,  John  W.,  DrPH;  D.  D.  Glover,  MD;  T.  W.  Sherrill,  PhD;  Greg 
Moore,  BS;  and  Bryan  Larsen,  PhD  — Chlamydial  Infections  in 
West  Virginia:  A Multicenter  Prevalence  Survey Apr.  169 

Burke,  A.,  MD;  E.  Figueroa,  MD;  L.  Gutierrez-Perry,  MD;  and  J.  P. 

Boland,  MD  — Repair  of  Traumatic  Arteriovenous  Fistula  of  the 

Aortic  Arch  Under  Deep  Hypothermia,  Circulatory  Arrest  ....  May  219 


C 

Carcinoma  (CNS  Drug  Sanctuary  Effect),  Spinal  Cord  Metastasis  in 
Transitional  Cell  — E.  Pierre  Roy  III,  MD;  Alexander  L.  Corey,  MD; 


Gary  D.  Marano,  MD;  and  Thomas  E.  Hogan,  MD Sept.  430 

Carcinoma  involving  the  Hepatic  Vena  Cava  (Using  Cardiopulmonary 
Bypass,  Profound  Hypothermia,  Cardiac  Arrest),  Surgical  Manage- 
ment of  Renal  Cell  — Steven  L.  Lachance,  MD;  and  Gordon  F.  Mur- 
ray, MD  Feb.  59 

Carotid  Endarterectomy:  Experience  in  172  Consecutive  Cases  — 

Ali  F.  AbuRahma,  MD  Feb.  59 

Cerebral  Mucormycosis,  Manifestation  of  Atypical  — William  S.  Sheils, 

Jr.,  MD;  Gary  D.  Marano,  MD;  Jennie  Nelson,  MD;  and  Sydney  S. 

Schochet,  MD  Mar.  115 

Chain  Saw  Injury  to  the  Larynx  — Romeo  Y.  Lim,  MD Mar.  118 

Chang,  William  W.  L.,  MD;  Donald  G.  Seibert,  MD;  Ronald  D.  Gaskins, 

MD  — Upper  Gastrointestinal  Hemorrhage  Due  to  Gastric  Ex- 
tramedullary Spread  of  Multiple  Myeloma Jan  . .13 

Chlamydial  Infection  in  West  Virginia:  A Multicenter  Prevalence 
Survey  — D.  D.  Glover,  MD;  T.  W.  Sherrill,  PhD;  John  W.  Brough, 

DrPH;  Greg  Moore,  BS;  and  Bryan  Larsen,  PhD Apr.  169 

Circulatory  Arrest,  Repair  of  Traumatic  Arteriovenous  Fistula  of  the 
Aortic  Arch  Under  Deep  Hypothermia  — L.  Gutierrez-Perry,  MD; 

J.  P.  Boland,  MD;  A.  Burke,  MD;  and  E.  Figueroa,  MD May  219 


Concurrent  Appendicitis  and  Pregnancy  at  Term  — Karen  S.  Am- 
merman, MD;  and  Roger  C.  Toffle,  MD Feb.  63 

Corey,  Alexander  L.,  MD;  Gary  D.  Marano,  MD;  Thomas  F.  Hogan, 

MD;  and  E.  Pierre  Roy  III,  MD  — Spinal  Cord  Metastasis  in  Tran- 
sitional Cell  Carcinoma  (CNS  Drug  Sanctuary  Effect) Sept.  430 

Critically  111  Patient,  Physiologic  Profile  and  the:  Medical  Grand 
Rounds  from  the  West  Virginia  University  Medical  Center,  Edited 
by  Irma  H.  Ullrich,  MD Oct.  485 


D 

Deinstitutionalization  (1864,1918,  1968,  1965-85),  A Retrospective 

Study  of  — John  H.  McWhorter,  MD;  and  H.  C.  Haynes,  MD  . May  221 
De  La  Pena,  Cordell  A.,  MD,  The  Other  Issues,  Our  Presidents  Speak; 

and  Building  the  House  of  Medicine,  Charles  E.  Turner,  MD  . . Oct.  475 


Disease,  Lyme:  A Review  — Norman  D.  Ferrari  III,  MD Jan.  l6 

E 

Endarterectomy,  Carotid:  Experience  in  172  Consecutive  Cases  — 

Ali  F.  AbuRahma,  MD  Feb.  59 

Endoscopic  Laser  Treatment  of  Gastrointestinal  Lesions  at  WVU 


Medical  Center  — Firas  H.  Al-Kawas,  MD;  and  Marilee  Areford,  GIA  Mar.  119 


F 

Ferrari,  Norman  D.  Ill,  MD  — Lyme  Disease:  A Review Jan.  16 

Figueroa,  E.,  MD;  L.  Gutierrez-Perry,  MD;  J.  P.  Boland,  MD;  and  A. 

Burke,  MD  — Repair  of  Traumatic  Arteriovenous  Fistula  of  the  Aor- 
tic Arch  Under  Deep  Hypothermia,  Circulatory  Arrest May  219 

Fistula  of  the  Aortic  Arch  Under  Deep  Hypothermia,  Circulatory  Ar- 
rest, Repair  of  Traumatic  Arteriovenous  — L.  Gutierrez-Perry,  MD; 

J.  P.  Boland,  MD;  A.  Burke,  MD;  and  E.  Figueroa,  MD May  219 


G 

Gaskins,  Ronald  D.,  MD;  Donald  G.  Siebert.MD;  and  William  W.  L. 
Chang,  MD  — Upper  Gastrointestinal  Hemorrhage  Due  to  Gastric 


Extramedullary  Spread  of  Multiple  Myeloma Jan.  13 

Glover,  D.  D.,  MD;  T.  W.  Sherrill,  PhD;  John  W.  Brough,  DrPH;  Greg 
Moore,  BS;  and  Bryan  Larsen,  Phd  — Chlamydial  Infection  in  West 

Virginia:  A Multicenter  Prevalence  Survey Apr.  l69 

Gunshot  Wound  to  the  Heart  — Ronald  C.  Hill,  MD;  Zachary  L.  Moko, 

MD;  L.  Phillips  Maxwell,  MD;  and  Gordon  F.  Murray,  MD  ....  Feb.  62 
Gutierrez-Perry,  L.,  MD;  J.  P.  Boland,  MD;  A.  Burke,  MD;  and  E. 

Figueroa,  MD  — Repair  of  Traumatic  Arteriovenous  Fistula  of  the 
Aortic  Arch  Under  Deep  Hypothermia,  Circulatory  Arrest  ....  May  219 
Gutmann,  Ludwig,  MD;  Jack  E.  Riggs,  MD;  John  S.  Rogers  II,  MD; 
and  Sydney  S.  Schochet,  Jr.,  MD;  — AIDS-Related  Neuropathy  Apr.  167 


H 

Hand,  Toe  Transplantation  for  Reconstruction  of  the  — David  B. 

Jones,  MD;  David  A.  Kappel,  MD;  Donald  W.  Kress,  MD;  D.  Verne 

McConnell,  MD;  and  E.  Phillips  Polack,  MD July  319 

Hasan,  M.  K.  MD;  and  Dreama  G.  Baker,  MA  — Alzheimer’s  Disease: 

Recent  Advances Sept.  427 

Haynes,  H.  C.,  MD;  and  John  H.  McWhorter,  MD  — A Retrospective 

Study  of  Deinstitutionalization  (1864,  1918,  1968,  1965-85)  . . . May  221 
Health  Department  Clinic,  Prevalence  of  Asymptomatic  Bacteriuria 
in  a West  Virginia  — Elaine  Young,  MD;  Mark  Studeny,  MD;  and 

Bryan  Larsen,  PhD June  271 

Hemorrhage  Due  to  Gastric  Extramedullary  Spread  of  Multiple 
Myeloma,  Upper  Gastrointestinal  — Donald  G.  Seibert, MD;  Ronald 


D.  Gaskins,  MD;  and  William  W.  L.  Chang,  MD  Jan.  13 

Hill,  Ronald  C.,  MD;  Zachary  L.  Moko,  MD;  L.  Phillips  Maxwell,  MD; 

and  Gordon  F.  Murray,  MD  — Gunshot  Wound  to  the  Heart . . Feb.  62 
Hogan,  Thomas  F.,  MD;  E.  Pierre  Roy  III,  MD;  Alexander  L.  Corey, 

MD;  and  Gary  D.  Marano,  MD  — Spinal  Cord  Metastasis  in  Transi- 
tional Cell  Carcinoma  (CNS  Drug  Sanctuary  Effect) Sept.  430 

Hypothermia,  Circulatory  Arrest,  Repair  of  Traumatic  Arteriovenous 
Fistula  of  the  Aortic  Arch  Under  Deep  — L.  Gutierrez-Perry,  MD; 

J.  P.  Boland,  MD;  A.  Burke,  MD;  and  E,  Figueroa,  MD May  219 
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I 


Infantile  Hypertrophic  Pyloric  Stenosis  in  South  Central  West  Virginia 

— David  M.  Vaziri,  BA;  Lisa  A.  Tredway,  RN;  and  Vita  L.  Vaziri,  BSN  Sept^  432 
Infection,  Chlamydial,  in  West  Virginia:  A Multicenter  Prevalence 
Survey  — D.  D.  Glover,  MD;  T.  W.  Sherrill,  PhD;  John  W.  Brough, 

DrPH;  Greg  Moore,  BS;  and  Bryan  Larsen,  PhD Apr.  169 

Injury  to  the  Larynx,  Chain  Saw  — Romeo  Y.  Lim,  MD  Mar.  118 

J 

Jones,  David  B.,  MD;  David  A Kappel,  MD;  Donald  W.  Kress,  MD; 

D.  Verne  McConnell,  MD;  and  E.  Phillips  Polack,  MD  — Toe 

Transplantation  for  Reconstruction  of  the  Hand July  319 

Jubelirer,  Stephen  J.,  MD,  West  Virginia  Community  Clinical  Oncology 

Program,  1984-1986  Nov.  549 

K 

Kappel,  David  A.,  MD;  Donald  W.  Kress,  MD;  D.  Verne  McConnell, 

MD;  E.  Phillips  Polack,  MD;  and  David  B.  Jones,  MD  — Toe 

Transplantation  for  Reconstruction  of  the  Hand July  319 

Kaufman,  Howard  H.,  MD;  and  G Robert  Nugent,  MD  — Medical 

and  Surgical  Management  of  Acute  Pain Dec.  597 

Kress,  Donald  W.,  MD;  D.  Verne  McConnell,  MD;  E.  Phillips  Polack, 

MD;  David  B.  Jones,  MD;  and  David  A.  Kappel,  MD  — Toe 
Transplantation  for  Reconstruction  of  the  Hand July  319 

L 

Lachance,  Steven  L.,  MD;  and  Gordon  F.  Murray,  MD  — Surgical 
Management  of  Renal  Cell  Carcinoma  Involving  the  Hepatic  Vena 
Cava  (Using  Cardiopulmonary  Bypass,  Profound  Hypothermia, 

Cardiac  Arrest) Aug.  378 

Larsen.  Bryan,  PhD;  D D.  Glover,  MD;  T.  W.  Sherrill,  PhD;  John  W. 

Brough,  DrPH;  Greg  Moore,  BS;  — Chlamydial  Infection  in  West 

Virginia:  A Multicenter  Prevalence  Survey Apr.  169 

Larsen,  Bryan,  PhD;  Elaine  Young,  MD;  and  Mark  Studeny,  MD  — 

Prevalence  of  Asymptomatic  Bacteriuria  in  a West  Virginia  Health 

Department  Clinic June  2~1 

Laser  Treatment  of  Gastrointestinal  Lesions  at  WVU  Medical  Center, 

Endoscopic  — Firas  H.  Al-Kawas,  MD;  and  iMarilee  Areford,  GIA  Mar.  119 
Lesions,  Gastrointestinal,  Endoscopic  Laser  Treatment  of  at  WVU 
Medical  Center  — Eiras  H Al-Kawas,  MD;  and  Marilee  Areford,  GIA  Mar  119 
Lesions,  MRl  of  Congenital  Spinal  — Randall  G.  Powell, MD;  and  Gary 


D.  Marano,  MD  Aug.  375 

Lidocaine  Skinwheal  Pails  to  Prevent  Vasovagal  Reflex  During 
Venipuncture  — August  M Mantia,  MD;  Otto  C.  Phillips,  MD  . June  273 

Lim,  Romeo,  MD  — Chain  Saw  Injury  to  the  Larynx Mar.  118 

Lyme  Disease:  A Review  — Norman  D.  Perrari  III,  MD Jan  16 


M 

Manifestation  of  Atypical  Cerebral  Mucormycosis  — William  S.  Sheils, 
Jr.,  MD;  Gary  D Marano,  MD;  Jeannie  Nelson,  MD;  and  Sydney 


S.  Schochet,  MD  Mar.  115 

Mantia,  August  M.,  MD;  and  Otto  C.  Phillips,  MD  — Lidocaine  Skin- 
wheal Fails  to  Prevent  Vasovagal  Reflex  During  Venipuncture  . June  273 
Marano,  Gary  D.,  MD;  and  Randall  G.  Powell,  MD  — MRI  of  Con- 
genital Spinal  Lesions  Aug.  375 

Marano,  Gary  D.,  MD;  Thomas  F.  Hogan,  MD;  E.  Pierre  Roy  III,  MD; 
and  Alexander  L.  Corey,  MD  — Spinal  Cord  Metastasis  in  Transi- 
tional Cell  Carcinoma  (CNS  Drug  Sanctuary  Effect) Sept.  430 

Marano,  Gary  D.,  MD;  William  S.  Sheils,  Jr.,  MD;  Jeannie  Nelson,  MD; 
and  Sydney  S.  Schochet,  MD  — Manifestation  of  Atypical  Cerebral 

Mucormycosis Mar.  115 

Maxwell,  L Phillips,  MD;  Gordon  F.  Murray,  MD;  Ronald  C.  Hill,  MD; 

and  Zachary  L.  Moko,  MD  — Gunshot  Wound  to  the  Heart  . . Feb.  62 
McConnell,  D.  Verne,  MD;  E Phillips  Polack,  MD;  David  B.  Jones, 

MD;  David  A.  Kappel,  MD;  and  Donald  W.  Kress,  MD  — Toe 

Transplantation  for  Reconstruction  of  the  Hand July  319 

McWhorter,  John  H.,  MD;  and  H.  C.  Haynes,  MD  — A Retrospective 

Study  of  Deinstitutionalization  (1864,  1918,  1968,  1965-85)  . . . May  221 
McWhorter,  John  H,  MD  — Vascular  Variance  — Scylla  or  Charybdis?  Nov.  548 
Medical  Grand  Rounds  from  West  Virginia  University  Medical  Center 
— Edited  by  Irma  H.  Ullrich,  MD 

Athletic  Menstrual  Disorders Dec.  604 

Physiologic  Profile  and  the  Critically  111  Patient Oct.  485 

Staphylococcus  Aureus  — A Common,  Virulent  Cause  of 

Bacteremia Aug.  365 

Medical  and  Surgical  Management  of  Acute  Pain  — G.  Robert  Nugent, 

MD;  and  Howard  H.  Kaufman,  MD  Dec.  597 
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Metastasis  in  Transitional  Cell  Carcinoma  (CNS  Drug  Sanctuary  Ef- 
fect), Spinal  Cord  — E.  Pierre  Roy  III,  MD;  Alexander  L.  Corey, 

MD;  Gary  D.  Marano,  MD;  and  Thomas  F.  Hogan,  MD Sept. 430 

Moko,  Zachary  L.,  MD;  L Phillips  Maxwell,  MD;  Gordon  F.  Murray, 

MD;  and  Ronald  C.  Hill,  MD  — Gunshot  Wound  to  the  Heart  Feb.  62 

Moore,  Greg,  BS;  D.  D.  Glover,  MD;  T W.  Sherrill,  PhD;  John  W. 

Brough,  DrPH;  and  Bryan  Larsen,  PhD  — Chlamydial  Infection 

in  West  Virginia:  A Multicenter  Prevalence  Survey  Apr.  169 

MRI  of  Congenital  Spinal  Lesions  — Randall  G.  Powell,  MD;  and  Gary 

D.  Marano,  MD  Aug.  375 

Murray,  Gordon  F,  MD;  Ronald  C.  Hill,  MD;  Zachary  L.  Moko,  MD; 
and  L.  Phillips  Maxwell,  MD  — Gunshot  Wound  to  the  Heart  Feb.  62 

Murray,  Gordon  F,  MD;  and  Steven  L.  Lachance,  MD  — Surgical 
Management  of  Renal  Cell  Carcinoma  Involving  the  Hepatic  Vena 
Cava  (Using  Cardiopulmonary  Bypass,  Profound  Hypothermia, 

Cardiac  Arrest) Aug.  378 

N 

Nelson,  Jeannie,  MD;  William  S.  Sheils,  Jr.,  MD;  Gary  D.  Marano,  MD; 
and  Sydney  S.  Schochet,  MD  — Manifestation  of  Atypical  Cerebral 
Mucormycosis Mar.  115 

Neuropathy,  AIDS-Related  — Jack  E.  Riggs,  MD;  John  S.  Rogers  II, 

MD;  Sydney  S.  Schochet,  Jr.,  MD;  and  Ludwig  Gutmann,  MD . Apr.  167 

Nugent,  G.  Robert,  MD;  and  How’ard  H.  Kaufmann,  MD  — Medical 


and  Surgical  Management  of  Acute  Pain Dec.  597 

O 

Oncology  Program,  West  Virginia  Community  Clincal,  1984-86  — 

Steven  J.  Jubelirer,  MD  Nov.  549 

P 

Pain,  Acute,  Medical  and  Surgical  Management  of,  G.  Robert  Nugent, 

MD;  and  Howard  H.  Kaufman,  MD Dec.  597 

Phillips,  Otto  C.,  MD;  August  M.  Mantia,  MD  — Lidocaine  Skinwheal 

Fails  to  Prevent  Vasovagal  Reflex  During  Venipuncture June  273 

Polack,  E.  Phillips,  MD;  David  B.  Jones,  MD;  David  A Kappel,  MD; 

Donald  W.  Kress,  MD;  and  D.  Verne  McConnell,  MD  — Toe 
Transplantation  for  Reconstruction  of  the  Hand July  319 

Powell,  Randall  G.,  MD;  and  Gary  D.  Marano,  MD — MRI  of  Congenital 
Spinal  Lesions Aug.  375 

Prevalence  of  Asymptomatic  Bacteriuria  in  a West  Virginia  Health 
Department  Clinic  — Elaine  Young,  MD;  Mark  Studeny,  MD;  and 
Bryan  Larsen,  PhD June  271 


Presidents  Speak,  Our:  The  Other  Issues  — Cordell  A.  De  La  Pena, 

MD;  and  Building  the  House  of  Medicine  — Charles  E.  Turner,  MD  Oct.  475 

Primary  Hyperaldosteronism  (Case  Report  and  Review)  — Lee  Ann 

Skaff,  MD;  William  Shockcor,  MD;  and  Stanley  R.  Shane,  MD  . Oct.  481 

Profile,  Physiologic,  and  the  Critically  111  Patient,  Medical  Grand 
Rounds  from  West  Virginia  University  Medical  Center,  Edited  by 
Irma  H,  Ullrich,  MD  Oct.  485 

Pyloric  Stenosis  in  South  Central  West  Virginia,  Infantile  Hypertrophic 
— David  M.  Vaziri,  BA;  Lisa  A.  Treadway,  RN;  and  Vita  L.  Vaziri,  BSN  Sept.  432 

R 

Rector,  Stephen  C.,  MD;  and  William  D.  Rose,  MD  — West  Virginia’s 


Air  Medical  Program:  The  First  Year Nov.  545 

Renal  Cell  Carcinoma  Involving  the  Hepatic  Vena  Cava  (Using  Car- 
diopulmonary Bypass,  Profound  Hypothermia,  Cardiac  Arrest), 

Surgical  Management  of  — Steven  L.  Lachance,  MD;  and  Gordon 
F.  Murray,  MD  Aug.  378 

Repair  of  Traumatic  Arteriovenous  Fistula  of  the  Aortic  Arch  Under 
Deep  Hypothermia,  Circulatory  Arrest  — L.  Gutierrez-Perry,  MD; 

J.  P.  Boland.  MD;  A.  Burke,  MD;  and  E.  Figueroa,  MD May  219 

Research  Convocation,  1987  Van  Liere  Memorial Dec.  600 


Riggs,  Jack  E.,  MD;  John  S.  Rogers  II,  MD;  Sydney  S.  Schochet,  Jr., 

MD;  and  Ludwig  Gutmann,  MD  — AIDS-related  Neuropathy  . Apr.  167 

Rogers,  John  S.  II,  MD;  Jack  E.  Riggs,  MD;  Sydney  S.  Schochet,  Jr., 

MD;  and  Ludwig  Gutmann,  MD  — AIDS-Related  Neuropathy  . Apr.  167 

Rose,  William  D,,  MD;  and  Stephen  C.  Rector,  MD  — West  Virginia’s 


Air  Medical  Program:  The  First  Year Oct.  545 

Roy,  E.  Pierre  III,  MD;  Alexander  L.  Corey,  MD;  Gary  D.  Morano, 

MD;  and  Thomas  F.  Hogan,  MD  — Spinal  Cord  Metastasis  in  Tran- 
sitional Cell  Carcinoma  (CNS  Drug  Sanctuary  Effect) Sept. 430 


s 

Schochet,  Sydney  S.,  MD;  Jack  E.  Riggs,  MD;  John  S.  Rogers  II,  MD; 

and  Ludwig  Gutmann,  MD  — AIDS-Related  Neuropathy Apr.  l67 

Schochet,  Sydney  S.,  MD;  William  S.  Shiels,  Jr.,  MD;  Gary  D.  Marano, 

MD;  and  Jeannie  Nelson,  MD  — Manifestation  of  Atypical  Cerebral 
Mucormycosis Mar.  115 

Seibert,  Donald  G.,  MD;  Ronald  D.  Gaskins,  MD;  and  William  W. 

L.  Chang,  MD  — Upper  Gastrointestinal  Hemorrhage  Due  to 
Gastric  Extramedullary  Spread  of  Multiple  Myeloma Jan.  13 


Shane,  Stanley  R.,  MD;  Lee  Ann  Skaff,  MD;  and  William  Shockor, 

MD  — Primary  Hyperaldosteronism  (Case  Report  and  Review)  Oct.  475 

Sheils,  William  S.,  Jr,  MD;  Gary  D.  Marano,  MD;  Jeannie  Nelson,  MD; 
and  Sydney  S.  Schochet,  MD  — Manifestation  of  Atypical  Cerebral 
Mucormycosis Mar.  115 

Sherrill,  T.  W,  PhD;  John  W.  Brough,  DrPH;  Greg  Moore,  BS;  Bryan 
Larsen,  PhD;  and  D.  D.  Glover,  MD  — Chylamydial  Infection  in 
West  Virginia:  A Multicenter  Prevalence  Survey Apr.  169 

Shockor,  William,  MD;  Lee  Ann  Skaff,  MD;  and  Stanley  R.  Shane, 

MD  — Primary  Hyperaldosteronism  (Case  Report  and  Review)  Oct.  481 

Skaff,  Lee  Ann,  MD;  William  Shockcor,  MD;  and  Stanley  R.  Shane, 

MD  — Primary  Hyperaldosteronism  (Case  Report  and  Review)  Oct.  481 

Skinwheal,  Lidocaine,  Fails  to  Prevent  Vasovagal  Reflex  During 

Venipuncture  — August  M.  Mantia,  MD;  Otto  C.  Phillips,  MD  . June  273 

Spinal  Cord  Metastasis  in  Transitional  Cell  Carcinoma  (CNS  Drug  Sanc- 
tuary Effect)  — E.  Pierre  Roy  III,  MD;  Alexander  L.  Corey,  MD; 


Gary  D.  Marano,  MD;  and  Thomas  F.  Hogan,  MD Sept.  430 

SpinaL  Lesions,  MRl  of  Congenital  — Randall  G.  Powell,  MD;  and 

Gary  D.  Marano,  MD Aug.  375 

Staphylococcus  Aureus  — A Common,  Virulent  Cause  of  Bacteremia 
(Medical  Grand  Rounds  from  West  Virginia  University  Medical 
Center)  — Edited  by  Irma  H.  Ullrich,  MD Aug.  380 

Stenosis,  Infantile  Hypertrophic  Pyloric,  in  South  Central  West 
Virginia  — David  M.  Vaziri,  BA;  Lisa  A.  Treadway,  RN;  and  Vita 
L.  Vaziri,  BSN Sept.  432 

Studeny,  Mark,  MD;  Bryan  Larsen,  PhD;  and  Elaine  Young,  MD  — 

Prevalence  of  Asymptomatic  Bacteriuria  in  a West  Virginia  Health 

Department  Clinic June  271 

Surgical  Management  of  Acute  Pain,  Medical  and  — G.  Robert  Nugent, 

MD;  and  Howard  H.  Kaufman,  MD  Dec.  597 

Surgical  Management  of  Renal  Cell  Carcinoma  Involving  the  Hepatic 
Vena  Cava  (Using  Cardiopulmonary  Bypass,  Profound  Hypother- 
mia, Cardiac  Arrest)  — Steven  L.  Lachance,  MD;  and  Gordon  F, 

Murray,  MD  Aug.  378 


T 

Toe  Transplantation  forReconstruction  of  the  Hand  — David  B.  Jones, 

MD;  David  A.  Kappel,  MD;  Donald  W.  Kress,  MD;  D.  Verne  McCon- 
nell, MD;  and  E.  Phillips  Polack,  MD July  319 

Toffle,  Roger  C.,  MD;  Karen  S.  Ammerman,  MD  — Concurrent  Ap- 
pendicitis and  Pregnancy  at  Term  Feb.  63 

Toxic  Shock  Syndrome  in  a 23-Year-Old  Male  (Case  Report)  — Ernest 

Bonitatibus,  MD July  324 

Transplantation  for  Reconstruction  of  the  Hand,  Toe  — David  B. 

Jones,  MD;  David  A.  Kappel,  MD;  Donald  W,  Kress,  MD;  D.  Verne 
McConnell,  MD;  and  E.  Phillips  Polack,  MD July  319 


Treadway,  Lisa  A.,  RN;  Vita  L.  Vaziri,  BSN;  and  David  M.  Vasiri,  BA 
— Infantile  Hypertrophic  Plyoric  Stenosis  in  South  Central  West 

Virginia Sept.  432 

Turner,  Charles  E.,  MD;  Building  the  House  of  Medicine,  Our 

Presidents  Speak;  and  The  Other  Issues,  Cordell  A.  De  La  Pena,  MD  Oct.  475 

U 

Ullrich,  Irma  H.,  MD,  Edited  by.  Medical  Grand  Rounds  from  West 
Virginia  University  Medical  Center 

Athletic  Menstrual  Disorders Dec.  604 

Physiologic  Profile  and  the  Critically  111  Patient Oct.  485 

Staphylococcus  Aureus  — A Common,  Virulent  Cause  of 

Bacteremia Aug.  380 

Upper  Gastrointestinal  Hemorrhage  Due  to  Gastric  Extramedullary 
Spread  of  Multiple  Myeloma  — Donald  G.  Seibert,  MD;  Ronald 
D.  Gaskins,  MD;  and  William  W.  L.  Chang,  MD  Jan.  13 

V 


Van  Liere,  1987  Memorial  Research  Convocation  Dec.  600 

Vascular  Variance  — Scylla  and  Charybdis?  — John  H.  McWhorter,  MD  Nov.  548 

Vaziri,  David  M.,  BA;  Lisa  A.  Treadway,  RN;  and  Vita  L.  Vaziri,  BSN 

— Infantile  Hypertrophic  Pyloric  Stenosis  in  South  Central  West 

Virginia Sept.  432 

Vaziri,  Vita  L.,  BSN;  Lisa  A.  Treadway,  RN;  and  David  M.  Vasiri,  BA 

— Infantile  Hypertrophic  Pyloric  Stenosis  in  South  Central  West 

Virginia Sept.  432 

Vena  Cava  (Using  Cardiopulmonary  Bypass,  Profound  Hypothermia, 

Cardiac  Arrest),  Surgical  Management  of  Renal  Cell  Carcinoma  In- 
volving the  Hepatic  — Steven  L.  Lachance,  MD;  and  Gordon  F. 

Murray,  MD  Aug.  378 

Venipuncture,  Lidocaine  Skinwheal,  Fails  to  Prevent  Vasovagal  Reflex 

During  — August  M.  Mantia,  MD;  Otto  C.  Phillips,  MD June  273 


W 


West  Virginia,  Chlamydial  Infection  in:  A Multicenter  Prevalence 
Survey  — D.  D.  Glover,  MD;  T.  W.  Sherrill,  PhD;  John  W.  Brough, 

DrPH,  Greg  Moore,  BS;  and  Bryan  Larsen,  PhD Apr.  l69 

West  Virginia's  Air  Medical  Program:  The  First  Year  — William  D. 

Rose,  MD;  and  Stephen  C.  Rector,  MD Oct.  545 

West  Virginia  Community  Clinical  Oncology  Program,  1984-1986  — 

Stephen  J.  Jubelirer,  MD Nov.  549 

West  Virginia  Health  Department  Clinic,  Prevalence  of  Asymptomatic 
Bacteriuria  in  a — Elaine  Young,  MD;  Mark  Studeny,  MD;  and  Bryan 
Larsen.  PhD June  271 


West  Virginia,  Infantile  Hypertrophic  Pyloric  Stenosis  in  South  Central 

— David  M.  Vaziri,  BA;  Lisa  A.  Treadway,  RN:  and  Vita  L.  Vaziri,  BSN  Sept.  432 
WVU  Medical  Center,  Endoscopic  Laser  Treatment  of  Gastrointestinal 

Lesions  at  — Firas  H.  Al-Kawas,  MD;  and  Marilee  Areford,  GIA  Mar.  119 
Wound  to  the  Heart,  Gunshot  — Ronald  C.  Hill.  MD;  Zachary  L. 

Moko,  MD;  L.  Phillips  Maxwell,  MD;  and  Gordon  F.  Murray,  MD  Feb.  62 

Y 

Young,  Elaine,  MD;  Mark  Studeny,  MD;  and  Bryan  Larsen,  PhD  — 

Prevalence  of  Asymptomatic  Bacteriuria  in  a 'West  Virginia  Health 
Department  Clinic June  271 
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DO  YOU  KNOW  that  over  1,000  Auxilians  are  working  for  you,  your  spouse  and  your  communi- 
ty in  West  Virginia?  The  Auxiliary  to  the  West  Virginia  State  Medical  Association  is  part  of 
a network  of  the  80,000  physician  spouses  belonging  to  the  AMA  Auxiliary  who  are  united  by 
a common  bond  for  a common  goal:  to  improve  the  health  and  quality  of  life  for  all  people. 


WEST  VIRGINIA’S  PROGRAMS  HIGHLIGHTED 


AMA-ERF 


Ronald  McDonald 
House 


Auxiliary  Phone  Bank 
and  Legislative 
Programs 


Friendships 


Health  Career 
Loan  Fund 


Health  Education 
& Projects 


AUXILIANS  HAVE  FOUND  THAT  MEMBERSHIP  DOESN’T  COST  BUT  RATHER  PAYS  TO 
BELONG.  AUXILIANS  HELP  INFLUENCE  THE  FUTURE  DIRECTION  OF  MEDICINE  IN  THEIR 
COMMUNITIES.  DO  YOU  WANT  TO  BE  A PART  OF  THAT  PLAN?  We  know  there  are  many 
spouses  in  West  Virginia  who  have  the  talent,  skill  and  desire  to  become  involved  and  have 
yet  to  join.  This  is  an  open  invitation  to  join. 

PHYSICIANS  PLEASE  BRING  THIS  NOTICE  TO  THE  ATTENTION  OF  YOUR  SPOUSE. 
Simply  ask  your  spouse  to  return  the  form  below  to  the  Auxiliary  to  the  West  Virginia  Stat( 
Medical  Association,  P.  O.  Box  4106,  Charleston,  WV  25364. 


□ YES,  I wish  to  become  a member  of  the  Auxiliary  to  the  West  Virginia  State  Medical  Associa- 
tion, the  AMA  Auxiliary  and  my  local  chapter.  Please  indicate  your  name,  address,  and  phone 
number.  A local  representative  will  be  in  touch  with  you. 

NAME 

ADDRESS 

CITY STATE ZIP  CODE 

PHONE  NUMBER 


Give  yourself  a hand 
against  breast  cancer 


Breast  self-examination  is  easy,  takes  only  a few  minutes 
and  can  be  performed  in  the  privacy  of  your 
own  home.  It’s  an  important  way  you  can 
detect  early  and  highly  curable  breast 
cancer.  Through  monthly  breast  self- 
examinations, you  will  learn  how 
your  normal  breast  tissue  feels  and 
win  be  able  to  recognize  a 
change  if  one  occurs.  In  fact, 
most  breast  lumps  are  found  by 
women  themselves. 

Take  control  of  your  body  and 
your  life. 

Make  breast  self-examination  a part 
of  your  monthly  routine.  And  see  your 
doctor  regularly  for  clinical  exams  and 
advice  on  mammography. 

For  a free  pamphlet  about 
breast  sefr-examination, 
call  your  local  American 
Cancer  Society. 

We’re  here  to  help. 

AMERICAN 
VCANCER 
f SOCIETY® 


Classified 


SECOND  PEDIATRICIAN  NEEDED  — for  ac- 
tive general  practice.  Drawing  population  of 
40,000.  Three  obstetricians.  Salary  with  incen- 
tive first  year.  Contact:  Edward  F.  Arnett,  M.D., 
F.A.A.P.  2000  Professional  Ct.  Suite  C,  Mar- 
tinsburg,  WV  25401. 


FOR  SALE  — doctor’s  office/clinic,  with  cer- 
tificate of  need.  Fully  equipped,  including  x- 
ray,  lab,  trauma  room  and  four  exam  rooms. 
WILL  FINANCE.  Excellent  growth  potential. 
Contact  Smith  & Kern,  405  Capitol  Street, 
Charleston,  WV  25314,  (304)  345-1151. 


PHYSICIAN’S  ASSISTANT  — Free  advertis- 
ing and  information  available  to  those  in- 
terested in  employing  a physician’s  Assistant. 
CONTACT:  PA  Placement  Service,  West 
Virginia  Association  of  Physician’s 
Assistants,  c/o  Michael  W.  Holt,  PA-C, 
P.  O.  Box  1365,  Alderson-Broaddus  College, 
Philippi,  West  Virginia  26416,  or  call  (304) 
457-1700,  X.  230. 


DISCOUNT  HOLTER  SCANNING  SERVICE 

Scanning  starting  at  $35.00  • Spacelab 


Holters  available  at  $1,275.00  • Turn  over  time 
is  24-48  hours  • Hook  up  kits  available  at 
$4.95  • Stress  test  electrodes  available 
at  .29*  • Scanning  paper  available  at  $18.95 
• One  free  test  is  offered  at  no  obligation  on 
trial  basis  • Blood  pressure  monitoring  ser- 
vice will  be  available  in  eight  weeks  and  our 
prices  start  at  $75.00  per  test.  If  interested 
call  1-800-248-0153 


NEEDED  URGENTLY:  ALL  Medical  and 
Surgical  Specialties  especially  Family  Prac- 
tice, Dermatology,  EENT;  Orthopedics, 
Radiologist,  Pathologists,  General  Surgeons, 
Physician  Assistants.  Also  need  specialties 
to  “Moonlight”  (residents  welcome).  Please 
contact  Farukh  Khan  MD,  Golden  Medical 
Group  Building,  Elkins,  WV,  (304)  636-5426. 


INTERNIST/FP:  Southeast  Virginia.  Oppor- 
tunity to  develop  practice  in  attractive 
semirural  community.  Competitive  compen- 
sation/benefits package.  Coverage  provided 
by  nearby  260 -t-  bed  hospital  and  its  primary 
care  physicians.  Area  has  exceptional  out- 
door recreational  activities!  Contact  Jim 
Davis,  TYLER  & COMPANY,  9040  Roswell  Rd., 
Atlanta,  GA  30350.  Call  404-641-6411. 


MARIETTA,  OHIO  — Emergency  Department 
directorship  and  staff  position  available  at 
200  bed  facility.  Board  certification  or  Board 
eligibility  in  Emergency  Medicine  or  primary 
specialty  preferred.  Contact:  Emergency 
Consultants,  Inc.,  2240  S.  Airport  Road, 
Traverse  City,  Ml  49684;  or  call  1-800-253-1795 
in  Michigan  1-800-632-3496. 


MEDSTAT  — Discover  why  we  are  the  most 
respected  physician  staffing  service  in  the 
East  for  locum  tenens  and  permanent 
placements.  We  can  provide  you  with 
coverage  or  work  as  our  staff  physician.  Call 
US  800-833-3465  (NC  800-672-5770);  or  write 
MEDSTAT,  Inc.,  P.  0.  Box  15538,  Durham,  NC 
27704. 


MARTINSBURG,  WEST  VIRGINIA— Seeking 
director,  board  prepared  or  certified  in 
emergency  medicine,  for  busy  268  bed 
hospital  within  IV2  hour  drive  of  Washington, 
D.C.  Attractive  compensation  and  malprac- 
tice insurance  provided.  Please  submit 
resume  to  Emergency  Consultants,  Inc.,  One 
Windemere  Place,  Room  37,  Petoskey,  Ml 
49770;  1-800-253-7092  or  In  Michigan 
1-800-632-9650. 


CLASSIFIED  RATES:  $10  for  10  lines;  for 
every  line  over  10  lines  there  will  be  an  ad- 
ditional charge  of  $2  per  line.  Cost  to  be 
figured  after  ad  has  been  set  by  the 
printer.  $15  for  confidential  ad  (10  lines). 

DEADLINE:  Copy  must  be  received  by  the 
10th  of  the  month  preceding  the  month  of 
issue:  e.g.,  copy  for  the  August  issue  is 
due  by  July  10.  Send  copy  to:  West  Virginia 
Medical  Journal,  P.  0.  Box  4106, 
Charleston,  WV  25364.  Telephone:  (304) 
925-0342. 


LOCUM 

MEDICAL  GROUP 


Our  name  says  it  all 


America’s  Fastest  Growing 
Locum  Tenens  Group 


LOCUM  Medical  Group 
30100  Chagrin  Blvd. 
Cleveland,  Ohio  44124 

1-800-752-5515 
(216)464-2125  in  Ohio 

the  right  choice  . . . 
for  locum  tenens  service 


Issues  In  Clinical  Standard-Setting 


The  importance  of  clinical  standard- 
setting by  medical  specialty  societies 
was  the  theme  of  a Council  of  Medical 
Specialty  Societies  (CMSS)  conference 
held  in  Washington  last  fall.  The 
meeting  was  attended  by  120  in- 
dividuals from  medicine,  government, 
business,  and  insurance. 

The  overwhelming  consensus  was 
that  specialist  physicians,  through  their 
medical  specialty  societies,  must  be 


leaders  in  the  creation  of  those  clinical 
standards  by  which  their  members  will 
be  evaluated.  Speakers  from  the  public 
and  private  sectors  pointed  to  the 
growing  need  for  professionally- 
established,  condoned,  and  controlled 
standards.  The  conference  was  sup- 
ported in  part  by  grants  from  the  Kaiser 
Family  Foundation,  the  Pharmaceutical 
Manufacturer’s  Asssociation,  and  the 
Upjohn  Company. 


Family  Practitioner  • General  Practitioner  • Pediatrician 


Needed  now  to  work  with  a unique,  inter- 
nationally respected  rural  health  system  net- 
work in  Kentucky  which  includes  a hospital, 
satellite  clinics,  a home  health  agency  and  a 
school  of  advanced  nursing.  A regional  medi- 
cal center  is  within  20  miles.  The  practice 
environment  is  stimulating  - physicians  and 
Advanced  Registered  Nurse  Practitioners 
work  in  joint  practice  teams;  interaction  with 
students  is  encouraged;  the  rural  population 
presents  a wide  range  and  intensity  of  medi- 
cal problems. 

The  FP  or  GP  will  be  expected  to  share  call 
with  specialists  and  consequendy  must  have 


pardcular  strength  in  one  of  the  following  areas: 
Pediatrics,  Obstetrics,  Emergency  Medicine 
or  Internal  Medicine. 


The  setting  is  in  heavily-wooded  mountains 
with  a moderate  4-season  climate.  Seven 
state  parks  are  within  80  miles. 

Superior  compensation/benefits  package  in- 
cludes a guaranteed  salary'  with  incentives  and 
malpractice.  Call  Deborah  Pennington 
COLLECT  at  1-502-897-2566.  This  is  an 
Equal  Opportunity'  Employer. 


OCUS: 

ealthcane 
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Imagine  what  it  would  be  like  to  live  with 
painful  stomach  cramps  and  terrible 
diarrhea.  Forever. 

More  than  2 million  men,  women  and 
children  do  just  that.  They  have  Ileitis 
and  Ulcerative  Colitis,  intestinal  diseases 
that  strike  at  any  age,  and  often  require 
hospitalization  for  weeks— even  months. 

Please  help  us  in  our  fight  to  find  a cure 
for  these  devastating  and  misunderstood 


diseases.  Because  when  you  suffer  from 
something  that  many  people  acknowl- 
edge with  only  snickers  and  whispers, 
it's  easy  to  mistakenly  begin  hating  your- 
self as  much  as  you  hate  your  disease. 

The  National  Foundation  for 

lleitis^Colitis 


To  send  your  tax-deductible  contribution  or  for  more  information,  please  write: 
N F.I.C  , PO.  Box  2020,  Murray  Hill  Station,  New  York,  NY  10156 


Available  for  Acquisition 


PRIMARY  CARE  MEDICAL  CENTER 


Well  established.  6,800— active  patients.  Averages  50-80  patients  per  day  and  150+  new 
patients  per  month. 


1986  Gross  Receipts  exceeded  $1,250,000.  Year-to-date  projects  $1,500,000+  in  Gross 
Receipts  for  1987  with  $450,000+  in  Available  Profits  to  Physician/Owner. 


For  full  particulars,  contact: 


The  RDI  Group 

1428  Irving  Street 
San  Francisco,  CA  94122 

415/661-3033 


''Specialists  in  the  Sole  of  Primary  Health  Care  Businesses" 
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HIGHLAND  HOSPITAL 


300  56th  Street,  S.E.,  R O.  Box  4359 


Oharin.citon.  Wnst  Virninia  P6364 


Crisis  intervention  • Group  therapy  • Family  therapy  • Marital  counseling  • Individual 
therapy  • Occupational  therapy  • Recreational  therapy  • Special  care  for  the  acutely 
disturbed  patient  • Schooling  provided  on  Children’s  Pavilion  • Staffed  by  qualified 
psychiatrists  and  medical  consultants. 

MEDICAL  STAFF 


ADULT  PSYCHIATRY 


Charles  C.  Weise,  M.  D 925-2159 

Pablo  M.  Pauig,  M.  D 343-8843 

Ralph  S.  Smith,  Jr.,  M.  D 925-0349 

Lee  L.  Nellan,  M.  D 925-3430 

Edmund  C.  Settle,  Jr„  M.  D 925-0624 


ADULT  PSYCHIATRY 

Gina  Puzzuoll,  M.  D 925-6914 

John  P.  MacCallum,  M.  D 925-6966 

Sid  Lerfald,  M.  D 925-0004 

Elma  Bernardo,  M.  D 768-1212 

Steve  Kissinger,  M.  D 925-6966 

Jerome  Massenburg,  M.  D 925-0349 


CHILD  PSYCHIATRY 


Pablo  M.  Pauig,  M.  D 343-8843 

Ralph  S.  Smith,  Jr.,  M.  D 925-0349 

John  P.  MacCalium,  M.  D 925-6966 


Serving  the  community  for  over  30  years 
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In  acute  and  chronic  edema  due  to  CHF 

FOR  PREDICTABLE  CONTROL 


• Less  potassium  loss  for  a given 
amount  of  sodium  excretion  than 
with  furosemide'-^ 


Predictable  dose  response^ 

Diuresis  completed  hours  faster 
than  with  furosemide  after  oral 
dosing^ 

Better  Gl  absorption^'^ 

Early  evening  dosing  helps 
prevent  nocturnal 
dyspnea 


As  with  all  loop  diuretics,  excessive  doses 
of  BUMEX  can  lead  to  profound  diuresis 
with  water  and  electrolyte  depletion, 
including  hypokalemia,  so  serum  electro- 
lytes should  be  monitored. 


mi 

BUMEX’S 

BumefanWe)  pjsmsiw' 


Bumex 

bumetanide/Roche 


0.5-mg,  l-mg  and  2-mg  scored  tablets;  2-ml  ampuls 
and  2-ml,  4-ml  and  lO-ml  vials  (0.25  mg/ml) 


References:  1.  FlamenbaumW  4m  JCord/o/ 57(2)  38A-43A,  1986  2.  Broter  DC,  Fox  WR,  Chenna- 
vosin  P J Clin  Pharmacol  21  599-603,  1981  3.  Iber  FL,  Bourn  RA  J Clin  Pharmacol  21  697-700, 
1981  4.  Henning  R,  Lundvoll  0 Ear  J Clin  Pharmacol  6 22i-227,  1973  5.  Physicions'  Desk  Refer- 
ence, 40th  ed  Orodell,  NJ,  Medicol  Economics  Compony,  1986,  pp  939,  1480  6.  Pentikoinen  PJ, 
elol  BrJ  Clin  Pharmacol  4 39-4A.  1977  J Lasix,  A Review  Somerville,  NJ,  Hoechst-Roussel 
Phormoceuticols,  Inc , 1980 


BUMEX^ 

(bumetonide/Roche) 

0,5-mg,  1-mg  and  2-mg  scored  tablets 
2-ml  ampuls,  2-ml,  4-ml  and 
10-ml  vials  (0.25  mg/ml) 

Before  prescribing,  pleose  consult  complete  product  Intormabon,  a summary  of  which  follows: 


WARNING:  Bumex  (bumetanide/Roche)  Is  a potent  diurehc  which.  If  given  In  excessive 
amounts,  con  lead  to  a profound  diuresis  with  water  and  electrolyte  deplehon.  Therefore, 
careful  medical  supervision  is  required,  and  dose  and  dosage  schedule  have  to  be  adjusted  to 
the  individual  pohenfs  needs.  (See  under  DOSAGE  AND  ADMINISTRATION  in  complete  product 
Intormahon.) 


INDICATIONS  AND  USAGE : Edema  ossocioted  with  congestive  heart  loilure,  hepatic  ond  renal  disease, 
including  the  nephrohc  syndrome 

Almost  equol  diuretic  response  occurs  otter  oral  and  parenteral  odministrotion  of  Bumex  If  impaired 
gostrointestinol  obsorption  is  suspected  or  oral  administration  is  not  practical,  Bumex  should  be  given 
by  the  intramuscular  or  intravenous  route. 

Successful  treatment  with  Bumex  tollowing  instances  ot  allergic  reoctions  to  turosemide  suggests  a 
lock  ot  cross-sensihvity 

CONTRAINDICATIONS:  Anurio  Hypersensihvity  and  in  patients  in  hepatic  coma  or  in  states  ot  severe 
electrolyte  deplehon  Although  Bumex  con  be  used  to  induce  diuresis  in  renal  insutticiency,  any  marked 
increase  in  blood  urea  nitrogen  or  creohnine,  or  the  development  of  oliguria  during  therapy  of  ^tients 
with  progressive  renal  disease,  is  on  indication  tor  discontinuation  ot  treatment 
WARNINGS:  Dose  should  be  adjusted  to  potlenfs  needs  Excessive  doses  or  too  frequent  administration 
can  lead  to  profound  water  loss,  electrol^e  depletion,  dehydration,  reduction  in  blood  volume  and 
circulatory  collapse  with  the  possibility  of  vascular  thrombosis  and  embolism,  particularly  in  elderly 
patients 

Prevention  of  hypokalemia  requires  pqrticular  attention  in  patients  receiving  digitalis  and  diuretics  for 
congeshve  heart  failure,  hepatic  cirrhosis  and  ascites,  states  ot  aldosterone  excess  with  normal  renal 
function,  potossium-losing  nephropathy  certain  diarrheal  states,  or  other  states  where  hypokalemia  is 
thought  to  represent  porhcular  added  risk  to  the  patients 

In  patients  with  hepatic  cirrhosis  and  ascites,  sudden  olterations  ot  electrolyte  balance  may  precipitate 
hepatic  encephalopathy  and  coma  Treatment  in  such  patients  is  best  initiated  in  the  hospital  with 
small  doses  and  coreful  monitoring  of  the  pohenTs  clinical  status  and  electrolyte  balance  Supplemental 
potassium  and/or  spironoloctone  may  prevent  hypokalemia  and  metabolic  olkolosis  in  these  patients 
In  cats,  dogs  ond  guinea  pigs,  Bumex  has  been  shown  to  produce  ototoxicity  Since  Bumex  is  obout  40 
to  60  times  os  potent  as  furosemide,  it  is  anticipated  that  blood  levels  necessary  to  produce  ototoxicity 
will  rarely  be  achieved  The  potential  for  ototoxicity  increases  with  intravenous  therapy,  especially  at 
high  doses- 

Patients  allergic  to  sulfonamides  moy  show  hypersensitivity  to  Bumex 

PRECAUTIONS:  Measure  serum  potassium  jjeriodically  and  add  potassium  supplements  ar  potas- 
sium-sparing diuretics,  it  necessary  Periodic  determinations  of  other  electrolytes  ore  advised  in  pohents 
treated  with  high  dases  ar  tor  prolonged  periods,  particulorly  in  those  on  low  solt  diets 


Hyperuricemia  may  occur  Reversible  elevations  of  the  BUN  and  creatinine  may  occur,  especially  with 
dehydration  ond  in  patients  with  renal  insufficiency  Bumex  may  increase  urinary  calcium  excretion 
Possibility  ot  effect  on  glucose  metabolism  exists.  Periodic  determinations  of  blood  sugar  should  be 
done,  particularly  in  patients  with  diabetes  or  suspected  latent  diabetes 
Patients  should  be  observed  regularly  for  possible  occurrence  of  blood  dyscrosias,  liver  damage  or 
idiosyncratic  reactions 

Especially  in  presence  of  impaired  renal  function,  use  of  porenterally  administered  Bumex  should  be 
ovoided  in  patients  to  whom  aminoglycoside  antibiotics  are  also  being  given,  except  in  lite-threatening 
conditions 

Drugs  with  nephrotoxic  potential  and  bumetonide  should  not  be  administered  simultaneously 

Since  lithium  reduces  renol  clearahce  and  odds  o high  risk  of  lithium  toxicity  it  should  not  be  given  with 

diuretics 

Probenecid  should  not  be  administered  concurrently  with  Bumex 
Concurrent  therapy  with  indomethacin  not  recommended 

Bumex  may  potentiate  the  effects  of  antihypertensive  drugs,  necessitating  reduction  in  dosage 
Interaction  studies  in  humons  hove  shown  no  effect  on  digoxin  blood  levels 
Interaction  studies  in  humans  have  shown  Bumex  to  have  no  effect  on  warfarin  metabolism  or  on 
piosma  prothrombin  activity 

Pregnancy  Bumex  should  be  given  to  o pregnant  woman  only  if  the  potential  benefit  justifies  the 

potential  risk  to  the  fetus 

Bumetonide  may  be  excreted  in  breast  milk 

Pediainc  Use  Safety  and  effectiveness  oelow  age  18  not  established 

ADVERSE  REACTIONS:  Muscle  cramps,  dizziness,  hypotension,  headache  ond  nausea,  and  encepha- 
lopathy (in  potients  with  preexisting  liver  disease). 

Less  frequent  clinical  adverse  reactions  are  weakness,  impaired  hearing,  rash,  pruritus,  hives,  electro- 
cardiogram changes,  abdominal  pain,  arthritic  pain,  musculoskeletal  pain  and  vomiting. 

Other  clinical  adverse  reactions  ore  vertigo,  chest  pain,  ear  discomfort,  totigue,  dehydrotion,  sweating, 
hyperventilation,  dry  mouth,  upset  stomach,  renal  failure,  asterixis,  itching,  nipple  tenderness,  diarrhea, 
premature  ejaculation  and  difficulty  maintaining  an  erectian 

Laboratory  abnormolities  reported  are  hyperuricemia,  ozotemia,  hyperglycemia,  increased  serum 
creatinine,  hypochloremia,  hypokalemia,  hyponatremia,  and  variations  in  CO2  content,  bicarbonate, 
phosphorus  and  calcium  Although  monitestotions  of  the  pharmacologic  action  of  Bumex,  these 
conditions  may  become  more  pronounced  by  intensive  therapy 

Diuresis  induced  by  Bumex  may  also  rarely  be  accompanied  by  changes  in  LDH,  total  serum  bilimbin, 
serum  proteins,  SGOT  SGPT,  alkaline  phosphatase,  cholesterol,  creatinine  clearance,  deviations  in 
hemoglobin,  prothrombin  time,  hematocrit,  platelet  counts  and  differential  counts  Increases  in  urinary 
glucose  and  urinary  protein  have  also  been  seen 

DOSAGE  AND  ADMINISTRATION: 

Oral  Aaminislrolion:  The  usual  total  daily  dosage  is  0 5 to  2 0 mq  qnd  in  most  patients  is  qiven  as  o 
single  dose, 

Parenleral  Adminislrahon:  Administer  to  patients  (IV  or  IM)  with  Gl  absorption  problem  or  who  cannot 
take  oral.  The  usuol  initial  dose  is  0 5 to  1 mg  given  over  1 to  2 minutes  If  insufficient  response,  0 
second  or  third  dose  may  be  given  at  2 to  3 hour  intervals  up  to  0 maximum  of  10  mg  a day 
HOW  SUPPLIED:  Tablels,  0 5 mg  (light  green),  1 mg  (yellow)  and  2 mg  (peoch),  bottles  of  100  and 
500,  Prescription  Paks  of  30,  Tel-E-Dose'  cartons  of  100  Imprint  on  tablets  0 5 mg— ROCHE  BUMEX 
0 5,  1 mg-ROCHE  BUMEX  1,  2 mg-  ROCHE  BUMEX  2 

Ampuls.  2 ml,  0 25  mg/ml,  boxes  ot  ten,  p i.  oees 

Viols.  2 ml,  4 ml  and  10  ml,  0 25  mg/ml,  boxes  ot  ten 
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In  acute  and  chronic  edema  due  to  CHF 

A DIURETIC 
THAT  GIVES  YOU 
PREDICTABLE 
CONTROL 


Bumex 

bumetanide/Roche 


0.5-mg,  J-mg  and  2-mg  scored  tablets;  2-ml  ampuls 
and  2-ml,  4-ml  and  10-ml  vials  (0.25  mg/ml) 


Please  see  adjacent  page  for  references  and  summary  of  product  information. 
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